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hospital in the future. 


From initial psychiatric emergency through 





Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 


Based on a review of this drug by the National 
Academy of Sciences — National Research 
Council and/or other information, FDA has 
classified the indications as follows: 


Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 


Probably effective: For the control of moderate 
to severe azitation, hyperactivity or aggres- 
siveness in disturbed children. 


.;— 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 


Final classifjcation of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from "Thorazine' may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 


THORAZIN 
CHLORPROMAZINE 


Back to work. She went into the hospital 
with a psychiatric emergency but left more 
like herself — delusions, hallucinations, and 
other psychotic target symptoms effectively, 
managed with ‘Thorazine’. And “Thorazine’ j 
maintenance can help keep her out of the ` 


maintenance treatment, 

effective antipsychotic therapy with 18 con- 

venient dosage forms and strengths. This 

.., means you can precisely tailor dosage to the 

*individual patient's needs — increasing 
or decreasing as the situation demands. 





Tablets: Y 
50and100mg . : 
of the HCl « 


"Thorazine' offers 


‘Thorazine’. The most widely tested and 


convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy. especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 


Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tac hycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia, hyperreflexia in the 


highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 


newborn: psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photesensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal eongestion, constipa- 
tion, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantial doses, skin 
pigmentation, epithelial keratopathy, lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-ike 
syndrome; peripheral edema. 


NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relatienship has been 
established. 


Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule" capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg. /ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 mg. 
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Concentrate (intended for institutional use only), 


Avoid using in patients hypersensitive (e.g., blood 
30 mg./ml. and 100 mg. /ml. 


dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g.. 
operating vehicles or machinery) especially during 
the first few days’ therapy. Avoid concomitant 

use with alcchol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 


foie VA neat 
b palace LAD Ww 


Smith Kline &French Laboratories 
Philadelphia 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
received chlcrpromazine. 
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Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of vomitus 
is possible. May prolong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 


cides, pata get and related drugs. (Reduce 
dosage of concBmitant C.N.S. depressants.) Anti- 
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Appointment Books 


The "week-at-a-glance" Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are now available. Your order will be processed immediately upon receipt of coupon and payment. 


DESK: $12.00 
POCKET: $6.00 
BOTH: $15.00 


10% Discount for 10-99 copies D 5 - 
, 44, 3 


15% Discount for 100 copies or more 


Send coupon to: 


Publication Sales Department - 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: | copies of Desk Appointment Book order #141 @ $12.00 ea. 
— — copies of Pocket Appointment Book order 4141-1 @ $6.00 ea. 
— — copies of Appointment Book Set order «141-2 @ $15.00 ea. 

— —— To expedite my order, | am enclosing an additional $3.00 (U.S. only) 

ENCLOSED IS MY TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment.) 
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the Journal of changes of address. 


Annual Meeting Papgzs * f 


The Journal has first refgsal rights for numbered papers ^ 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in-* 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must nor submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2.,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1.000 words, 10 references, 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 

Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The ‘brief communication” designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2.500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is comm 
knowledge, summaries that merely repeat the results, fc 
essary tables, figures or references, etc. Single case feports ef 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. . 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1.000 words, 10 references, | table, and no figures) reporting 
new research findings, including preliminary data from pilot 


A^ 


P 


~ Studies, and case reports that 1) describe new syndromes, 2) 
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cast a new lighf on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects dr previously unreported complications of drugs or 
therapeutic interventions. Bedytse-aithe stringent criteria 
for this section, authors can expect more rapid publication 


"^v than is possible in other section? Submitted papers that sub- 


.stantially exceed the stated maximum length or contain fig- 
res: will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a *‘prompt pub- 
lication policy” is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however. authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
Editor. It is important to think carefully about the nature 
of the paper before requesting prompt publication; a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion **for publication" in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (1% inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as 

ssible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 
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Previous presentation. If.the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. The aut S position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supflied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 
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Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or ‘‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "differences be- 
tween the groups were significant.” In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually **in press’’ may be cited as such in the reference list; 
the name of the journal must be included. 

Type reterences in the style shown below and on thé next* 
page. double-spaced throughout (not just a line between 
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references). List up to three authors; designate one or more 
authors past the third "et al.’} Abbreviations of journal 
names should conform to the s#fyle used in Index Medicus: 
journals not indexed there should not be abbreviated. 


|. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 

between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 

chiatry 113:349-365, 1967 

Gold PW, Goodwin FK: Urinary free cortisol in depression 

.. and mania. Presented at the 130th annual meeting of the Amer- 
ican Psychiatric Association, Toronto, Ont, Canada, May 2-6, 
1977 

4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
P. New York, Grune & Stratton, 1968 


Tables e 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables :hat present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
genera ly reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quatelv presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
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asked to delete figures that repeat information available in - 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACÇEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return , 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Reques]s 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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Navane (thiothixene) has proved to be of significant — 
»enefit at each phase in rehabilitation of the patient 


vith psychotic symptoms: from admission, through 
lischarge, and beyond. *. 


a rapid return to the community... | 
Navane achieves rapid relief of acutely disruptive 
symptoms and facilitates early discharge for most | 
yatients. In excited, agitated psychotic patients, 
Navane has produced improvement within an hour 
ninimal symptomatology after three hours, and cm- 
aratively brief hospitalization for most patients." 
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ind continued long-term improvement... 

On an outpatient basis, Navane exerts a significant 
ong-term beneficial effect on patient functioning, 
specially in the areas of social and vocational 
adjustment in the community. Initial improvements 
naintained with N avane and has been shown to s uf 
ncrease over time. g 


rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely Compromised ^ - 
»y oversedation or drowsiness.” Hypotensive crises 
sand other cardiovascular reactions" "aré seldom 

'eported. Anticholinergie' side effects suchas dry 
nouth or constipation arc rare. If extrapyramidal 

symptoms occur they are usually readily controlled 

»y dosage adjustments or antiparkinson agents. 


‘or a brief summary of Navane prescribing information; ineluding adverse reactións and contin 
lease see last page of this advertisement. tig gate 
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Rapid return to the community 


x Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 
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BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Ihtramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and mon«eys(1to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children— The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, NaVane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patents with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blocd vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
and syncope. In the event hypotension occurs, epinephrine 
not be used as a pressor agent since a paradoxical further 
wering of blood pressure may result. Nonspecific EKG changes 
ve been observed in some patients receiving Navane. These 
es are usually reversible and frequently disappear on 
Navane therapy. The incidence of these changes is lower 

observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology. whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs 

Navane Capsules; Navane Concentrate — In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include musculag twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an Open airway, since involvement of the extrapyramida! system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100(10 x 10's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 
available ina2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 
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cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative of 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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A division of Pfizer Pharmaceuticals 
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“I know of no one better equipped than Ferraro to subject the foundations 
of psychoanalysis to a fine scientific scrutiny. The book opens new and 


convincing vistas. It presents daring possibilities arid new understanding | 


in the fields of psychiatry, psychology and psychoanalysis." 


S. Arieti ; 


Clinical Professor of Psychiatry 
New York Medical College 


. A TRILOGY OF 
FREUD'S MAJOR FALLACIES 


Armando Ferraro M.D. 
with an introduction by Nolan D.C. Lewis M.D. 





Dr. Armando Ferraro, former Clinical Professor of Psychiatry at Columbia University and former 
head of the Research Dept. in Neuropathology at the New York State Psychiatric Institute, 
presents a stimulating analysis of major fallacies in the theories of Freud, and he offers his own 
assumptions for those of Freud which he considers erroneous. 


Part | of the book deals with the fallacy of Freud’s Libido Theory based on his erroneous 
assumption of the operation of an alleged mobile ‘psychic energy’, the existence of which the 
author refutes. The author advances his own imaginative assumption of the birth of ideas which 
he considers the product of ‘a new psychic function’ born ontogenetically at some stage of our 
intrauterine organization. The ideas and subsequent affective qualities (Affective Formations) 
constitute ‘the psychic structures’, which being activated by ‘a somatic organismic energy’ are 
‘mobile and displaceable’ contrary to Freud’s contention that they are not. 


Part Il of the book deals with Freud’s fallacy of having differentiated ‘Sexuality’ from 'Genitality.' 
On that basis he no longer subscribed to the existence of a single sexual instinct, but rather to 
the existence of ‘multiple sexual instinct components’ originating locally in various areas of our 
body. The author postulates instead the existence of only a single sexual instinct which ex- 
presses itself in terms of ‘the sexual ideational representations’ of the ‘genital somatic ex- 
citations.’ Such sexual ideational representations being mobile, they can displace themselves 
and can become associated with the ideational representation of all parts of our body to which 
they may impart their sexual quality. Therefore, one may dispose of Freud’s concept of the ex- 
istence of numerous ‘sexual instinct components.’ 


Part Ill of the book deals with Freud's vacillations and contradictions in his concept of what the 
Conscious and the Preconscious were supposed to be, as well as with his fallacy concerning the 
origin, structure and characteristics of the Unconscious. The author assumes instead that the 
existence and operation of a single Conscious system operation as such from the very onset of 
our intrauterine mental life. That single system is formed by a 'Dominant Conscious portion' and 
by a 'Subordinate Conscious portion', the latter being genetically and functionally related to the 
Dominant portion. Freud's concept of an Unconscious as a separate system would be replaced 
by the author's concept of a ‘Subordinate Conscious.’ 


` A 
A TRILOGY OF FREUD'S MAJOR FALLACIES is $12.50 through your local bookstore or direet 


from Vantage Press, Inc., 516 West 34th Street, New York City 10001. 337 pages — 6% inches 


. by 9% inches. 
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Morning in the Bowl of Night 
Has flung the Stone 
that puts the Stars fo flight’ 


EDWARD FITZGERALD 
THE RUBAIYAT OF OMAR KHAYYAM, STANZA I 


rief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 
Indications—Relief of symptcms of anxiety and depression 


Contraindications—Glaucoma, tendency toward urinary retention, 
r. hypersensitivity to doxepin 


WaMings—Adapin has not been evaluated for safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk, nor on effect in nursing infants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug, as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs*and MAO inhibitors 
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In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions— Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity, the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
Sweating, tachycardia and hypotension. Weakness, dizziness. 
fatigue, weight gain. edema, paresthesias. flushing, chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus May alSO «a, i 


occur 


Dosage and Administration—!n mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per day 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 : 

prone prescribing information please see package insert 
or P 
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in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy | 
The usual optimal dose is 75 to 150 mg daily, The entire dose ` 
may be given at night without loss of therapeutic effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 
capsules. 


Adapin ^ 
(doxepiri HCI) 


useful adjunctive 
therapy in your . 
psychiatric practice 








When they see life 
in shades of blue... 


help them see life 


in allits colors 
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| In moderate depression and anxiety 


Only Limbitrol relieves 
this range of. 


symptoms this 
rapidly. 


And without a 
phenothiazine. 














Limbitrol is indicated for the a 
treatment of patients with | 
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moderate to severe depression Ve oet ot aie 
associated with moderate to assets 
severe anxiety. ae acta S 


The therapeutic response to 


Limbitrol occurs earlier and with o Gee oR Coe. 
fewer treatment failures than Noe T gi 
when either amitriptyline or eS o eiue 
chlordiazepoxide is used alone. EONO 
0 VS oe 
Symptoms likely to respond in Bene en Oh 
the first week of treatment in- p CM 
clude: insomnia, feelings of quilt ^ NOB 
or worthlessness, agitation, DN p 
psychic and somatic anxiety, s, y 


suicidal ideation and anorexia. 


Limbitrol. 

Dual therapy with greater 
specificity...without classical 
phenothiazine drawbacks. 








LIMBITROL® TABLETS Tranquilizer—Antidepressant How to inifiate and 
Before prescribing, please consult complete product information, a summary of ma intain the ap y 

which follows: - $ Select dosage strength appropriate for each 
indications: Relief of moderate to severe AR esie" associated with moderate to patient 

Severe anxiety. i . aue Í f 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antide- L Limbitrol 10-25 is r ecommended for most patients 
pee Pe des ae with "IHE nubis ncs MAD) EMO or within 14 days | L] Limbitrol 5-12.5 may be indicated for those 

following discontinuation o J innibitors since hyperpyretic crises, severe convul- No do: te higher dos {for elde 

sions and deaths have occurred with concomitant use; then initiate Cautiously, gradu- Mes R not tolerate higher doses and for elderly 
| aliy increasing dosage until optimal response is achieved, Contraindicated during pa Jent à 

-agute recovery phase following myocardial infarction. Specify daily dosage based on symptom 

Tannas Use ie great care in patients with history of urinary retention or angie- sever 

ciosure glaucoma. Severe constipation may occur in patients taking tricyclic antide- f y initial y aub : 

pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients. LJAn Initial dosage of three tablets is recom- 
| (Arrhythmias, sinus tachycardia and prolongation of conduction time reported with mended. ». ! ° 
| usejot tricyclic antidepressants, especially high doses. Myocardial infarction and L Dosage may be increased to six tablets or de- 


"| stroke reported with use of this class of drugs.) j ased to tw i / 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester ee sip E a 









should almost always be avoided because of increased risk of congenital L1 Once a satisfactory response is obtained, eval- 
malformations as suggested in several studies. Consider possibility of uate response and, if necessary, reduce dosage to 
Keme, when bad therapy; advise patients to discuss therapy if smallest amount needed. 
they intend to cr do become pregnant. D^ ! ibas 
‘Since physical and psychological dependence to chlordiazepoxide have been re- Utilize dosage options to best accommodate 
ported rarely, use Caution in administering Limbitrol to addiction-prone individuals or individual patient needs 
those who might increase dosage; withdrawal symptoms following aiseonnauation of CITLD. or Q.D., familiar regimens most suited for 
either component alone have been reported (nausea. headache and malaise for ami- i irati j 
triptyline, symptoms [including convulsions] similar to those of barbiturate withdrawal Dod who tolerate medication without undue 
for chlordiazepoxide), FOWSINESS 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid L- Two tablets one hour before bedtime and one 
paron r those A n and in patients with impaired renal or hepatic tablet midday may minimize daytime drowsiness 
uncton. Because of the possibility of suicide in depressed patients, do not permit . 
easy access to large quantities in these patients. Caution patients about possible and help relieve a common tar get symptom— 
combined effects with alcohol and other CNS depressants and against hazardous insomnia 
.| Occupations requiring complete mental alertness (e.g., operating machinery, driving). CJ Entire dosage h.s. to take 
(0; 4 Periodic liver function tests and blood counts are recommended during prolonged ; Tox 
- e | ie blé | maximum advantage 
sot treatment. Amitriptyline component may block action of guanethidine or similar anti- : 
| 7d Rypertensives. Concomitant use with other psychotropic drugs has not been eval- of the sedative effect 
ces] uated: sedative effects may be additive. Dis- 


continue several days before surgery. Limit 

] concomitant administration of ECT to essen- 
tial treatment. See Warnings for precautions 
about pregnancy. Limbitrol should not be 
taken during the nursing period. Not recom- 
mended in children under 12. 


In the elderly and debilitated, limit to smallest 

effective dosage to preciude ataxia, overse- 

dation, confusion or anticholinergic effects. 

Adverse Reactions: Most frequently re- 


ported are those associated with either com- : v | 
ponent alone: drowsiness, dry mouth, consti- Tablets 10-25 each containing 10 mg chlordiazepoxide and 25 mg 


pation, blurred vision. dizziness and bloating amitriptyline [as the hydrochloride salt} IV 
Less frequently occurring reactions include 2 each containing 5 mg chlordiazepoxide and 12.5 mg 
vivid dreams. impotence, tremor, confusion Tablets 5-1 5 amitriptyline (as the hydrochloride sait) 

and nasal congestior. Many depressive 

symptoms including anorexia, fatigue, weak- 


ness. restlessness and lethargy have been reported as side effects of both Limbitro! How to make each p atient 


and amitriptyline. Granulocytopenia, jaundice and hepatic dysfunction have been ob- 


served rarely an informed patient 


This list includes adverse reactions not reported with Limbitrol but requiring considera- f , , 
tion because they have been reported with one or both components or closely related 1. Discuss with patients the probability that they 


drugs: : : : f : 
Cardiovascular: Hypctension, hypertension, tachycardia, palpitations, myocardial in- Ap e Ue drowsiness, especially during the 

farction, arrhythmias, heart block, stroke : . , 

Psychiatric: pushers apprehension, poor concentration, delusions, hallucinations. 2. Reassure your patients that drowsiness is one E 
hypomania and increased or decreased libido. indication that the medication is working and 


Neurologic. incoordination, ataxia, numbness. tingling and paresthesias of the ex- 


tremities, extrapyramidal symptoms, syncope, changes in EEG patterns. that it may help alleviate their insomnia. 





Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, di- 3. Encourage patients to report if drowsiness be- 
latation of urinary tract. comes troublesome so that, if necessary, dosage 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. pruritus. schedule can be adjusted or the symptom 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, pur- treated a 
pura, thrombocytopenia, 5 ; dd: 1 
Gastrointestinal: Nausea, epigastric distress. vomiting, anorexia, stomatitis, peculiar 4. Caution patients about the combined effects | 
| inate. ae DEN ton HOM TET ; with alcohol or other CNS depressants. Let them 
un noocne:/ iesticular swelling and gynecomastia in the male, breast eniargement, know that the additive effects may produce a 
* torrhea and minor menstrual irregularities in the female and elevation and lower- s Du Reh uo o ep er 
m p e DE iis harmful level of sedation and CNS depression. 
<| Other: Headache, weight gain or loss, increased perspiration, urinary frequency, 5. Caution patients about activities requiring. — 
mydriasis, jaundice, alopecia, parotid swelling. . complete mental alertness, such as operating E 
Overdosage: Immediately hospitalize patient suspected of having taken an overdose. machiner / OI drivin 1a Car. E er eee 
Treatment is symptomatic and supportive. LV. administration of 1 to 3 mg physostig- ry g aie PERO 
mine salicylate has been reported to reverse the symptoms of amitriptyline poisoning. 6. Warn pregnant patients and patients of- 
See complete product information for manifestation and treatment. " childbearing age that the safety of Limbitrol in 
m Dosage: individualize according to symptom severity and patient response. Reduce ! ; 
S. e | to smallest effective dosage when satisfactory response is obtained. Larger portion of pregnancy has not yet been established. 
.. j daily dose may be taken at bedtime. Single A.s. dose may suffice for some patients. Please see complete product disclosure for other 
Lower dosages are recommended for the elderly pertinent information. 
Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, jacleasne 
Ga up to six tablets or decreased to two tablets daily as required. Limbitrot 5-12.5, initial 1 i 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate ] Limbitrol should not be used under the ui 
* øP] higher doses. | following circumstances: m d 
. ” Supplied: Limbitroi 10-25 tablets each containing 10 mg chlordiazepoxide and 25 mg 1. Hypersensitivity to benzodiazepines or tricyclic 
* amitriptyline (as the hydrochloride salt) and Limbitro! 5-12.5 tablets each containing antidepressants 
| 9 mg chiordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) —bottles m i ETIE : 
ofy!O0,and 500; Tei-E-Dose* packages of 100: Prescription Paks of 50 2. Mosis not vedi RE E To 
replace an MAO inhibitor wi moitroi, discon- 
tinue MAO inhibitor for a minimum of 14 days i 
Roche Laboratories before cautiously initiating Limbitrol therapy. 
CRücHE » Division o* Hoffmann-La Roche Inc. 3. During the acute recovery phase following mee 
/ Nutley, New Jersey 07110 myocardial infarction. 
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i 21BLOOMINGDALE ROAD 
(W. WHITE PLAINS, NEW YORK 10605 


CU THE NEW YORK HOSPITAL 
| | CORNELL MEDICAL CENTER 
] WESTCHESTER DIVISION 


Announces the newly consolidated 


. |. CHILD PSYCHIATRY 
INPATIENT SERVICE 


A 14-bed unit providing a full range of 
services for young children. This service is an 
integral part of the child and adolescent pro- 


gram which includes: 


* Child Inpatient Service 

* Adolescent Inpatient Service 

e Adolescent Day Hospital 

* Child Day Hospital 

* Child and Adolescent Outpatient 
Department 

* Outreach Programs 


For Information Call: 
Director, Child Inpatient Unit 
(914) 682-9100 


Over Six Decades of Service to 
Children, Adolescents 


and Young Adults with— 

@ Learning Disabilities 

@ Neurological Impairment 
è Mental Retardation 


ə Emotional Disturbance 


THE DEVEREUX FOUNDATION 


A NONPROFIT ORGANIZATION 


Helena T. Devereux IN Joseph B. Ferdinand 


Founder - President 
= 
Charles J. Fowler 
National Director of Admissions 


FOR INFORMATION AND LITERATURE: 


PENNSYLVANIA .............. Ellwood M. Smith, Admissions Director, Devon, Pa. 19333 or call 215 687-3000 

* CALIFORNIA ........ Keith A Seaton, Admissions Director, Box 1079 Santa Barbara 93102 or call 805 968-2525 
Robert E. Worsley, Admissions Director, Box 2666, Victoria 77901 or cal 512 575-8271 

..... Richard G. Danko, Director, 6436 E. Sweetwater, Scottsdale 85254 or call 602 948-5857 

.... Ralph L. Comerford, Director, 1980 Stanley Road, N. W., Kennesaw 30144 or call 404 427-0147 

_.. Theodore E. Enoch, Director, Sabbaday Lane, Washington 06793 or call 203 868-7377 

MASSACHUSETTS Frederic A. Hervey, Director, Miles Road, Rutland 01543 or call 617 886-4746 


All Devereux Branches Surveyed by the Joint Com- 
mission on Accreditation of Hospitals are Approved as 
Psychiatric Facilities for Children and Adolescents. 








CURRENTS IN ALCOHOLISM 


Edited by MARC GALANTER, M.D. oie 
VOLUME V: BIOMEDICAL ISSUES AND -CLINICAL 

EFFECTS OF 4A“ GGHOLISM 

Brought together in this volume are the clinical ac- * 
complishments amd research by a diverse group of. 
physicians, each dealing with different facets of tliis 

multi-system disease. The first section of the book 

provides in-depth coverage of such issues as: mechan- 

isms of addiction, differential physiologic resporfses 

to alcohol among ethnic groups, and the role of tetra- 

hydroisoquinolines in addiction. The ensuing chapters 

examine the physiologic effects of ethanol and its 

metabolites (presenting findings from both the clinical 

and pre-clinical’ areas), and mechanisms of altering 

the physiologic effects of alcohol. Finally, a group of 

papers on human and laboratory studies of ethanol's 

effect on the fetus is introduced by a historical review 

of this important line of investigation. To facilitate a 

better understanding of the varied issues in each area 

under discussion, an overview of the entire series of 

papers and an introduction for each section is in- 

cluded. 

1979, 384 pp., $32.75 ISBN: 0-8089-1200-3 


PSYCHOPHARMACOLOGY 


UPDATE new AND NEGLECTED AREAS 
Edited by JOHN M. DAVIS, M.D. and 

DAVID GREENBLATT, M.D. 

A Volume in the SEMINARS IN PSYCHIATRY 
MONOGRAPH Series .. . ! 

Series Editor: MILTON GREENBLATT, M.D. 

This volume deals with topics such as teratology, 
lithium effects on heart and kidney, pharmacology of 
the elderly, as well as recent progress in the areas of 
alcoholism, anxiety and personality disorders. The 
practitioner will find this presentation to be of ines- 
timable value in the pursuit of quality care and treat- 
ment for psychiatric patients. The contributing authors 
include: B. Ameer; J. H. Greist; J. W. Jefferson; B. 
A. Jones; R. Kellner; L. W. Lararus; S. F. Pariser; 
E. R. Pinta; R. T. Rada; E. A. Young. 

1979, 192 pp., $12.50 ISBN: 0-8089-1156-2 


Future volumes in CURRENTS IN ALCOHOLISM and 
SEMINARS IN PSYCHIATRY MONOGRAPH series 
are now available on a Continuation Order basis. Your 
Continuation Order authorizes us to ship and bill each 
future volume in the series automatically, immediately 
upon publication. This order will remain in effect un- 
til cancelled. 


GROUP PSYCHOTHERAPY AND 
PERSONALITY 


INTERSECTING STRUCTURES 
By HENRY KELLERMAN, Ph.D. 

A major compendium of known and original theory 
of group psychotherapy, reflecting the most recent 
advances and expanding interest in systems theory 
research and group process therapy. The book pre- 
sents a theoretical integration of: the structure of 
group process; group therapy inherent in that process; 
the personality forces of individual members of the 
group. The author shows how these three compo- 
nents interact to produce a therapeutic group environ- 
ment. This interaction of the three components is lo-, 
cated within a larger context which is analyzed with 
reference to psychoanalytic developmental issues and 
with respect to overall sociobiological properties of 
groups. 

1979, about 400 pp., $19.50 ISBN: 0-8089-1182-1 


Send payment with order and save postage and 
handling charge. 
Prices are subject to change without notice. e œ 


GRUNE & STRATTON 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 


111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 
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! ‘The ProlixitY (Fiuphenazine) j 
system of schizophrenia 
management— 


spanning virtually — 
every clinical situation 


There is scarcely a patient-type presenting with schizophrenia 
that cannot be successfully managed with one of the numerous 
forms of Prolixin (Fluphenazine). 

For the newly admitted, agitated patient, a first choice 
would be short-acting Prolixin Injection (Fluphenazine 
Hydrochloride Injection USP). 

For long-term management of more “dependable” 
patients, you have the titration flexibility of four potencies of 
Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP). 

For patients who “cheek” or otherwise resist tablet 
medication, you can utilize pleasant tasting, orange-flavored 
Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP). 

For long-term maintenance of less compliant patients, 
you can employ unique, long-acting Prolixin Decanoate 
(Fluphenazine Decanoate Injection) and achieve effective 
neuroleptization for up to four weeks and longer with a single 
injection. 


Prolixin Decanoate “ 
Fluphenazine 
Decanoate Injection 


poe Ge = Or 


ee = 


Unimatic* Single Dose Syringe 
25 mg in 1 ml 


Prolixin* Injection " . multiple dose vial 

Fluphenazine 25 mg per ml Prolixin* Elixir 
Hydrochloride J P Fluphenazine 
Injection USP Hydrochloride 


10 ml multiple dose via Elixir USP 


2.5 mg perm 


Prolixin® Tablets 
Fluphenazine 
Hydrochloride 
Tablets USP 
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0.5 mg per ml 


See next page for brief summaries. 





PROLIXIN* (Fluphenazine Hydrochioride) 
TABLETS/ELDOR/INJECTIQN má 
Piólixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5, or 10 mg fluphen- 
azine hydrochloride per tablet, Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP) provides 
. + 0.5 mg fluphenazine hydrochioride per mi (2.8 mg per 5 mi teaspoonful) with 14% alcohol by 

volume. Prolixin Ifjection (Fiuphenazine Hydrochloride injection USP) provides 2.5 mg fu- 
. phenazine hydrochloride per mi; it contains 01% methylparaben and 0.0196 propyi- 
-Raraben as preservatives, ; id 


CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 














- hypnótics, or who are comatose or severely depressed. In patients who have shown hypersen- 
Sitivity to fiuphenazine; Ccross-sensitivity to phenothiazine derivatives may occut. 
WARRINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
 chinerumay be impaired by use of this drug. Potentiation of effects of alcoho! may occur. Safety 
i me efficacy in children have not been established because of inadequate experience in use in 
children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choles- 
-tatic jaundice, dermatoses or other allergic reactions because of the .possibility of cross- 
“sensitivity. When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched lor. jess anesthetics or central nervous 
. System depressants may be required. Because ot added antichohnergic effects, fiuphenazine 
may potentiate the effects of atropine. 

Use fluphenazine Cautiously in patients exposed to extreme heat or phosphorus insecticides; 
in patients with a history of convulsive disorders since grand mal convulsions have occurred: and 
in patients with special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy there is the 
possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits, and devel 

opment of irreversible dyskinesia. 

. There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present, no adequate 
- epidemiological studies, the relevance to human mammary cancer risk from prolonged exposure 
to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
Tenal function of patients on long-term therapy: if BUN becomes abnormal. discontinue 
uphenazine, "Silent pneumonias” are possible. 

* Abrupt Withdrawal: in general, phenothiazines do not produce psychic dependence. How- 
' ever, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported following 
&bruptcessation of high dose therapy; reports suggest that these symptoms can be reduced if 
Concomitant antiparkinsonian agents are continued for several weeks after the phenothiazine is 
withdrawn. 
ADVERSE REACTIONS: Central Nervous System-—Extrapyramidal symptoms are most tre- 
'quently repcrted. Most often these symptoms are reversibie, but they may be persistent. They 
<> include pseudoparkinsonism, dystonia, dyskinesia, akathisia, cculogyric crises, opisthotonos. 
-* hyperretlexia. The incidence and severity of such reactions will depend more on individual 
1“ patient sensitivity but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient should be forewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on iong-term therapy or may occur 
after discontinuation of drug. The risk seems greater in eider)y patients, especially females, on 
high dosages. The syndrorne is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g.. protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia, usually the symptoms are not alleviated by 
antiparkinsonism agents. If the symptoms appear, discontinuation ot all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage mcreased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early sign of the syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restiessness, excitement. or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. if drowsiness 
of lethargy occur, the dosage may need to be reduced Dosages, far in excess of the recom- 

-mended amounts, may induce a catatonic-like state. 
Autonomic Nervous System——Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
& vascular or renal insufficiency or severe cardiac reserve deficiency such as mitrai insufficiency 
=. appear to be particularly prone to this reaction and should be observed carefully Supportive 
zo Measures including intravenous vasopressor drugs should be instituted immediately shoutd 
.. Severe hypotension occur; Levarterenol Bitartrate In jection is the most suitable drug: epinephrine 
 sfiould not be used since phenothiazine derivatives have been found to reverse its action. 
Nausea, loss of appetite, salivation, polyuria, perspiration. dry mouth, headache and constipa- 
* tion may occur. Reducing or temporarily discontinuing the dosage will usually contro! these 
. effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction. paralytic ieus, tachycardia, 
©. Of nasal congestion have occurred in some patients on phenothiazine derivatives. 
5 Metabolic and Endocríne — Weight change, peripheral edema, abnormal iactation, 
"^ gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men and 
increased libido in wormen have occurred in some patients on phenothiazine therapy. 
. Allergic Reactions —Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
-exfoliative dermatitis have been reported with phenothiazines, The possibility of anaphylactoid 
reactions should be borne in mind. 
: Hematologic— Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura. eosinophilia, and pancytopenia have been observed with 
phenothiazines. if soreness of the mouth. gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 
. Hepatic —Liver damage manitested Dy cholestatic jaundice, particularly during the first 
‘Months of therapy, may occur; treatment should be discontinued. A cephalin flocculation in- 
ease, sometimes accompanied by alterations in other liver function tests, has been reported in 
atients who have had no clinical evidence of liver damage. 
"Others-—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
revious brain damage or seizures may be predisposing factors. High doses should be avoided 
«in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
*" behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
. epheumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
" feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
..eanalgesics, antihistamines, barbiturates. and alcoho! may occur. 
3 Systemic iupus erythematosus-like Syndrome, hypotension severe enough to cause fatal 
. Cardiac arrest, altered electrocardiographic and eiectroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma. laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and cornea! opacities have occurred 
_ with phenBihiaines. 
X... For full prescribing information, consuit package inserts. 
. HOW SUPPLIED: Tablets —1 mg in bottles of 50 and 500: 2.5 mg and 5 mg in bottles of 50 and 

500 and in Urimatic® single-dose cartons of 100; 10 mg in bottles of 50 and 500. Elixir —n bottles 

of 473 mi (1 pint) and in 60 mi dropper-assembly bottles with dropper calibrated at 0.5 mi (0.25 

mg), 1 mi (0.5 mg). 1.5 ml (0.75 mg), and 2 mi (1 mg). injection-—in multiple-dose vials of 10 ml. 
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“patients who have a blood dyscrasia or liver damage, or who are receiving large doses of . 


PROLIXIN DECANOATE* — æ 


Fluphenazine Decanoate Injection 
Pralixin Decanocate (Fluphenazine Decanofte injection) provides 25 mg fluphenazine decanoate 


per mi. in a sesame oil vehicle with 1.2% (wy) benzyl alcohol as a preservative. 
: CONTRAINDICATIONS: in presence of suspected'or established subcortical brain damage. in 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of 


hypnotics, or who are comatose or severely depressed. in patients who håve shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

` Not intended for use in children under 12. 

WARNINGS: Mental. and physical abilities required tor driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Physicians should be alert to the possibility that 
severe adverse reactions may occur which require immediate medical attention. Potentiation of 
effects of alcohol may occur: Safety and efficacy in children have not been established because 

of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established, weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused cholest= 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergo 
Surgery, hypotensive phenomena should be watched for. less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects. tupnenazine 
May potentiate the effects of atropine. 

Use fluphenazine decanoate Cautiously in patients exposed to extreme heat or phosphorus 
insecticides; in oatients with a history of convulsive disorders since grand mal convulsions have 
occurred, and in patients with special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticular afd cornea! deposits. 
and development of irreversibie dyskinesia. 

Fiuphenazine decanoate should be administered under the direction of a physician experi- 
enced in the clinical use of psychotropic drugs. Periodic checking of hepatic and renal functions 
and blood picture should be done. Renal function of patients on long-term therapy should be 
monitored. if BUN becomes abnormal. treatment should be discontinued. "Silent pneumonias” 
are possible, 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 

chole drugs wh ch increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under tne appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present, no adequate 
epidemiological studies, the relevance to human mammary cancer risk from prolonged exposure 
to fiuphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System. Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactions 
with. fluphenazine decanoate than with less potent piperazine derivatives or Straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may be alarming, the 
patent should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate and by subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia’ As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially ternales, on 
high dosages. Tae syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e g.. protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known etfective therapy for tardive dyskinesia: usually the symptoms are not alleviated by 
antiparkmsonism agents. if the symptoms appear, discontinuation of all antipsychotic egents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a diflerent antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early sign of the syndrome which may not develop if medication is stopped at that time. 

Phenoihiazine cerivatives have been known to Cause restlessness, excitement, or bizarre 
dreams, reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or iethargy occur. the dosage may need to be reduced Dosages. far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System-—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur, Levartereno! Bitartrate In jection is the most suitable drug: epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its action, 
Nausea, loss of appetite. salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur Reducing or temporarily discontinuing the dosage will usually control these 
effects. Biurred v.sion, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, tachycardia, 
or nasa! congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine — Weight change. peripheral edema. abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men and 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactons-—Itching, erythema, urticaria, seborrhea, photosensitivity eczema and 
extohative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematolagic--- Biood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura, eosinophilia. and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, qums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur. treatment should be discontinued. A cephalin flocculation in- 
crease, sometimes accompanied by alterations in other liver function tests, has been reported in 
patients whc have had no clinical evidence of liver damage. 

Others —Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Aithough not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates. 
anaigesics, antihistamines, barbiturates, and alcoho! May occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal * e 
Cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins. cerebral edema, asthma, laryngeal edema. and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have occurred 
with phenothiazines. Local tissue reactions occur only rarely with injections of fluphenazine 
decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: ! m! Unimatic* singie-dose preassembied syringes and cartridge-needie 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW. your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
|]. © volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
. against soiling, tearing, wear or misplacement of copies. 
* These durable files will support 150 Ibs. Looks and feels 
"Hike leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 


Reasonably priced, too. Only $4.25. 3 for $12.00. 6 for 
2200 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 
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Department JP9—Philadeiphia 41, Pa. 19141 


The Brown Schools: 
Specialists in 
Residential Treatment 


* ~ Residential treatment has be- 
^* | | come highly specialized in the 
d. o field of mental health. It is a 
= specific treatment modality for 
those who need a totally planned 
and structured environment. 
~~ . The Brown Schools has de- 
| veloped a wide range of profes- 
4d. sional services that can be 
<- utilized to implement an indi- 
-= vidually planned residential 
treatment program. The degree 
of structure and protection, the 
snsity of therapy, the methods 
education and training are 
ey controlled and modified “with the 
< resident's changing needs. 
- . Professionals in the areas of 
| sychiatry, psychology, nursing, 
social work, education, pre- _ 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
- cific area of residential treat- 
mert. Each service area is de- 
signed as a component of an 
‘integrated therapeutic milieu. 
: The three residential treatment 
- "Centers of The Brown Schools 
.. provide complete programming 





































for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 73765. 

Toll Call: (512) 478-6662 
Qut of State Free: (800) 531-53 
From Texas Free: (800) 252-54 


| BROWN. 


SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 


| Montefiore Hospital w Medical Center 
Albert Einstein College of Medicine . 


Announces a review of 


For Psy hiatrists 
. Under the direction of 
David M. Kaufman, M.D. 


A course designed for psychiatrists preparing for 
Part Il of the American Board of Psychiatry and 
Neurology will consist of lectures, with 
videotaped examples, and practice 
audiovisual examination. 


Twenty (20) hours of Category ! 
Credit will be awarded 


Saturday and Sunday: October 6 and 7, 1979 
8:30 A.M. — 5:00 P.M. 
The New York Academy of Medicine 
Two East 103 Street, New York, N.Y. 


FOR FURTHER INFORMATION CONTACT 


Office of Continuing Medical Education 
Albert Einstein College of Medicine 
1300 Morris Park Avenue, Bronx, New York 10461 
(212) 430-2822 
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Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions. and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor. allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until optimum response is 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention. or with angle-closure glaucoma or increased intraocular pres- 
Sure; in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor vehicle. In patients 
whp use alcohol excessively, potentiation may increase the danger inherent in any Sui- 
cidé attémpt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms: 
mamic depressive patients may experience a shift to the manic phase. In these circum- 
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stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently 

When givea with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use Cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. The possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. , 
When possible, discontinue the drug several days before elective surgery. Both elevation, 
and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired liver function 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tricyclic 
antidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CVS and Neuromuscular: Contu- 
sional states; disturbed concentration; disorientation: delusions: hallucinations: excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingting, and pafesthie- 
sias of the extremities; peripheral neuropathy; incoordination: ataxia: tremors; seizures; 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus: syndrome of inappro- 









priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
sensitization, edema of face and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, leukopenia eosinophilia, purpura, thrombocytopenia. Gastro- 
intestinal: Nausea. epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
arrhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
enlargement and galactorrhea in the female, increased or decreased libido, elevation and 
lowering of blood sugar levels. Other: Dizziness weakness, fatigue, headache, weight 
gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 

e may produce nausea, headache, and malaise: these are not indicative of addiction. 

e Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 

. tricyclic antideoressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine 
How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 1C0 and pottles of 100. 1000, and 5000; tablets containing 50 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles 
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of 30 and 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preserva- 


tives, and water for injection q.s. 1 ml. 
For more detailed information, consult your MSD representative or see full prescribing 


information. Merck Sharp & Dohme, Division of Merck & Co., INc. M S D 


West Point, Pa. 19486 J9EL29(116) 
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TABLETS: 10 mg. 25 mg, 50 mg, 75 mg. 100 mg, and 150 mg 
INJECTION: 10 mg per ml 
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Help for 
the apathetic/ 
withdrawn 
geriatric’ 


For the aged person suffering 


from withdrawn or apathetic senile 


behavior, Ritalin can often help 
relieve bothersome symptoms. In 
one double-blind study! of with- 


drawn, apathetic geriatric patients, 


Ritalin elicited notable improve- 

ment in competence, interest and 
retardation. While no side effects 
were reported in this study, blood 


pressure and pulse variations were 


noted in both groups but were not 


considered of exceptional magnitude. 
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for narcoleptic 
patients 


The narcoleptic patient can 
fall asleep anytime...anyplace... 
and the consequences càn be 
grave, or at the least, embarrass- 
ing. Although there is no 
known cure for narcolepsy, 
Ritalin acts promptly to coun- 
teract sleepiness and is the 
medication most frequently used 
by cited investigators.» Occa- 
sional problems of tolerance ma 
be managed by complete with- 
drawal o Ritalin during vacation 
or holidays, then reinstating the 
drug at lower dosage.? 


*Ritalin has been evaluated as possibly effec- 
tive in these indications. 







Help for, 
patients with 
depression 


As Ritalin acts promptly to 
relieve symptoms of mild de- 
pression, mood and outlook dem 
usually improve, and the patient E 
can cope again. Generally, one Is 

rescription is sufficient. Ritalin E 
is contraindicated in severe de- 
pression. 
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Help for the 
MBD child 


For the child with Minimal Brain 
Dysfunction (MBD), adjunctive 
Ritalin is often highly effective when 
medication is needed to help reduce 
symptoms such as distractibility, * dis- 
organized behavior,* and hyperactivity. * 
MBD children responding to Ritalin 
usually exhibit better classroom perfor- 
mance and improved interpersonal 
relationships. Moreover, as MBD 
sym toms are curbed, the affected 
child often responds more positively 
to nonpharmacologic modalities.? 
Ritalin should be periodically discon- 
tinued to assess the child's condition. 
Improvement may be sustained when 
the drug is temporarily or permanently 
discontinued. 
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Ritalin? hydrochloride C 
(methylphenidate hydrochloride USP) 


TABLETS 









INDICATIONS 
Based on a review cf this drug by the National 
Academy of Sciences-National Research 
Council and/or other information, FDA has 
classified the indications as follows: 

Effective: Minimal Brain Dysfunction in 
Children—as adjunctive therapy to other re- 
medial measures (psychological, educational, 
social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single 
diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psy- 
chological, educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, distract- 
ibility, emotional lability, impulsivity, and mod- 
erate to severe hyperactivity; minor neurologi- 
cal signs and abnormal EEG. Learning may or 
may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these char- 
acteristics. 

Drug treatment is nct indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary 
to environmental factors and/or primary psy- 
chiatric disorders, including psychosis. 
Appropriate educational placement is essen- 
tial and psychosocial intervention is generally 
necessary. When remedial measures alone are 
insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's 
assessment of the cnronicity and severity of 
the child's symptoms. 

Effective: Narcolepsy 

"Possibly" effective: Mild ression; 
Apathetic or Withdrawn Senile Behavior 
Final classification of the less-than-effective 
indications requires further investigation 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation are contrain- 
dications to Ritalin, since the drug may aggravate 
these symptoms. Ritalin is contraindicated also in 
patients known to be hypersensitive to the drug and 
in patients with glaucoma. 
"WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
havé not been established. 

Sufficient data on safety and efficacy of long-term 
use of Ritalinein children with minimal brain dysfunc- 
tion are not yet available. Although a causal relation- 
ship has not been established, suppression of 
growth (ie, weight gain, and/or height) has been re- 
ported with the long-term use of stimulants in chil- 
dren* Therefore, patients requiring long-term therapy 
should be carefully monitored. 

Ritalin should not be used for severe depression of 
either exogenous or endogenous origin. 

Ritalin should not be used for the prevention or 
treatment of normal fatigue states. 
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There is some clinical evidence that Ritalin may 
lower the convulsive threshold in patients with prior 
history of seizures, with prior EEG abnormalities in 
absence of seizures, and, very rarely, in absence of 
history of seizures and no prior EEG evidence of 
seizures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. In the pres- 
ence of seizures, the drug should be discontinued. 
Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been 
encountered in rare cases. Difficulties with accom- 
modation and blurring of vision have been reported. 
Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. 

Human pharmacologic studies have shown that 
Ritalin may inhibit the metabolism of coumarin anti- 
coagulants, anticonvulsants (phenobarbital, 
diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desip- 
ramine). Downward dosage adjustments of these 
drugs may be required when given concomitantly 
with Ritalin 

Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of 
the physician, the potential benefits outweigh the 
possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotion- 
ally unstable patients, such as those with a 
history of drug dependence or alcoholism, be- 
Cause such patients may increase dosage on 
their own initiative. 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with vary- 
ing degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially with 
parenteral abuse. Careful supervision is re- 
quired during drug withdrawal, since severe 
depression as well as the effects of chronic 
overactivity Can be unmasked. Long-term 
follow-up may be required because of the 
patient's basic personality disturbances 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include hypersen- 
Sitivity (including skin rash, urticaria, fever, arthral- 
gia, exfoliative dermatitis, erythema multiforme with 
histopathological findings of necrotizing vasculitis, 
and thrombocytopenic purpura); anorexia; nausea: 
dizziness; palpitations; headache; dyskinesia: 
drowsiness; blood pressure and pulse changes, 
both up and down; tachycardia; angina; cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 








O MANY PATIENTS 


longed therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not been 
established, the following have been reported in pa 
tients taking this drug: leukopenia and/or anemia; a 
few instances of scalp hair loss. 

In children, loss of appetite, abdominal pain, weight 
loss during prolonged therapy, insomnia, and 
tachycardia may occur more frequently; however, 
any of the other adverse reactions listed above may 
also occur. 

DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times daily, 
preferably 30 to 45 minutes before meals. Dosage 
will depend upon indication and individual re- 
sponse. 

Average dosage is 20 to 30 mg daily. Some patients 
may require 40 to 60 mg daily. In others, 10 to 15 mg 
daily will be adequate. Patients who are unable to 
sleep if medication is taken late in the day should 
take the last dose before 6 p.m. 

Children with Minimal Brain Dysfunction 

(6 years and over) 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after 
appropriate dosage adjustment over a one-month 
period, the drug should be discontinued. 

If paradoxical aggravation of symptoms or other ad- 


. verse effects occur, reduce dosage. or, if necessary, 


discontinue the drug 

Ritalin should be periodically discontinued to assess 
the child's condition. Improvement may be sus- 
tained when the drug is either temporarily or perma- 
nently discontinued. 

Drug treatment should not and need not be indefinite 
and usually may be discontinued after puberty. 
HOW SUPPLIED 

a 20 mg (peach, scored); bottles of 100 and 
Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak* blister units of 100. 

o 5 mg (pale yellow); bottles of 100, 500 and 
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depressive patients witira history of mania. — — Tye m 
Warnings: Lithium should generally not be given to patients with significant renal or. -- 


cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to`- a 


patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic =~ 


changes in the kidneys. ig | 
Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 


ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 


and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (€.9.. operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases : f 
when manic symptoms subside. . 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate — 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating Of diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of. sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. GS 


Adverse Reactions: Mild to moderate toxic reactions may occur at Serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2010 
25 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy. 

and persist. Transient and mild nausea and general discomfort also appear during 


initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. x 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be — x 


early signs of toxicity and may occur at levels below 20 mEq/L. At higher levels, 


ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be Hs 


seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium 1evels, including levels 


within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- n 


lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- = 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, -= 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine: or 
feces, somnolence, psychomotor retardation, restlessness, contusion, stupor, coma; - 
Cardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 


Gastrointestinal anorexia, nausea, vomiting, diarrea; Genitcurinary —albuminuria, — 
oliguria, polyuria, glycosuria; Dermatologie — drying and thinning of hair, alopecia, .— 
anesthesia of skin. chronic folliculitis, exacerbation of psoriasis, xerosis Cutis; .— . 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ts and Ta. 13! uptake may be elevated; 


EEG Changes — diffuse slowing, widening of the frequency specum, potentiation and 

disorganization of background rhythm; EKG Changes —reversibie flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy. transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 


headache. diffuse nontoxic goiter with or without hypothyroidism, transient hyper- - ui 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, = 


worsening of organic brain syndromes, excessive weight gain. edematous swelling - 


of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and a 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. . 
Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. 10800 mg «^ 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. oo 
Serum levels should be determined twice per week until serum level and clifical 


condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually — | 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514” ined, oc 
are supplied in bottles of 100 and 1000. . 8 
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patients 
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Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.í.d. dosage. 


IE May, 1979 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 
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Contraindications: Severe central nervous system depression, ^ 


2 : j comatose states from any cause, hypertensive or hypotensive heart - 
: e ICaCy ad one disease of extreme degree. e , 
er Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) . 
to phenothiazines. Phenothiazines are capable of potentiating central 


E B 
r nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) : 
[ as well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy, admin- 


[4 x ister only when the potential benefits exceed the possible riske to 
mother and fetus. M 

Precautions: There have been infrequent reports of leukopenia and/ 

, or agranulocytosis and convulsive seizures. In epileptic patients, anti- 

bad convulsant medication should also be maintained. Pigmentary. 

retinopathy, observed primarily in patients receiving larger than rec- 

sue ommended doses, is characterized by diminution of visual acuity, 

brownish coloring of vision, and impairment of night vision; the 


possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 





The rapidly rising readmission rate among discharged pating in activities requiring amplae men tal dA ie re GE 
. . . " * . a | r ; . 
psychotic patients is mainly due to noncompliance with mon in females than in males. Do not use epinephrine in treating 
antipsychotic drug therapy. And this, in turn, may be drug ion hypotension; since Dhenothtazinas ; may induce 3 
. . . . . reversed epinephrine effect on occasion. Ually in ex 
largely attributed to disabling extrapyramidal side effects, 300 mg should be used only in severe neuropsychiatric conditions. 
notably akathisia Adverse Reactions: Central Nervous System —Drowsiness, especially 
with a yya early in Araman pirea y, Ais postin” 
i icti T ism and other extrapyramidal symptoms; rarely, nocturnal con usion, 
Although extrapyramidal effects are characteristic of anti hyperactivity, lethargy, psychotic reactions, restlessness, and 
psychotic agents in general, with Mellaril (thioridazine) headache. Autonomic Nervous System— Dryness of mouth, blurred vi 
i i i i i sion, constipation, nausea, vomiting, diarrhea, nasal stu iness, an 
such effects arg infrequen t. Adding an antiparkinsonian pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- . .* 
agent—which can cause its own side effects —can usually rhea, inhibition of ejaculation and peripheral edema, Skin— Bern, | 
s : NV rli : matitis and skin eruptions of the urticarial type, pho osensitivity: .¢* 
be avoided. Mellaril (thioridazine) IS contraindicated in Ca livewulerSystem--ECG changes (see Cardiovascular Effects 
patients with severe hypotensive or hypertensive below). Other—Rare cases described as parotid swelling. 
heart disease It should be noted that efficacy, indications and untoward effects 


have varied with the different phenothiazines. It has been reported 

that old age lowers the tolerance for phenothiazines, the most com- 

mon neurologic side effects are parkinsonism and akathisia, and the 

risk of agranulocytosis and leukopenia increases. The following reac- 

tions have occurred with phenothiazines and should be considered 

whenever one of these drugs is used. Autonomic Reactions—Miosis, 
Extrapyramidal Effects of Selected obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythem 

Antipsychotic Agents*2 exfoliative dermatitis, contact dermatitis. Blood Dyscrasi 

Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 

aplastic anemia, pancytopenia. A//ergic Heactions— Fever, laryngeal 

edema, angioneurotic edema, asthma. Hepatotaxicity— Jaundice, bili- 

References > ary stasis. Cardiovascular Effects—Changes in terminal portion of 

ee sv T: Ther ising  electrocardiogram, including prolongation of Q-T interval, lowering 

rehospitalization rate o and inversion of T-wave, and appearance of a wave tentatively iden- 


Ee PL. Amd tified as a bifid T or a U wave have been observed with phenothia- 
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chlorprothixene moderate ican Psychiatric Associa- zines, including Mellaril (thioridazine); these appear to be reversible 
fluphenazine high tion, 130th Annual and due to altered repolarization, not myocardial damage. While there 
^ | Meeting, Toronto, Canada, ^ is no evidence of a causal relationshi between these changes and 
haloperidol high May 2-6, 1977. significant disturbance of cardiac rhythm, several sudden and unex- 
perphenazine high 2. Byck R: Drugs and the pected deaths apparently due to cardiac arrest have occurred in 
treatment of psychiatric patients showing characteristic electrocardiographic changes while 

prochlorperazine high opi hr ag wi o> taking the drug. While poson, periodic lero are not 
TASA . | A ; regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
thioridazine (MELLARID)| low hs ea page ge Extrapyramidal Symptoms—Akathisia, agitation, motor restlessness, 
thiothixene moderate York. Macmillan Publish- dystonic reactions, hara Moe ous bg 
ing Co, Inc, 1975, crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
ee operezine pign DP OI. Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
*Based on antipsychotic dosage ranges characterized by rhythmical involuntary movements of the tongue, 


face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 


E ® therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 

reinstituted, dosage is increased, or antipsychotic agent is switched. 

Fine vermicular movements of tongue may be an early sign, and syn- 

drome may not develop if medication is stopped at that time. En- 

docrine Disturbances— Menstrual irregularities, altered libido, 

gynecomastia, lactation, weight gain, edema, false positive pregnancy 

tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 


pyrexia; behavioral effects suggestive of a paradoxical reaction, in- , 


$ Dc ia E 

Ee cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 


EA. . conjunctiva and/or accompanied by discoloration of exposed 
TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP scleraand cornea; stellate or irre ilar opacities of anterior lens 
MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml: thioridazine and cornea; systemic lupus erythematosus-like syndrome. * $5 
base equivalent to 100 mg thioridazine HCl, USP SANDOZ PHARMACEUTICALS, EAST HANOVER, NEWJERSEY 07936 soz 9-319 
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a consideration beyond 
efficacy alone for the 


discharged patient who needs 
an antipsychotic agent 


Mellaril thioridazine 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5ml: 
thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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Time, Age, and the Life Cycle 


BY BERNICE L. NEUGARTEN, PH.D. 


Psychologists are increasingly interested in the 

life cycle as the unit for study and in such questions as 
whether adult development, like child development, is 
to be perceived as a succession of stages. A stage 
theory cf adult life seems oversimplified for several 
reasons. First, the timing of life events is becoming 
less regular, age is losing its customary social 
meanings, and the trends are toward the fluid life cycle 
ana an age-irrelevant society. Second, the 
psychological themes and preoccupations reported by 
young, middle-aged, and older persons are recurrent 
ones that appear and reappear in new forms and do 
not follow in a single fixea order. Third, intrapsychic 
changes occur slowly with age and not in stepwise 
fashion. These factors may have implications for the 
psychiatrist who, in helping the patient make a 
meaningful life story from a life history, deals always 
with issues of time, timing, and aging. 


IN CONSIDERING the relationships between time, age, 
and the life cycle, it is timely to focus on adulthood 
and, more particularly, on the second half of life, for 
our society is now an aging society with increasing 
proporzions of persons over age 50. As the current 
larze numbers of young people, the fruits of the baby 
boom, move into middle age our society will become, 
for the first time in history, not a youthful but a mature 
society. 

In the 1940s and 1950s when social and behavioral 
scientists first turned their attention to the growing 
numbers of older people, they .defined the aged as a 
problem group, and professionals such as social work- 
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ers and physicians became preoccupied with the un- 
met needs of this group. Stereotypes of the aged were 
based on images of the need) aged, that minority of 
poor, sick, isolated, or desolate persons who require a 
wide array of supportive services. However, as re- 
search findings began to multiply and as more repre- 
sentative samples of older people were studied, both 
social scientists and professionals began to take a 
broader view, to acknowledge the enormous diversity 
of lifestyles among the middle aged and the old, and to 
see the diversity of patterns of successful aging. They 
came to recognize that the characteristics of people 
who will become old in future decades are very dif- 
ferent from those of people who are currently old. The 
stereotypes have therefore crumbled, and we have be- 
fore us now a more realistic picture of old age. 

About 20 years ago gerontologists began to ask 
about the antecedents of different patterns of old age, 
to focus on the processes of aging rather than on the 
aged, and to extend their studies downward in the life 
cycle. At about the same time child psychologists who 
had been conducting longitudinal studies of infants and 
children found themselves following their study popu- 
lations upward into adulthood. Both groups of investi- 
gators joined up in the middle, and there is now a 
growing interest in the whole life cycle as the unit for 
study. 

One of the consequences has been that the views of 
developmental psychologists are changing. As Clarke 
and Clarke (1), among many others, have made it 
clear, it is no longer sufficient to say that the child is 
father of the man, momentous as that discovery has 
been. We say, instead, that psychological change is 
continuous throughout the life cycle and, further, that 
the psychological realities of adulthood and aging are 
not to be understood merely by projecting forward the 
issues that are salient in childhood (2). 

Illustrative of the growing interest in adult develop- 
ment are three new scholarly books that have ap- 
peared in the last two years. The Seasons of a Man's 
Life, by Levinson and his associates at Yale (3), ad- 
vances a descriptive framewerk in which men progress 
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term ‘‘middlescence.’’ 
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through a Series of invariant life eras or stages as they 
move from early adulthood into middle and late adult- 
hood, with each stage markéd off by specific chrono- 
Levinson's group drew ón Erikson's 
stages of ego development, but rather than focusing on 


the changes that occur within the person, they focused 
on the concept of life structure and the boundary be- 


tween self and the interpersonal world. 

The second book is Adaptation to Life, by Vaillant 
(4). who studied the longitudinal data accumulated on 
men followed from the time they were freshmen at 
Harvard through their mid 40s. This book also fits 
Erikson's general framework, but it focuses directly 


on processes of adaptation. Its central thesis is that. 


adaptive styles mature over time, that this maturation 
is more dependent on development from within than 
on changes in the interpersonal environment, and that 
change is continuous rather than stepwise. While not 
all men show the same rate of development, the 
change is always unidirectional, with movement for- 
ward but not backward. 

The third book, edited by Erikson and called Adult- 

ood (5), asks whether the earlier historical obsession 
with childhood and adolescence may now be giving 
way to ''the century of the adult.” The book contains 
a number of papers by authors from different dis- 
ciplines who approach the topic in very different ways, 
but most of them ask how various civilizations and re- 
ligions have defined maturity. 

The mass media, having earlier discovered old age, 
have now also discovered adulthood. Thus Passages 
(6) has just been followed by Transformations (7), and 
other books with similar titles are on the way. Dis- 
torting the situation somewhat as perhaps they must 
do within the constraints of their occupation, journal- 
ists have given adulthood the treatment of high drama. 
They are making news by promoting the midlife crisis 
or the midlife transition as if it were life's greatest 
trauma, and there has now appeared the misbegotten 
Such exaggeration and dis- 
tortion notwithstanding, there is a growing public 
awareness that adulthood is as complex, as dynamic, 
and, at least in some important ways, as amenable to 
change as is childhood or youth.. 

It should be noted that the empirical studies now 
available are few in number and based on small sam- 
ples, usually of middle-class men. Levinson's study, 
important as it is, is based on only 40 men; Vaillant's, 
on only 95; and we have no comparable study of wom- 
en. The public should not be too quick to presume that 
the regularities or, for that matter, the dramatic transi- 
tions define what is normal and that the person who 
has not experienced them is somehow off the track. 
Many psychologists feel that the mass media's cov- 
erage of this subject has come too soon, is based on 


too few data, and, as will be elaborated below, that we - 


should be wary of the too-quick generalizations re- 
garding the: midlife crisis or concepts of adult stages. 
Furthermore, we are not likely soon to have a Dr. 
Spock of adulthood, for the course of adult change is 
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too complex and the individual differences are too . 
great for any how-to-do-it book. : 


TIME AND TIMING 


As people think about the life cycle, they use com- 
mon markers and refer to a succession of life periods 
In all societies the differences between children, 
adults, and the aged have been recognized and ratio- 
nalized; and unique characteristics and behaviors have 
been ascribed to each age group. In our own society, 
life periods have become increasingly differentiated. 
Historians have pointed out that childhood tid not be- 
come a discernible period of life until the 17th and 18th 
centuries (8); adolescence was a social invention of the 
late 19th century; and only within the last few decades, 
as the transition from childhood to adulthood has be- 
come even more prolonged, a new period of ‘‘youth’’ 
has emerged (9). Middle age has recently become dis- 
tinguished from young adulthood, and now the young- 
old are being distinguished from the old-old. The 
young-old are a rapidly growing group of retirees and 
their spouses who are physically and mentally vigor- 
ous and whose major characteristic is new leisure 
time. They are relatively healthy people, relatively 
comfortable financially, increasingly well-educated, 
politically active, and they are important consumers of 
goods and services. This is a new age-group in history, 
with a sizable proportion who are becoming the first 
real leisure class of America. They are people who 
seek interesting ways to use their time, both for self- 
fulfillment and for contributing to their communities, 
and they currently represent an underused resource in 
our society (10). 

Whether the life cycle is perceived as consisting of 
3, 6, or 10 periods, individuals develop a concept of 
the ‘‘normal, expectable life cycle,” a set of anticipa- 


. tions that certain life events will occur at certain times, 


and a mental clock telling them where they are and 
whether they are on time or off time. People talk easily 
about these clocks. They readily tell an interviewer 
what they regard as the best age to marry, to have a 
child, to become a grandmother, when a man should 
be settled in his career, when he should have reached 
the top, when he should retire, and even what person- 
ality characteristics ought to be salient in successive 
age periods (for instance, it is appropriate to be impul- 
sive in adolescence, but not in middle age). People will 
also readily report whether they themselves are on 
time, and if not, why not. 

Being on time or off time is a compelling basis for 
self-assessment. Men and women. compare themselves 
with their friends, siblings, work colleagues, or par- 
ents in deciding whether they have made good, but it is 
always with a time line in mind. It is not the fact that 
one reaches 40, 50, or 60 which is itself important, but ` 
rather, ‘How am I doing for my age?" 

From this perspective it can be argued that the nor- 


mal and expectable life events are not themselves life 
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crises. Leaving the parents’ home, marriage, parent- 
hood, occupational achievement, one’s own children 
leaving home, the climacteric, grandparenthood, re- 
tirement—these are the normal turning points, the 
punctuation marks along the life line. They call forth 
changes in self-concept and identity, but whether or 
not they produce crises depends on their timing. For 
'eetance, for the majority of middle-aged women the 
departure of children is not a crisis. It is, instead, when 
children do not leave home on time that a crisis is 
created for both parent and child. For an increasingly 
large proportion of men retirement is a normal, ex- 
pectable event. Even death is a normal and expectable 
event for the old. Death is tragic only when it occurs at 
too young an age. Even the death of one’s spouse, if it 
occurs on time, does not create a psychiatric crisis for 
most men or women. 

This observation is not to deny that the expectable 
life event precipitates crisis reactions in some persons; 
neither is it meant to deny that some— but by no means 
all—of the major life events.that occur in middle or old 
age are losses to the individual and that grief is their 
accompaniment. Yet most such events, when they oc- 
cur on time, have been anticipated and rehearsed, the 
grief work completed, and the reconciliation accom- 
plished without shattering the sense of continuity of 
the life cycle or the individual's coping strategies. 

Age norms and age expectations are reflections of 
socially defined time and timing, and social timihg is 
important in understanding adaptational patterns. In 
times of rapid social change, age norms also change, 
and the rhythm of the life cycle is altered. In modern 
America biological timing has been changing: for ex- 
ample, puberty comes earlier than before for both 
sexes, and although the data are less clear-cut, the cli- 
macteric comes later for women; the most dra- 
matic biological change. of all is that most people now 
live into old age. (Because highly educated people live 


longer than the average, those readers of this paper - 


wko have reached 65, especially the women, can look 
forward to reaching 80 or 85. Younger readers can ex- 
pect to live even longer.) ` 

it is not only biological timing that has become dif- 
ferent; social timing 1s also changing. Entry into the 
labor market comes later for men as education length- 
ens; but exit from the labor market comes earlier as 
the age of retirement drops (and is expected to contin- 
ue to drop for at least the next few decades). The age 
of marriage has been earlier (until the last 2 or 3 years 
when it has taken a slight upturn); and while an in- 
creasing number of young women, especially the high- 
ly educated, are postponing marriage and parenthood, 
the large majority marry earlier than -their grand- 
mothers, have a first child earlier, and have fewer chil- 
dren spaced closer together. In turn, grandparenthood 
has been coming earlier. But widowhood has been 
coming later, and there is now a period of nearly 15 
years after children leave home when husband and 
wife are alone in the household, a period we awkward- 
ly refer to as the empty nest. This is a new phenome- 
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non historically —as is true of the increasingly frequent 
appearance of great-grandparenthood. 
There are also changes fh the rhythm of the life cycle 


for the increasing numberof men and women who are ,' 
marrying, divorcing, and then remarrying, and, most . 


striking in young women, for the number who are rear; 


ing children first in two-parent, then one-parent, and: 


then in two-parent households. There are increasing 
numbers of women and men who enter and reenter the 


labor force, change jobs, undertake new careers, or 


return to school. 

All of this adds up to what Hirschhorn (11) has 
called the ''fluid'' life cycle, one marked by an increas- 
ing number of role transitions and by the dis- 
appearance of traditional timetables, or what may also 
be described as the proliferation of timetables and the 
lack of synchrony among age-related roles. Some ob- 
servers are impressed with other idiosyncrasies in tim- 
ing: with the “‘renewal’’ activities represented, for ex- 
ample, by the middle-aged or old person who becomes 
a college freshman or the persons who enter May-De- 
cember marriages and begin new families, with the oc- 


Ita 


casional result that a man may become a father again 7 


at the same time he becomes a grandfather. 

While there are few studies in which this social 
change has actually been measured, our society is be- 
coming accustomed to the 28-year-old mayor, the 30- 
year-old college president, the 35-year-old. grand- 
mother, the 50-year-old retiree, the 65-year-old father 
of a preschooler, and the 70-year-old student, and 
even the 85-year-old mother caring for a 65-year-old 
son. 

To what extent this new age-irrelevant society is ac- 
tually affecting the mental health of adults is debat- 
able. Nevertheless, because questions of timing are 
central to the individual's self-concept, especially to 
the middle-aged as they take stock o2 their lives, 
changing age-norms and changing timetables are sig- 
nificant for the psychiatrist who sees the patient strug- 
gling to decide what is age-appropriat2 or what it 
means to act one's age. - 

Whatever the effects on mental health, if the inter- 
pretation is accurate that lives are becoming more var- 
ied and more fluid, that major life everts and major 
role transitions are becoming more irregular, that age 
is becoming less relevant and age norms less limiting, 
then it is of doubtful value to describe adulthood as an 
invariant sequence of stages, each occurring at a given 
chronological age. 


PSYCHOLOGICAL PREOCCUPA TIONS IN 
ADULTHOOD 


Turning to a different level of observation, whatever 
the changes in timing of discrete life events, is there an 
imperative of psychological change in tke life cycle, a 
predictable sequence of developmental tasks and pre- 
occupations that become salient as people grow up, 
grow old, and die? 
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TIME, AGE, AND ‘THE LIFE CYCLE 
Young Adulthood ° 


We are accustomed to thinking that in adolescence 
the major psychological task is identity formation, and 


|». that in youth it is to make a domfortable fit between the 
, Self and society and to prepare a script for one’s life. 


ə In young adulthood the emergent issues are usually 


‘described as those related to intimacy, parenthood, 


and to meeting the expectations of the world of work. 
The major tasks are to achieve a balance between set- 
tling down and moving forward; growing new roots 
while striving for achievement; meeting new obliga- 
tions, especially toward spouse and children; and in- 
vesting oneself in the lives of a few significant others to 
whom one will be bound for years to come, while at the 
same time achieving individuation, competency, and 
job mastery. 

The transitions into major family and work roles are 
coming closer together in time and creating problems 
for both sexes. The women's movement has brought 
new role conflicts for women who simultaneously pur- 
sue work careers and mothering careers and for men 
who seek new liberations and new combinations of 


_ "7 'i0les as workers, fathers, and homemakers. It is often 


To 


"said that the task for the young adult is to undertake 


one s anticipated life script while accepting the reality 
that the script will be continually altered in ways that 
can not be predicted and that can only partially be con- 
trolled. 


Middle Age 


In middle age the psychological issues are described 
in different terms (12). Some relate to new family 
roles: the reworking of relationships between hus- 
bands and wives, with new expectations of what it 
means to be male or female; the changing sense of self 
as children grow up and as one's victories and defeats 
are reckoned by how well the child is turning out; the 
need to quickly establish an intimate relationship with 
a stranger when a son-in-law or daughter-in-law ap- 
pears; for increasing numbers of middle-aged people, 
the need to adjust quickly to a child's divorce; the 
appearance of a grandchild, who brings a new aware- 
ness of aging but also a new source of gratification; 
and the awareness of the self as the bridge between 
the generations. 

There are also the responsibilities and concerns over 
the welfare of the aging parent, which can be called 
"parent-caring.'' One recent study (13) has indicated 
that it is not marriage, parenthood, grandparenthood, 
the climacteric, or the empty nest, but parent-caring 
that is becoming the major problem in the area of fam- 
ily life and a major source of life stress. 

Some of the issues of middle age relate not to the 
creation of biological heirs but to the creation of social 
heirs. These include the need to nurture and to act as 
model, guide, or mentor to the young; the care not to 
overstép the delicate boundaries of authority; and the 
uncertainties over the use of one's power—in short, 
the awareness of being the socializer rather than the 
secialized. 
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Other themes relate to occupational life and the con- | 


cerns over moving up, moving down, reaching a 
plateau, or hanging on. For women there is the often- 
described sense of new freedom, increased time and | 
energy available when children leave home, freedom ' 
trom fear of unwanted pregnancy, and, for many, the 
new pleasure in sexual relations that accompanies the 
menopause. At the same time, for many of their hys- 
bands there is concern over increased job pressure or, 
equally troublesome, job boredom and the feeling of 
being stuck in a rut that is to be found among the suc- 
cessful as well as the unsuccessful. 

Other issues of middle age relate to the increased 
stocktaking, the heightened introspection*and reflec- 
tion that become characteristic of the mental life; the 
sense of being in the prime of life in terms of one's 
experience and good judgment, and on the other hand, 
the sense of being newly vulnerable. The personal- 
ization of death brings with it, for women, the rehears- 
al for widowhood, and for men, the rehearsal of the 
heart attack. For both sexes there is the realization 
that the body is less predictable than before, and there 
is new attention to body-monitoring. 

Middle age is said to bring with it a changing time 
perspective. Time becomes restructured in terms of 
time left to live instead of time since birth. It is not that 
50 or 60 years have passed, but the question, how 
many years lie ahead? What is yet to be accomplished, 
and what might best be abandoned? 

The changing time perspective is not necessarily 
depressing. One person put it well: Time is now a 
two-edged sword. To some of my friends, it acts as a 
brake; to others, as a prod. It adds a certain anxiety, 
but I must also say it adds a certain zest in seeing how 
much pleasure can still be obtained, how many good 
years one can still plan for, how many new activities 
can be undertaken. 


Old Age 


In old age some old and some new issues arise. 
Some are related to renunciation: adapting to losses of 
work, friends, and spouse; the yielding of a position of 
authority and the questioning of one’s former compe- 
tences; the reconciliations with significant others and 
with one's achievements and failures; the resolution of 
grief over the death of others and of the approaching 
death of self; the maintenance of a sense of integrity in 
terms of what one has been, rather than what one is: 
and the concern over legacy and how to leave traces of 
oneself. 

In old age there are also the triumphs of survivor- 
ship; the recognition that one has savored a wide range 
of experiences and therefore "knows about life” in 
Ways no younger person can know; the knowledge that 
in having lived through physical and psychological 
pain, one recovers and can deal also with the contin- 


gencies that lie ahead; and a sense that one is now the ' 


possessor and conservator of the eternal truths. 
The preoccupation with time and the time left to live 
loses some of its poignancy. Dependency and deterio- 
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ration, not death itself, is the specter of old age. In the 
innermost'parts of the mind the acceptance of one's 
own death may be, as Freud said, impossible to con- 
template (14), yet the old person seems relatively free 
to talk bout death and to express concern not over the 
fact that death will come, but about the manner in 
which it will come. And there is, for many if not most, 
‘sense of peace as much as protest, for despite Dylan 
Thomas’ urging, only a few *'go raging into that good 
night...” (15, p. 128). 


Discussion 


These are only some of the themes that enliven the 
years of Adulthood and that call forth a continually 
changing sense of self and a changing set of adapta- 
tions. With the passage of time, life becomes more, not 
less, complex; it becomes enriched, not impoverished. 

The psychological issues mentioned here are the 
things people talk about to their friends and their 
spouses, to a sympathetic interviewer, and especially 
to the psychiatrist. They are the threads that individ- 
uals work and rework into the pattern of their lives, 
like threads of a tapestry. Present in awareness, they 
are the stuff of which memories are made, the past ts 
reinver.ted, and the future is planned. 

At the same time that the themes of adulthood are 
usually described in sequential order, as in the preced- 
ing paragraphs, they do not in truth emerge at only 
given moments in life, each to be resolved and then put 
behind as if they were beads on a chain. Identity is 
made and remade; issues of intimacy and freedom and 
commitment to significant others, the pressures of 
time, the reformulation of life goals, stocktaking and 
reconciliation and acceptance of one's successes and 
failures—all of these preoccupy the young as well as 
the old. It is a truism, even though it sometimes goes 
unmentioned, that the psychological preoccupations 
of adults are recurrent. They appear and reappear in 
new forms over long periods of time. This being so, it 
is something of a distortion to describe adulthood as a 
series of discrete and neatly bounded stages, as if adult 
life were a staircase. 


Comment 


For many years, as my students and I have tried to 
learn about the life cycle, ] have asked them to locate a 
three- or four-generation family and to obtain a brief 
life history of each of its members, then to ask them- 
selves how the trajectory of change in one member of 
the family has affected the lives of the others. Almost 
always the student returns after a few weeks with a 
sense of revelation and with the comment that it is the 
older persons in the family who have been the most 
fascinating and from whom the student has learned the 
most about the subject matter of human development. 
It is as if the student had never before considered the 
fact that the longer a life, the more twists and turns it 
has had and the more challenging a puzzle it is to un- 
ravel. 

Perhaps the same kind ot field experience would be 
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valuable in the training of psychiatrists who might oth- 
erwise see only the sick rather than the well and, in 
particular, only the sick 'older person rataer than the 
well older person. J 

What are some of the things that we students of 
adult development have learned? 

1. It does not do justice to middle age or ad. age; 
any more than to adolescence or youth, t5 describe it 
primarily in terms of its problems and losses rather 
than its freedoms and gains. 

2. As lives grow longer, as the successive choices 
and commitments accumulate, lives grow more dif- 
ferent from each other. Final biological decrements 
may sometimes reduce the diversities among individ- 
uals, but for most persons, their lives end without a 
final deterioration that erases individuality. Just as no 
one becomes a child again before death, so most 
people do not become vegetables. 

3. Most persons who have reached age 40, 50, or 60 
do not wish to be young again, even though they may 
wish to feel young. They want instead to grow old with 


equanimity and with the assurance that they will have. => 
had a full measure of life's experience. 

. apud, poat 
DEVELOPMENTAL ISSUES 


A third order of observation also warrants attention. 
In addition to regularity and irregularity in the se- 
quencing of [ife events and the recurrent rature of psy- 
chological issues as they appear in awa-eness, there 
are changes in the inner life that do not a ways appear 
in awareness or lend themselves to direc: expression. 
It is in this area, in which psychologists and psychia- 
trists focus on more covert expressions and in which 
fantasies, dreams, projective techniques, and the clini- 
cal interview are the tools of observation, that there 
are also discernible changes in adulthooc. Some of us 
regard this area as one in which true developmental or 
age-related changes are to be sought. 

A respectable literature is now accumulating on this 
subject. There is the early but still timely work of Jung 
(16), who, in describing developmental change in 
adulthood, commented in particular on the increase in 
introversion in middle and later life and on the reor- 
ganization of value systems. There is the work of Buh- 
ler (17, 18), who, in discussing typical shifts in motiva- 
tions, gave a central place to concepts of ntentionality 
in behavior, to goal seeking and goal restructuring. 
There is the work of Erikson (19), whose descriptions 
of eight stages of the life cycle and eight major choice 
points for the expanding ego are well-known to us all. 
There is also the work of Lowenthal and her col- - 
leagues (20), who are studying adaptatioral patterns at 
successive transition points in adulthocd. There are 
others, of course, whose contributions Fave been im- 
portant. 

A small but growing number of psycaologists and 
clinicians have been focusing on developmental 
changes in the second half of life. Our group at the 
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University of Chicago began in the 19505 to describe 
intrapsychic changes in the large samples of middle- 
aged and older men and wonten we were studying—for 


, instance, in the perception gf the self in relation to the 


external environment and in coping with "impulse 


ife." Middle-aged people seem to view the environ- 


ment as one that rewards boldness and risk-taking, 


while older persons view the self as conforming and 
accommodating to the demands of the outside world. 
There seems to be a change from outer-world to inner- 
world orientation that we described as increased ‘‘in- 
teriority'' (21). 

There 1s also the work of Cumming and Henry (22) 
and the theory called disengagement, in which it was 
posited that the individual and the society withdraw 
from each other in a mutual process, that individuals 
alter their psychological as well as their social invest- 
ments, and that this process is inherent and leads to 
good adaptation in the old (a theory that was later 
modified in the light of additional data). 

Studies of reminiscence by Lieberman and Falk 


— (23), Tobin and Etigson (24), and others!, which built 
eo Butler's concepts of the life review (25), have in- 
meme (d 


icated that middle-aged persons draw on their memo- 
ries somewhat differently than do older persons. The 
middle-aged consciously select from past experience 
in the solution of current problems; the old put their 
store of memories in order, as it were, dramatizing 
some and striving for consistency in others, perhaps as 
a way of preparing an ending for the life history. 

There are also the continuing contributions of Gut- 
mann, who has studied aging in different societies and 
who has outlined an intrinsic pattern of change in the 
second half of life that occurs across a range of cul- 
tures. The trajectory of change is one in which men 
move from active to passive mastery modes, but wom- 
en move in the opposite direction, toward increased 
instrumentality and assertiveness. Gutmann (26) pro- 
posed a tentative explanation—that it is the require- 
ments of parenthood that establish sex-role dis- 
tinctions in early adulthood, when women need to sup- 
press their aggressive impulses if they are to succeed 
in caring for children and when men need to suppress 
their affiliative impulses if they are to succeed as eco- 
nomic providers. After children are grown and the de- 
mands of parenthood are over, the earlier suppressed 
elements of personality can be expressed, so that men 
and women move in opposite directions but both move 
toward the "normal unisex of later life” (26). 

To cite another example, there are studies by some 
of my colleagues on survivorship in very aged persons 
and of the ‘‘adaptive paranoia ^ of old age, when com- 
bativeness seems to become a survival asset. Some 


! Falk J: The organization of remembered life experience of older 
people: its relation to anticipated stress. to subsequent adaptation, 
and to age. University of Chicago. 1970 (unpublished doctoral dis- 
sertation) 

Revere VL: The remembered past: its reconstruction at different 
life stages. University of Chicago. 1971 (unpublished doctoral dis- 
sertation) 
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(27) have suggested that the'traditional views of psy- 
chological health do not apply to aged persens and that 
different processes of coping may come to the fore. 
This is reminiscent of work done by Busse (28) and his 
associates who some years ago suggested that the psy- 
chodynamics of depression are probably quite dif 
ferent in the old than in the young and are based on 
loss and mourning rather than on aggression turned ie 
ward. 

There is also the work of the group associated with 
the Institute for Psychoanalysis in Chicago. Kohut (29) 
has been explicating the transformation of narcissism 
in the adult, the capacity for humor, and the achieve- 
ment of the human attitude we call wisdóm. Cohler 
(30) has described the ways in which memory process- 
es affect the reconstructions that go on in the psycho- 
analytic setting. The work of Pollock (31) has focused 
on the mourning process in the older person. 

The last-named group is also building on the studies 
in geriatric psychiatry of Berezin and Cath of the psy- 
choanalytic group in Boston (32) in pursuing the rela- 
tionship between normal and pathological personality 
development in the second half of life. Significant 
questions are being raised about the types of adapta- 
tion that may be regarded as pathological in the young 
but normal in the old. This concern with the relation- 
ship between mental health and mental illness, when 
viewed from the perspective of the life cycle, is the 
important arena in which developmental psychology 
and psychiatry come together and in which the devel- 
opment of theory will be of special importance.* 


DISCUSSION 


Whatever the social and  social-psychological 
changes of adulthood, internal personality changes oc- 
cur slowly. They reflect the accumulations of life 
events and the continuities and discontinuities in con- 
scious preoccupations, and they are influenced by the 
perceptions of change in the significant people with 
whom we interact. 

The internal changes, along with the individual's 
conscious preoccupations, are not necessarily trig- 
gered by one life event or another: nor can internal 
change be paced off by a metric of calendar time, ex- 
cept in the most general sense. The inner life becomes 
altered over the life span, but it is doubtful that people 
change internally at, for example, regular 10-year in- 
tervals. This is because at both the aware and unaware 
levels of the mind, the present has always the elements 
of the past contained within it. One thinks of oneself in 
the present in terms of where one has been and what 
one has become. The adult has a built-in dimension of 
thought that is the present-relative-to-the-past, and it 
is the blending of past and present that constitutes psy- 


*Pollock GH: Aging or aged: development or pathology. Chicago, 
Institute for Psychoanalysis Library, 1978 (unpublished paper) 
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chological reality. Time segments are therefore not 
separable from each other. 
This is true also because memory and remembering 


. occupy central positions in the life of the mind. The 


coexistence of past and present and the dvnamic na- 
ture of reminiscence have been poetically stated in 
Proust s Remembrance of Things Past (33): “For man 
'Isjthat creature without any fixed age, who has the fac- 
ulty of becoming, in a few seconds, many years young- 
er, and who, surrounded by the walls of the time 
thrceugh which he has lived, floats within them but as 
though in a basin, the surface level of which is con- 
stantly changing, so as to bring him into the range now 
of cne epoch, now of another” (p. 272). 

Given the licenses of metaphor, the inner life of the 
mind may also be described as a river or a stream, one 
whose content gradually changes as it accumulates 
materials from the banks it has touched. The processes 
of memory bring to the surface different elements that 
rise anc fall and rise again, and it is because of memory 
tha: a life has a continuity that encompasses its discon- 
tinuities. 

What, then, are the implications for psychiatry? 

The psychiatrist who uses any of the relational ther- 
apies helps the patient to create coherence and to 
make z meaningful life story from a life history. In 
doing so, both pátient and therapist deal always with 
time ard age and timing, whether it is a young patient 
who is relating a short past to a long future or an old 
patient who is relating a long past to a short future. An 
aging person who comes to the psychiatrist in pain 
seeks assistance in reintegrating past, present, and fu- 
ture, in determining how to use the time that is left, 
how to put the mental house in order, and how to find 
appropriate forms of youthfulness. The old patient 
may fear that as youth is dying, only the shell of old 
age wiil survive. 

-n working out a balance between the losses and the 
victories, the mourning and the celebration, the aging 
pazent's grief is real, and periods of depression may 
be the normal, not the pathological, response. To help 
an aging patient carry out the grief work is under- 
stendably difficult —even threatening—to the therapist 
who is facing, or denying, the same developmental 
task. 

But an aging patient brings certain strengths to the 
therapeutic situation: a large repertoire of experience, 
long practice at working out solutions to problems, 
and rich resources for recovery. Introspection and 
stocktaking are well-developed features of the mental 
life. The past lies close at hand, and the reliving and 
reworking of the past may come more readily than to a 
younger person. 

The rewards in treating an older patient may there- 
fore be very great. It may even happen that therapists 


. are helped to deal with their own aging when, in using 


their highly refined empathy, they come in part to 
identiCy with their patients. In assisting older pa- 
tients to come to peace with their lives and to master 
their narcissism, therapists may come to peace with 


5 . . A 
BERNICE L. NEUGARTEN 
. . " d 


their own lives and more quickly master TAS own nar- 
cissism. Perhaps aging patients and therapists can to- 
gether develop a new dfrection for psychiatry as a 
whole, a new understanding of the relationship be- , 
tween illness and health in which lifetime is the pivotal . 
dimension. If so, there will be new strength in the fiel 

of human healing. t 
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Pseudodementia 


BY CHARLES E. WELLS, M.D. 


Pseudodementia is the syndrome in which dementia is 
mimicked or caricatured by functional psychiatric 
disorders. The author describes 10 patients with 
pseudodementia and compares its clinical features 
with those of true dementia. The syndrome occurred in 
patients with various psychiatric diagnoses, but a 
striking feature in most patients was marked 
dependency. The recognition of this clinical syndrome 
should obviate the need for many neurological 
diagnostic studies and lead to earlier and more 
effective psychiatric treatment. 


PSEUDODEMENTIA IS the syndrome in which dementia 
is mimicked or caricatured by functional psychiatric 
illness. Patients with pseudodementia present symp- 
toms and give responses to mental status examination 
questions that are much like those seen in verified cas- 
es of dementia, but their clinical distress is the result of 
functional psychiatric disorders and not primarily of 
underlving organic brain disease. Although the topic 
has been little noted in either the psychiatric or the 
neurological literature, the syndrome is not rare, espe- 
cially to those whose practices include significant 
numbers of elderly patients or of patients with neu- 
ropsychiatric problems. From published reports it can 
be inferred that pseudodementia is usually recognized 
only after the patient has unexpectedly recovered. 
Thus as Kiloh (1) observed, pseudodemented patients 
are in danger both of therapeutic neglect and of diag- 
nostic procedures that are not only superfluous but 
possibly dangerous. 

Growing evidence suggests that the mimicry of de- 
mentia by functional psychiatric disorders occurs with 
some frequency and that, as a result, dementia is over- 
diagnosed. In a study comparing the psychiatric diag- 
noses assigned elderly patients in New York, Toronto, 
and London, Duckworth and Ross (2) found that or- 
ganic brain disorders were diagnosed 50% more fre- 
quently in New York than in either Toronto or Lon- 
don. Although differences in the patient populations 
might account for some discrepancy, it is more likely 
that elderly New York patients with functional dis- 
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orders were incorrectly labeled as demented, whereas 
in Great Britain, where Roth (3) and his group have 
emphasized the importance of functional geriatric dis- 
orders, elderly patients with functional disorders were 
more often recognized as such. 

Other studies have confirmed that the diagnosis of 
dementia is often incorrect. Marsden and Harrison (4) 
studied 106 consecutively admitted patients who were 
hospitalized, after preliminary screening by a consul- 
tant neurologist, psychiatrist, or both, for thorough 
neurological investigation of dementia. The diagnosis 
of dementia could not be substantiated in 19 cases 
(18%), and specific functional disorders were identi- 


35 patients who were diagnosed as having presenile 
dementia after thorough inpatient evaluation on the 
psychiatry ward of a London teaching hospital; in 
only 15 cases (4396) did progressive mental deteriora- 
tion confirm the initial diagnosis. Haward (6) reported 
that of 49 patients with a provisional diagnosis of pre- 
senile dementia who were referred to a county mental 
hospital, ‘‘17 produced a psychometriz picture in- 
commensurate with an organic state and suggestive of 
an endogenous depression, and under appropriate 
treatment showed a reversal of the apparent cognitive 
impairment... ."' 

One must conclude, therefore, that errors in the rec- 
ognition of dementia are not unusual even when pa- 
tients are carefully evaluated by competent neurolo- 
gists and psychiatrists. Much of what at first glance 
appears to be dementia turns out not to be and can best 
be described as pseudodementia. The clinical recogni- 
tion of pseudodementia and its differentiation from 
true dementia are the focus of this paper. 


PREVIOUS STUDIES 


In 1961 Kiloh (1) wrote what is still the most com- 
prehensive paper on pseudodementia. He noted that 
the term pseudodementia *'is purely descriptive and 
carries no diagnostic weight" and went on to distin- 
guish the Ganser syndrome from pseudodementia, 


pointing out that the psychiatrist "seldom has much. 


difficulty in differentiating between the Ganser symp- 
tomatology and true dementia. ... ` Kiloh then de- 
scribed 10 patients with functional disorders who man- 
ifested to varying degrees the classic changes of 
dementia—impairment of orientation, memory, judg- 
ment, and intellectual functions such as compre- 
hension, calculation, and knowledge. Although 'he 
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noted the presence of hysterical features and schizo- 

phrenic elements in some patients, he emphasized de- 

pressive illness in the etioloky of pseudodementia. 
Kiloh made several clinic observations of diagnos- 


.tic relevance. He noted that in pseudodementia the 


dysfunction was often of somewhat abrupt onset and 
‘short duration before medical evaluation. ‘‘Any sug- 
gestion that the illness is of short duration virtually 
eliminates the possibility of dementia; exceptions of 
this rule are rare." Kiloh went on to emphasize the 
dangers of relying on either air encephalograms or psy- 
chological testing to establish the diagnosis of de- 
mentia. The findings from either of these diagnostic 
procedures might be typical of dementia, although the 
dementia be spurious, as proved by its subsequent dis- 
appearance. 

Roth and Myers at Newcastle-upon-Tyne (7, 8) 
have emphasized the frequency with which depres- 
sions, especially in the elderly, present features that 
strongly suggest dementia. In differentiating depres- 
sive pseudodementia from dementia they suggested, in 
addition to the points made by Kiloh, that the de- 
"pressed patient with pseudodementia often communi- 


e 
K e a sense of distress, whereas with dementia the 


emotions are often shallow; does poorly on some tests 
of memory and intelligence but unexpectedly well on 
others; and has a personal or family history of depres- 
sion. Post (9) pointed out that in cases of depressive 
pseudodementia, the patient's history usually in- 
dicates that the symptoms of depression preceded 
those of cognitive loss. In contrast, symptoms of de- 
pression due to dementia usually follow the develop- 
ment of cognitive failure. However, Liston's study of 
the presenile dementias (10) indicated that this course 
of progression does not always occur. Post (9) also ob- 
served that ‘‘near-miss’’ answers to questions testing 
cognitive function suggest organic defects, whereas 
"don't know” answers are typical of pseudodementia. 
Folstein and associates (11) described a group of de- 
pressed patients with significant impairment of cogni- 
tive function (as measured by their Mini-Mental State 
Test) whose cognitive function improved with resolu- 
tion of the depression. They did not state whether 
these patients presented a clinical picture easily con- 
fused with dementia or whether their symptoms led 
easily to the diagnosis of depression. 

Rhoads (12) described a group of patients whose 
psychiatric symptoms were precipitated largely by 
overwork. Some of these patients had a pseudo- 
dementia "severe enough” that ‘“‘organic dementia" 
was initially considered a serious possibility.' 


CLINICAL FEATURES 


None of the above studies focused on the clinical 
features that might be used to differentiate pseudo- 


'RÉoads JM: Personal communication, July 6, 1977. 
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dementia from true deméntia. Rather, in these studies 
the diagnosis of pseudodementia was made because 
the cognitive dysfunction eventually disappeared after 
resolution of the underlying depression or other func- 
tional disorder (with or without treatment). During the 
past tw» years I have seen 10 patients with a fullv de- 


velopec pseudodementia syndrome, in each of whoma 


diagnosis of dementia was seriously considered; in au- 
dition, I have seen many others with functional dis- 
orders in whom the possibility of dementia was at least 
entertained. These patients have been studied for clini- 
cal features that might differentiate them from patients 
with true dementia, i.e., for features that would permit 
recognition of pseudodementia on clinical grounds 
without the necessity of waiting for the diagnosis of 
dementia to be disproved by the passage of time. The 
clinical observations on these 10 patients provide the 
basis for this report. 

The patients’ symptoms had been present from sev- 
eral mor:ths to 2 years before the patients came to psy- 
chiatric attention. Only 1 patient had an abrupt onset 
of symptoms. In the others the onset was insidious, 
and the symptoms progressed slowly. Thus the dura- 
tion and. the course of illness in these patients were 
consistent with those usually seen in dementia and 
were not therefore helpful in the differential diagnosis. 
On the other hand, the single instance of abrupt onset 
suggested pseudodementia. True dementia is usually 
insidious in onset, but this is not always the case. It is 
not unusual in the elderly for dementia to become evi- 
dent abruptly during an episode of pneumonia, con- 
gestive heart failure, or other acute medical illness. 

Eight of these subjects were hospitalized on the in- 
patient psychiatric service and 1 on the neurology 
service at Vanderbilt University Hospital; 1 was seen 
for outpatient neuropsychiatric consultation. Their 
ages ranged from 33 to 69, with 7 in their 50s or 60s. 
Poor memory, along with other symptoms of cognitive 
dysfunction, was a prominent symptom in all of the 
subjects, but in only 1 could it be considered the chief 
complain. Most had many complaints, dysmnesia 
being one among them. However, in each patient diffi- 
culty wita memory was prominent and could be de- 
scribed in considerable detail by the patient. Other 
symptoms of cognitive dysfunction included dis- 
orientation to time and place, confusion about the pur- 
pose of hospitalization, inability to learn the layout of 
the ward and the names of staff and other patients, in- 
ability to perform previously well-learned tasks, dirfi- 
culty und2rstanding questions and instructions, limit- 
ed funds »f information, failure to recall overlearned 
data (such as home telephone numbers and names of 
family members), and poor concentration and easy 
distractibility. Prominent among the patients’ many 
other complaints were depression, anxiety, agitation, 
confusion, paranoid delusions, social withdrawal, in- 
ability to perform usual daily tasks, ruminations of 
guilt, headaches, ‘‘falling out'' spells, anorexia, weight 
loss, insomnia, and episodes of crying. It was doubt- 
less this panoply of symptoms that led to the admis- 
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' sion of most of these persons to the psychiatry service 


rather than the neurology service. 
All of the patients complained of their memory loss 


* with vigor and feelings. Whereas the patient with true 


dementia often appears oblivious to memory defects 
that are quite apparent to the examiner, the opposite Is 
the patient 
cómplains of memory loss that is not at all apparent to 
the examiner. Most of the patients complained of 
memory loss for remote events which was equal to 
that for recent events. Several patients mentioned 
memorv loss for specific periods of time and specific 
events: this is an unusual observation in genuine de- 
mentia. One patient's complaints included an inability 
to recoznize certain persons and to cook certain dish- 
es. Another complained bitterly of her forgetfulness 
but maintained that she always knew when she had 
forgotten something. Thus patients complained of 
memory loss that was both more diffuse and more cir- 
cumscribed than that usually encountered in cases of 
organic disease. l j 

Five of the patients cooperated fully in providing a 
history, and the family members and past medical rec- 
ords oi the other patients provided complete anam- 
neses. Although the patients complained of cognitive 
losses, in response to open-ended questions they gave 
clear, detailed, logical, and temporally coherent ac- 
counts of their present illnesses and past lives. Their 
sustained attentiveness and alertness to detail fre- 
quently belied their conspicuous complaints of poor 
concentration. In striking contrast was their response 
to direct, specific questions. To these, "I don't know" 
and “I can't remember’ responses were the rule, and 
near-miss responses or avoidance of the questions was 
rare. Usually these negative responses emerged read- 
ily, with little indication that the patient had diligently 
sought the correct answer and with no indication that 
he or she had tried to conceal the disability. Indeed, 
these patients often pointed to their "don't know'' an- 
swers as irrefutable evidence of their dysfunction, and 
on the unit they repeatedly called attention to their 
failures, errors, and limitations. 

These patients acknowledged awareness and open 
demonstration of their disabilities stand in striking 
contrast to what is usually seen in cases of organic 
brain disease. Demented patients commonly appear 
unaware of the extent and severity of their cognitive 
dysfunction, and they usually employ a variety of 
stratagems to conceal the dysfunction from others 
(and perhaps from themselves as well) “I don't 
know'' answers are often virtually unobtainable from 
the organically ill patient in response to questions that 
the patient would normally have been able to answer. 
However, organically amnestic patients may give ''I 
don't know" responses to questions that they would 
not normally have been expected to answer (13). 

Loss of social skills was prominent in 8 patients. In 
contrast, the common Alzheimer form of dementia 1s 
often marked by retention of social skills even with 
advanced disease. A depressive affect was pervasive 
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in 7 of the 10 patients; anxiety predominated in 33. 
There were no signs of the lability and especially the 
shallowness of affect so fraraciensti of Jementia. 

Seven of the patients’ were disoriented for place;. 
they all stated that they did not know where they were. 
or why they were there. Ín cases of organic dementia, 
on the other hand, the disoriented patient usually óf* 
fers some answer, even if it is erroneous, to questions 
of orientation, and the organic patient usually mis- 
perceives the unusual for the usual, i.e., the hospital 
for home cr another familiar spot. These pseudo- 
demented patients also failed to experience the noctur- 
nal worsening of cognitive functions so often observed 
in organically ill patients. 

Close attention to the performance of the patients in 
this group always revealed profound inconsistencies. 
For example, in conversation one patient recounted 
recent and remote events in meticulous detail and in 
correct temporal sequence, but when items on a psy- 
chological test questionnaire were read t5 her, she in- 
sisted that she could not '*hold on to the cuestions long 
enough to get answers." Another man in conversation 
provided complex and specific details about his finan: 
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cial problems but failed on inquiry to solve mathemati ^ ' 


cal problems of minimal difficulty. 

In the patients who did not cooperate verbally, in- 
congruency between cognitive dysfunction and behav- 
ior usually became evident by observation of behavior 
alone. For example, one patient insisted that he was 
incapable of performing or learning the simplest of 
tasks, but he repeatedly found his way to the kitchen, 
easily assembled desired snacks, and skillfully found 
hiding places just at the moment he was scheduled to 
perform assigned chores. This lack cf fit between 
symptoms and performance was repeatedly the key to 
the clinical recognition of pseudodementia. 

Table 1, modified from Wells (14), lists the major 
clinical features that have been identified to help dif- 
ferentiate pseudodementia from dementia. The pres- 
ence of one of these differentiating points is not 
diagnostically conclusive; rather, it is the totality of 
the clinical picture that is important. 


ANCILLARY DIAGNOSTIC PROCEDURES 


Psychological testing (including neuropsychological 
evaluation and projective tests) was performed with 9 
patients; in none did the psychologists suggest that the 
clinical picture resulted from diffuse cerebral dysfunc- 
tion such as is characteristic of dementia (15). All of 
these patients performed poorly on one or more of the 


tests usually used to measure organic dysfunction, but: 


it was their inconsistent performance from test to test 
that argued most strongly against attributing their cIin- 
ical dysfunction primarily to organic disease (as it was 
in part their inconsistency in clinical performance that 
led the clinicians to question the diagnosis of de- 
mentia). Two patients had IQs withir. the range | for 
mild mental retardation. The psychological test find- 
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Pseudodementia 


The Major Clinical Features Differentiating Pseudodementia from Dementia 
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Dementia 
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` Clinical course and history 


Family always aware of dysfunction and its severity 
+ 


P? Onset can be dated with some precision 


Symptoms of short duration before medical help is sought 

Rapid progression of svmptoms after onset 

History of previous psvchiatric dysfunction common 
Complaints and clinical behavior 

Patients usually complain much of cognitive ee 

Patients’ complaints of cognitive dysfunction usually detailed 

Patients emphasize disability 

Patients highlight failures 

Patients make little effort to perform even simple tasks 

Patients do not try to keep up 

Patients usually communicate strong sense of distress 

Affective change often pervasive 

Loss of social skills often early and prominent 

Behavior often incongruent with severity of cognitive dysfunction 

Nocturnal accentuation of dysfunction uncommon 


Family often unaware of dysfunction and its severity 

Onset can be dated only within broad limits 

Symptoms usually of long duration before medical help is sought , 
Slow progression of symptoms throughout course 

History of previous psychiatric dysfunction unusual 


Patients usually complain little of cognitive loss 

Patients' complaints of cognitive dysfunction usually vague 
Patients conceal disability 

Patients delight in accomplishments, however trivial , 
Patients struggle to perform tasks 
Patients rely on notes, calendars, etc., 
Patients often appear unconcerned 
Affect labile and shallow 

Social skills often retained 

Behavior usually compatible with severity of cognitive dysfunczion 
Nocturnal accentuation of dysfunction common 


to keep up 


Clinical features related to memory, cognitive, and intellectual dysfunctions 


Attention and concentration often well preserved 
"Don't know" answers typicai 
On tests of orientation, patients often give "don't know^' answers 


E. ` »* Memory loss for recent and remote events usually equally severe 
ont 


Memory gaps for specific periods or events common 
Marked vartability in performance on tasks of similar difficulty 


“Except when due to delirium, trauma, seizures, etc. 


ings for one patient suggested mild diffuse cerebral dis- 
ease; the findings for another patient pointed to some 
degree of left hemisphere dysfunction. However, in 
neither case were the abnormalities adequate to ex- 
plain the clinical dysfunction. The findings from psy- 
chological testing thus agreed in large measure with 
those from clinical evaluation. 

The results of psychological testing in this group 
thus differ from those reported by Kiloh (1) and Post 
(9) although the findings are not necessarily in- 
compatible. My observations suggest that these pa- 
tients differed clinically from patients with true de- 
mentia, and psychological testing (which is, after all, 
standardized testing of behavior) bore out this dif- 
ference. The patients described by Kiloh and Post may 
have resembled more closely those with true de- 
mentia or may have been patients with mild dementia 
greatly accentuated by depression, in which case psy- 
chological testing might understandably have been less 
accurate in picking up the difference. An equally plau- 
sible explanation is that the psychological tests were 
more skillfully interpreted in this group of 9 patients 
because the psychologists were more sensitive to the 
nature of the clinical problem. 

Computerized cranial tomographic (CT) scans were 
carried out in 8 patients and were normal in 7. In one 
patient, whose case has been previously reported (16), 
the CT scan was interpreted as showing mild cortical 
atrophy. This patient, who complained of severe cog- 
nitive impairment, was clearly not demented on clini- 
cal examination or on psychological testing. The key 
to the recognition of this patient's pseudodementia lay 
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Attention and concentration usually faulty 

Near-miss answers frequent 

On tests of orientation, patients often mistake unusual for usual 

Memory loss for recent events usually more severe than for remote 
events 

Memory gaps for specific periods unusual? 

Consistently poor performance on tasks of similar difficulty 


in the lack of fit between his symptoms and his per- 
formance on psychiatric examination and psychologi- 
cal testing. Tomlinson and associates (17) demon- 
strated some years ago that mild cortical atrophy and 
ventricular dilatation could be found in nondemented 
aged subjects. They also showed that visually detect- 
able cerebral atrophic changes could.be minimal in the 
presence of significant dementia (18). Dementia and 
pseudodementia must be recognized, therefore, on 
clinical grounds. Mild widening of the cortical sulci or 
minimal enlargement of the cerebral ventricles is not 
conclusive diagnostic evidence of dementia. 

EEGs were recorded in 7 of the patients in the pres- 
ent study and were normal in all cases. 

One patient was interviewed with the aid of sodium 
amytal. This patient, who was disoriented, withdrawn 
and uncooperative to questioning, showed striking 
temporary clinical improvement under the influence of 
the barbiturate rather than the worsening that might 
have been expected with organic brain disease. Ward 
and associates (19) have recently added to the evi- 
dence that the amytal interview can be useful in the 
differential diagnosis of confusion. It probably should 
be used more often when differentiation between de- 
mentia and pseudodementia is difficult on clinical 
grounds alone. 


PSYCHIATRIC DIAGNOSES 


I was the primary attending physician for only 1 
of these 10 patients and served as neuropsychiatry 
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consultant for the others. Final diagnoses were made 
in all instances after extensive patient evaluation by 
the attending physicians. Ín general, the diagnostic cri- 
teria of DSM-II (20) were used, although as will be 
seen below, most of the patients did not fit neatly into 
the diagnostic categories enumerated there. 

Previous studies (1, 8, 9) have emphasized the fre- 
quency with which depressive disorders present a de- 
mentia-like picture, especially in the elderly. The asso- 
ciation with primary affective illness was not so close 
in this group, although a depressive affect was per- 
vasive in 7 patients. For only 3 of these patients was 
the pseudgdementia part of a typical episode of de- 
pressive illness. One of these patients, a 47-year-old 
man whose symptoms of cognitive dysfunction were 
the most glaring of the lot, had had an almost identical 
episode about 10 years previously (as revealed through 
hospital records). In 3 of the others in whom depres- 
sive affect predominated, the pattern of illness was 
much more typical of long-standing passive-depend- 
ency with depression than of a discrete episode of de- 
pressive illness. 

In two patients the symptoms of cognitive dysfunc- 
tion appeared to be conversion reactions. In one of 
these there was a history of multiple conversion reac- 
tions; in the other the pseudodementia evolved slowly 
as the patient emerged from a dissociative reaction. 

One patient was diagnosed as having a post- 
traumztic neurosis. The last had a very complex psy- 
chotic illness with features of both depression and 
schizophrenia; although no definite psychiatric diagno- 
sis could be established, the pseudodementia dis- 
appeared with improvement in the patient's overall 
psychiatric symptomatology. 

Six of the IO patients had histories of psychiatric 
dysfurction that long antedated the onset of pseudo- 
dementia. 


DYNAMIC AND ETIOLOGICAL FEATURES 


Aside from the pseudodementia, the most striking 
feature common to all of these patients was their 
marked dependency for both physical care and emo- 
tional support. This dependency dated back many 
years in 7 patients; in only 1 was it based on serious 
somatic illness. In these 7 patients the appearance of 
the pseudodementia accentuated their demands on 
others for care. In the other 3 the dependency evolved 
along with the pseudodementia. For patients whose 
dependency needs were marked, it might be speculated 
that the choice, however unconsciously determined, 
of the symptoms of dementia would be especially apt. 
Few patients require such total care as the severely 
demented, and pseudodemented patients were striking 
in the demands they made on the nursing staff for care 
and concern. Pseudodementia might thus be viewed as 
an effective means of communicating a sense of help- 
lessness. However, there is no evidence at present to 
support this speculation, and there is little known 
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about the exact determinants of pseudodementia. 
Another factor that must be considered 1s the pos- 
sible relationship betwefn the clinical syndrome of 


pseudodementia and underlying brain disorders, even- 
if those disorders are not of the sort or severity that are. 


expected to produce dementia. Two of the 10 patients 
had mild mental retardation; another had evidence 
pointing to mild left hemisphere dysfunction; and psy- 
chological test findings from another patient suggested 
mild diffuse cerebral dysfunction. Finally, one patient 
had a history of subarachnoid hemorrhage without re- 
sidual cognitive impairment. In none of :hese 5 were 
the abnormalities uncovered by psychological testing 
sufficient to explain the clinical presentation, but did 
these underlying disorders form the framework upon 
which the spurious symptoms of dementia were elabo- 
rated? This question raises intriguing possibilities 
about relationships between the brain and behavior in 
this condition of which we have little understanding at 
present. 


COURSE 


Nine of the 10 patients have been followed up for 
periods varying from several weeks to many months. 
In 2 (3 with depressive episodes and 1 with hysterical 
neurosis, conversion type), the symptoms and mani- 
festations of pseudodementia disappeared quickly 
wita treatment. These included the 2 patients with 
mild mental retardation, the patient whose psychologi- 
cal testing suggested disease of the lef: hemisphere, 
and the patient with a previous subarachnoid hemor- 
rhage, i.e., 4 of the 5 in whom there was some evi- 
dence of an underlying brain disorder. in 4 other pa- 
tients the symptoms did not disappear completely but 
tended to move from the center of attention into the 
background, to become simply one more feature in the 
pattern of chronicity and dependency. Ir none of these 
4 patients was there evidence from psychological test- 
ing that seriously suggested significant organic dis- 
ease. In the | patient whose pseudodementia did not 
improve, the pseudodementia was believed to be an 
aspect of severe, long-standing passive dependency 
that did not respond to treatment. In differentiating 
this patient's disorder from dementia, it is noteworthy 
thet although she did not improve, neither did she 
worsen during the two years after her initial evalua- 
tion. 


DISCUSSION 


In the past the diagnosis of pseudodementia has 
been made largely after the unanticipated recovery of 
a patient who had previously been diagnosed as de- 
mented. My thesis is that with attention to the features 
listed in table 1, pseudodementia can usually be dif 
ferentiated from dementia on clinical grounds alone. 
Pseudodementia can be described most succinctly as a 
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caricature or burlesque, not an imitation, of dementia. 
The recognition of this caricature permits a prediction 
of improvement or recovéry in pseudodemented 
patients in contrast to the predictably downhill course 
-of most demented patients. 

* The syndrome described here is not so closely re- 
lated to depressive disorders as has been suggested by 
earlier authors (1, 6-9). It did appear as part of a de- 
pressive episode in 3 of the 10 patients, but in the oth- 
ers it was a manifestation of chronic characterological 
disorders, conversion reactions, posttraumatic neuro- 
sis, and a complex undiagnosable psychotic process. I 
have also observed the syndrome in cases of manic 
illness, although such a patient was not included in this 
series. The caricaturing of dementia may thus occur in 
a wide variety of psychiatric disorders and lacks diag- 
nostic specificity. 

I do not believe that pseudodementia is a myth, as 
recently suggested by Shraberg (21). He hypothesized 
that pseudodementia is the process of dementia and 
depression occurring as parallel and interrelated proc- 
esses in the senium,” with the underlying dementia 


situation certainly-occurs. I have observed it, and Dr. 
Shraberg s analysis of his patient's dysfunction ap- 
pears to be accurate. It does, indeed, appear unjusti- 
fied to describe these patients as having pseudo- 
dementia. However, the syndrome of pseudodementia 
as described in this paper differs clinically, occurs in a 
variety of psychiatric disorders other than depression, 
is not confined to the aged, and is not necessarily asso- 
ciated with underlying brain damage. Its recognition 
should result in the use of fewer neurological diagnos- 
tic procedures and in more vigorous and accurate 
treatment of the underlying psychiatric disorders. 
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BY JOSEPH WESTERMEYER, M.D., PH.D., AND RONALD WINTROB, M.D. 





To obtain “folk” explanations of specific cases of 
meatal illness the authors interviewed 35 baa(insane) 
Laotian intlividuals and their relatives and neighbors. 
They obtained 54 explanations; 15 focused on 
supernatural causes, 15 on physical causes, 14 on 
social problems, and 10 on psychological states. 
Although 31 theories (57%) focused on etiologic 
factors familiar to clinical psychiatrists, many self- 
evident factors (such as familial prevalence) were not 
mentioned. Except for 3 cases, responsibility for the 
illness was attributed to factors outside the subject s 
control. This view of mental illness absolves the baa 
person from blame and ensures support from the 
social group. 


* 


“FOLK” EXPLANATIONS of mental illness have been 
studied in cultures throughout the world. These stud- 
ies have demonstrated that various ethnic groups as- 
cribe different causal factors to mental illness. More- 
over, mental patients and nonpatient informants differ 
in their theories about causation (1-4). 

One of the limitations of this research has been that 
most studies focus on abstract notions of mental dis- 
order, that is, explanatory or causal theories general- 
ized from the many cases of mental illness encoun- 
tered in a given culture (1-12). There have been com- 
paratively few reports that focus on folk explanations 
of specific cases of mental illness, i.e., explanations 
offered by people who know a particular mentally ill 
person. 

This study was undertaken to elicit folk theories re- 
garding specific cases of mental illness. It was con- 
ducted in Laos and builds on previous research (West- 
ermeyer, unpublished) on Laotian beliefs about ab- 
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stract theories of mental disorder, in which it was 
found that  magico-religious explanations pre- 
dominated. The present study was undertaken to de- 
termine the concordance between people's general 
theories and the particular explanations they ascribe to 
cases of mental illness familiar to them. 


METHOD 
Twenty-seven villages located within 4 districts of 


Vientiane province were surveyed for individuals la- 
beled socially as baa, or insane. i 


Thirty-five subjects were identified; one other sub- ` 


ject was excluded because of insufficient data. Their 
demographic and clinical characteristics are described 
elsewhere (13). Diagnostic classification was assigned 
by a panel of 4 clinicians; most baa subjects were clas- 
sified as functionally psychotic — predominantly schiz- 
ophrenic. Thirty subjects experienced onset of dis- 
order before age 40; the latest occurred m the individ- 
ual's 60s. Duration of the baa conditions ranged from a 
few weeks to 25 years, with a mean of & years. 

The number of people providing information about 
each baa subject ranged from 2 to 23, with a mean of 
6.9 (SD=4.2). Historical data were co lected in the 
Lao language by one of us (J. W.) and Laotian research 
assistants. Data on each subject were collected in 6-12 
hours according to the method of Beiser and associ- 
ates (14). Pilot surveys in Laos during the course of 
other studies over 1972-1974 supported our belief that 
this method would neither miss many cases nor pro- 
duce many false positive cases. Information was elic- 
ited about each baa person's behavior and the pre- 
sumed cause or causes of the disturbed behavior. Re- 
spondents attributed the baa behavior to several 
different types of influences, as the following sample 
answers illustrate: 

I. When he was a monk he studied and thought 
too hard, and it broke his mind." 

2. “The spirits from her village caused this, the 
spirits at her own parents’ home. They are very dan- 


gerous ones, probably old ancestors, a man and wom- ° 


an spirit-couple who want to take her.” 

3. “Air in his stomach caused it, air going into his 
ears and eyes and making them red, and then going 
into his head." 

4. "Her boyfriend treated her poorly, and then he 
left her." x 

5. “When he was working at the sawmill, a piece 
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flew off the saw, hit him in the face and caused severe 
bleeding. When all that blood came out, it damaged his 
brain." 

6. "She is baa luot (blood-insane) from having too 


. many children." 


e Baa subjects themselves were asked, "Why do you 


Have this condition?" Only 5 subjects gave an opinion. 


In 4 of these 5 cases, the subject and the other infor- 
mants agreed on the explanation(s). The remaining 30 
subjects either denied that they were baa, offered no 
opinion regarding the cause of their current condition, 
or spoke in a way that was not intelligible to the inves- 
tigators or to the subject's family and acquaintances. 


FINDINGS 


No explanation was obtained for 2 subjects who 
were vagrants only recently arrived in the area. In- 
habitants of the region knew nothing about their past 
life and did not venture any theories regarding their 
baa condition. One explanation was given for each of 
14 of the 35 subjects. Two causes were obtained in 17 


* cases. Three causes were reported for 2 subjects. Re- 


spondents generally agreed with one another on the 
purported causes; there was disagreement in only 3 of 
the 19 cases with more than one theory. 

When more than one explanation was given, each 
cause was generally regarded as additive or com- 
plementary, rather than exclusive of the others. For 
example, in one case a man was viewed as becoming 
baa not only because his former girlfriend had married 
someone else, but because his classmates had ‘‘be- 
witched'' him (i.e., made him a victim of sorcery) due 
to his high grades. Multiple explanations were viewed 
as having some sequential relationship in two cases. In 
one of these, spirits were thought to have adversely 
affected the subject’s brain, and the brain dysfunction 
in turn had caused the person to become baa. In the 
other case, a bomb set off in the subject's school had 
caused her ''great fright," which in turn had brought 
about "high fever" (she had encephalitis) and sub- 
sequently caused her to become baa. 


Categories of Folk Explanations 


The 54 folk explanations for baa behavior can be 
categorized into supernatural, physical, psychological, 
and social causes—a classification previously used by 
Gaviria and Wintrob (2). 

Supernatural. According to Lao cosmology, a vast 
number of pii (ghosts or spirits) inhabit the earth and 
can effect either good or evil in the lives of humans 


- (15-17). It is generally believed that some pAii are mis- 


chievous and that others are easily offended or an- 
gered, causing them to become malevolent in their in- 
fluences on people. Even ordinarily benevolent pii 
can become injurious if annoyed by people's behavior 
or ignored by those who should pay them respect and 
devotion. 

Ten supernatural explanations involved pii. Six of 
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these spirits were believed to be those of ancestórs or 
relatives. Of these 6, 2 were persons known to the fam- 
ily while alive, i.e., a mother and an aunt, and 4 were 
unidentified “‘ancestor spirits." 

In rural Laos people also believe that one individual 
may harm another by witchcraft or sorcery. This takes 
place through the medium of phii, or spirits, who can. 
be manipulated by humans. Such manipulation in- 
volves secret information, special rituals, and materi- 
als believed to be endowed with magical properties. 

Witchcraft or sorcery (mon, or '' magic") was given 
as the etiology in the other 5 cases attributed to super- 
natural causes. Of these, only 2 baa individuals were 
meant to be the object of the curse: a student was sup- 
posedly cursed by other students envious of his aca- 
demic achievements, and a woman was believed to 
have been victimized by the wife of her former com- 
mon-law husband. Another 2 people ‘‘accidentally™ 
became the victims of curses intended for others: a 
man was believed to have been mistakenly cursed by a 
monk who thought he had stolen a sacred image of 
Buddha, and a young girl was thought to have fallen 
victim to sorcery intended for her sister, sorcery pre- 
sumably initiated by her sister's exhusband. The fifth 
individual was believed to have become the victim of 
a curse at a religious festival, but the reason for and 
origin of the curse were not known. 

Physical (biohumoral). Fifteen explanations could 
be classified as physical. Of these, 8 involved the 
brain. These brain disorders were often secondarv to 
other problems cited by the informants, such as exces- 
sive bleeding, fever, trauma, angry spirits, "'air in the 
stomach, or ‘‘bad blood." It can be seen from this 
category of explanation that mental iliness is often 
viewed by Laotians as a multifactorial disorder, one in 
which physical and supernatural causes are not sharp- 
ly differentiated. 

Each of the following “‘precipitating factors" was 
given as explanation for 2 cases of baa conditions: ab- 
dominal disorder (‘‘abscess in the stomach” and ‘‘dis- 
eased uterus ), childbirth, and excessive alcohol 
drinking. One case was given a congenital explanation; 
the subject was thought to have become psychotic in 
late childhood because her mother had a dental extrac- 
tion while pregnant with her. 

Social. Of 14 causes that could be assigned to this 
category, 10 were believed to be due to problems in 
interpersonal relationships. Seven of these cases in- 
volved dissension or separation between lovers or 
spouses, and 3 concerned other relationships: mother- 
son, father-son, or friendship. 

Two cases were attributed to family poverty; the fa- 
ther had abandoned his family in both instances and 
the mother had not remarried. Job dismissal and 
"being the youngest son with several older sisters ' ac- 
counted for the other 2 cases. 

Psychological. Ten explanations were assigned to 
this category. Five of these belonged to a traditional 
Lao category called kheet lai ("mental strain"). In 
such cases the baa condition was attributed to their 
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having exhausted their mind from worrying too much 
or studying excessively, so that they were unable to 
relax and enjoy life as the Lao expect people to do. 
Objects of this preoccupation were a girlfriend, aca- 
demic studies, loss of a family inheritance by gam- 
bling, and, in 2 cases, husbands. 

Recent problems or stresses were mentioned in 3 
Cases. These included death of a husband, a refugee 
migration away from war, and panic resulting from a 
bomb olast. 

Mental frailty was reported in 2 cases. One person 
was thought to be a khon saa ("slow person" ^), a folk 
term analogous to "mentally retarded." Another indi- 
vidual was believed to have had samong aun ("soft 
brain") since childhood, a condition manifested by 
low self-confidence, slow learning, the requirement for 
more supervision than other children, and the inability 
to persevere in activities that are undertaken. 


Traditional and Nontraditional Explanations 


Traditional theories. Twenty-three of the 54 folk ex- 
planations (4396) were categorized as traditional in 
terms of a classification derived from earlier field 
work. Most common of these were magico-religious 
explanations (phii, or ''spirits," and mon, or ‘‘mag- 
ic’), accounting for 15 theories. Attribution of respon- 
sibility for these cases was ambiguous: a psychotic 
person could be viewed as both an innocent victim of 
spirit anger or witchcraft and as deserving mental ill- 
ness as punishment for misdeeds on the part of the vic- 
tim, family, or community. 

In the 5 cases of kheet lai (" mental strain") the baa 
people themselves were thought to be responsible for 
exhausting the brain by too much worry, thought, or 
study. 

Lao informants expressed a variety of ideas regard- 
ign baa luot ("blood crazv ): some thought of it as a 
category descriptive of agitation and violent behavior, 
while others believed it originated in some unknown 
manner from the blood. With respect to this specific 
case of baa luot, respondents believed that the sub- 
ject's mental illness had developed as a consequence 
of her having been pregnant several times in close suc- 
cession. 

The two categories khon saa (‘‘slow person") and 
samong aun (''soft brain") were somewhat atypical 
compared to other explanations. Both were folk cate- 
gories for describing unusual behavioral and psycho- 
logical characteristics present from childhood. How- 
ever, although they are traditional folk categories, 
they were not mentioned previously by folk theorists 
as causes for the baa condition. Nonetheless, they 
were mentioned as causes of 2 of the subjects in the 
present study becoming baa. 

Nontraditional theories. Thirty-one explanations 
(57% of the total) had not been encountered during 
previous field research on general folk theories of men- 
tal disorder. These causes included maternal stress, 
head trauma, brain conditions, loss of a close friend or 
family member or of inheritance, interpersonal dis- 
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cord, situational stress, fright, life change, secioeco- 
nomic deprivation, and alcohol abuse—familiar to psy- 
chiatrists as causal factars in mental disorder. 

Even more than with traditional theories, these non- 
traditional theories tended not to hold baa people per- 
sonally accountable for their own condition. In 28 cas- 
es the problem was ascribed to physical conditions, 
other people, war, stress, socioeconomic conditions, 
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and constitutional factors—all beyond the individual's © 


direct control. In only 3 cases (2 of alcohol abuse and 1 
of gambling) was the person's own behavior consid- 
ered to be an etiologic factor. 


Analysis of Folk Explanations 


Each folk explanation was assessed (bv J.W.) by us- 
ing all available clinical data and taking into account 
the subject's psychiatric diagnosis and current psychi- 
atric theory. 

Associated psychopathological symptoms. Eight 
explanations (1596 of 54) involved conditions that oc- 
curred after the person's baa condition was already 
well established. These circumstances ensued from or 


were secondary to the individual's being baa rather .- . 


than being primary or causal facters. They included 
"thinking too much," quitting a Job, being abandoned 
by a wife, "loving husband too much" and having 
paranoid suspicions about him, losing a girlfriend, and 
being assaulted—all in association with gross person- 
ality change and cognitive disorganization. 

"Naming'' explanations. Twenty-four explanations 
(44% of the 54) were assigned to this category. Of the 
24, 9 were physical explanations which did not even 
approximate the actual pathophysiology. For ex- 
ample, one man was believed to be baa because of an 
"abscess or growth in the upper abdomen ; in fact, he 
had sustained a massive cerebrovascular accident pri- 
or to becoming psychotic, in association with organic 
brain syndrome. Another man was said to have ''brain 
injury from excessive bleedings''; he actually had an 
involutional depression following an injury to his face 
from which there was some disfigurement but minimal 
blood loss and no brain injury. A person with recurrent 
affective psychosis was thought to have ''air going to 
the head. 

The remaining 15 cases in this category were the su- 
pernatural explanations. 

Possible contributing factors. Twenty-two theories 
(41%) specified possible etiologic factors. These in- 
cluded loss of spouses or lovers, family problems, in- 
jury or infection of the brain, refugee migration, fright 
from an explosion, excessive drinking, and intra- 
uterine or constitutional factors. Some of these might 


have been associated with the early psychopathology ' 


of the individual, although many such events.occur in 
the lives of most people without precipitating psycho- 
sis. Despite such caveats, these 22 factors could have 
contributed to the onset of the disorder. 

Factors conspicuous by their absence. informants 
ignored many important factors that were chronplogi- 
cally related to the individual's clinical picture. For ex- 
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ample,.in the months before she became baa, one. 50- 
year-old woman had sustained a serious head injury 
that left her with paralysis or one side of her body; this 
.traumatic event immediately preceded her baa condi- 
. tion but was ignored by several informants. A 22-year- 
eld man had been intoxicating himself all day with po- 
tént cannabis every day for four months since he had 
been discharged from the army and had had previously 
been baa following a period of heavy cannabis use, but 
this was ignored as a possible cause of his baa condi- 
tion. A woman was drinking a quart of rice whiskey a 
day for years before the sudden onset of her baa con- 
dition, but her family made sociodynamic inter- 
pretations regarding family relationships and ignored 
the fact of her heavy alcohol intake. Familial pre- 
disposition to psychosis was not mentioned for any of 
these cases, although family histories were quite strik- 
ing in several cases. For example, in one family of 5 
siblings, 4 had received the social label of baa, but this 
fact was not reflected in the explanations for the sub- 
ject's baa disorder. 


” DISCUSSION 


General Theories and Specific Explanations 


General theories regarding mental disorder in Laos 
are largely concerned with behavior viewed as desir- 
able or undesirable in Lao society. It is widely be- 
lieved that pAii (spirits) may render someone baa if the 
environment or ancestors are not respected. One may 
also become baa through sorcery or witchcraft if other 
people are alienated cr antagonized or through exces- 
sive worry and the neglect of regular relaxation or 
play. From a sociocultural perspective the threat of 
mental illness (in addition to the threat of physical ill- 
ness or death) can be seen as reinforcing attitudes and 
behaviors that are highly valued by Lao people. These 
include respect for ancestors and the environment, 
harmonious relations with family and friends, and the 
need for episodic respites from worry and work. Simi- 
lar observations regarding folk theories in a Ladino 
community have been made by Fabrega and Metzger 
(8). 

Such general theories were given as explanations for 
some of these 35 baa cases. By contrast, however, 
case-specific explanations were not only more fre- 
quent but more diverse. They involved physical, psy- 
chological, and social factors as well as supernatural 
factors. These case-specific explanations elicited a 
greater fund of information regarding folk concepts of 
the etiology of mental disorder. They included intra- 
- uterine events, childhood experience, premorbid per- 
sonality, environmental stress, loss of relationships, 
loss of material goods, loss of social prestige, inter- 
personal] conflict, problem-producing behaviors (such 
as drinking excessively, gambling excessively, fight- 
ing), and physical factors (especially brain disease). 

These case-specific explanations demonstrated that 
thé belief that peasants are predominantly or exclu- 
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sively oriented toward preternatural causation of ex- 
traordinary events is a stereotype. They also employ 
natural explanations to understand conditions that al- 
though extremely alarming or disconcerting can still be 
seen as the natural consequence of certain common 
events. 


Both traditional theories and ad hoc explanations 
shared a common feature: in most cases they attrib- 
uted responsibility for the baa condition to factors out- 
side the control of the subject or the subject's family. 
With relatively few exceptions (such as excessive 
thinking, excessive drinking), the subject and the fam- 
tly were absolved of any personal wrongdoing. This in 
turn enabled the subject and members of his or her 
social network to avoid rejection and social extrusion. 
Absolving the baa person from blame for the mental 
illness ensured the continued support of the social 
group. This perspective helped the family and commu- 
nity to cope with and to treat the baa condition with- 
out undermining group solidarity and engendering dis- 
sension, shame, or guilt. 

This externalization phenomenon may help us un- 
derstand why respondents usually ignored factors that 
the interviewer thought were conspicuous by their 
absence. Most of these factors involved the subject's 
behaviors before he or she became baa, such as ex- 
cessive drinking or drug use, fighting, accident prone- 
ness, or impaired social judgment. If these factors had 
high priority in the folk explanations, they might lead 
to assigning blame to the baa individual and/or the 
family for the baa condition, thereby leading to with- 
drawal of social support or to extrusion of the person 
from the social network. In the context presented here 
the absence of these factors from the case-specific ex- 
planations probably served both the baa person as 
well as the social cohesiveness of the community. 

Folk explanations also induced people not to view 
the baa condition as an idiosyncratic, uncaused, or 
coincidental phenomenon. Being at least partially ex- 
plained or understood, the baa condition could be ren- 
dered less frightening for everyone. Such explanations 
might make existence in the universe less a matter of 
chance or of being randomly victimized by unknown 
forces and more a matter of logical cause and effect 
and of people being at least partly in control of their 
destinies. 


Cross-Cultural Comparison of Folk Theories and 
Explanations 


Lao folk explanations described in this paper have 
features similar to those of folk theories of mental ill- 
ness in other parts of the world. Spirit-induced sorcery 
and witchcraft etiologies are widespread (2, 5-10). 
Strain on the mind or brain—the kheet lai category in 
Laos— has been noted as a folk etiology in both East 
and West Africa (5, 18, 19), among the Murut of Sara- 
wak (7), the Zinecantecos of southern Mexico (8), and 
the Malay (9). 
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Physical folk explanations-in this study often did not 
have a direct pathophysiologic relationship to the baa 
condition. Rather, the physical factors tended to be 
seen as having an indirect effect. Anything that might 
affect the body physically — whether injury, micro- 
organisms, spirits, or life experiences— could circulate 
to the brain or have deleterious effects on brain func- 
tion, thus leading to mental disorder. This "humoral 
conception of disorder has many similarities to the su- 
pernatural theories in that the cause is usually ex- 
ternalized and precise mechanisms or reasons are es- 
chewed. Laotian folk views of physical factors are 
similar tog, those among 4 East African tribes (5), mes- 
tizo people in Mexico (8), the Malay (9), Hispanics in 
North America (2), and traditional Chinese concepts 
(20). 

Foster (21) has hypothesized that some societies are 
more apt to explain illness in a naturalistic way (i.e., as 
due to upset in the balance of basic body elements) 
while others are more apt to view it in a personalistic 
way (i.e., individual and group behavior causes ill- 
ness). A comparison of German and American psychi- 
atric patients (4) has demonstrated that German pa- 
tients tend toward more biological (or naturalistic) 
views, whereas American patients lean more toward 
"responsible for self" or personalistic views. The 
cross-cultural literature on the subject (1-12) and the 
data in this report do not allow definitive comparisons 
(due to differences in sampling and method of data col- 
lection), but they do support Foster's notion of cultur- 
al differences in the conception of illness etiology. A 
further subclassification within the personalistic cate- 
gory would be a distinction between self-induced men- 
tal disorder and other- or group-induced mental dis- 
order. 


Comparison of Folk and Psychiatric Concepts of 
Mental Disorder 


The correlation between folk and psychiatric con- 
cepts of physical, psychological, and social causes is 
striking. Have all the relevant etiologies already been 
conceived by folk theorists, only to be validated by 
later scientific investigation? Or could it be that theo- 
ries proposed by psychiatrists have drifted into the 
world's folklore on mental disorder? This question will 
need to await answers from historians rather than con- 
temporary field investigators, but historical reviews 
such as those by Tseng (20) and Kroll (22) suggest that 
the situation has not been either-or but rather a dy- 
namiz, continuing exchange between the folk and sci- 
entific realms of explanation. 

Differences between folk and psychiatric per- 
spectives do not imply an innate conflict between the 
two systems. Rather than being mutually exclusive, 
the -wo systems can provide complementary ex- 
planations of mental and behavioral phenomena that 
can and generally do arouse fear, anxiety, anger, and 
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remorse. Such unusual and unexpected events inevita- 
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bly motivate people to attempt to understand what is , 


occurring. Such explanations are linked to a people's 
cosmology, as well as to available methods for neutral- 
izing or removing the attributed cause, such as spirit 
ceremonies to assauge angered spirits (23) or magical 
charms to counteract sorcery (24). 
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The Crisis Group—An Outcome Study 


t 


BY JAMES M. DONOVAN, PH.D., MICHAEL J. BENNETT, M.D., AND CHRISTINE M. MCELROY 





The authors describe the day-to-day functioning and 
outcome of an 8-session, active, crisis-oriented 
outpatient psychotherapy group. Symptoms of anxiety 
and depression improved significantly in participants 
of the crisis group; these changes were even more 
positive at l-year follow-up. The authors speculate 
that the success of the crisis group can be attributed to 
the felicitous characteristics of the patients and to the 
group structure and function, which provided an 
excellent vehicle for crisis intervention management. 


: THIS PAPER describes the evolution, the day-to-day 


functioning, and the outcome evaluation of a short- 
term, crisis-oriented psychotherapy group begun in 
1971 at the Harvard Community Health Plan (HCHP) 
in Boston. Because we believe this to be a relatively 
new clinical modality, we will analyze and discuss data 
gathered from pre- and posttreatment testing as well as 
from 1-year follow-up testing. 

The HCHP is a complete multispecialty health main- 
tenance organization. Its primary treatment units are 
two ambulatory care centers, one in Boston and one in 
Cambridge, which are affiliated with particular Har- 
vard teaching hospitals. Some 62,000 prepaid patients 
receive all their medical care at the HCHP or its affili- 
ated hospitals. 

The plan, which began in 1969, offers broad mental 
health benefits, and requests for mental health services 
were great by 1971. We observed that often a funda- 
mentally healthy person with a realistic life crisis, such 
as a divorce, was being referred. These individuals 
needed to be treated quickly, but it was usually brief, 
straightforward therapy. We decided to begin a group 
to treat such patients in cooperation with the triage 
nursing staff. Triage is the walk-in, acute care medical 
area from which most of the acute mental health refer- 
rals emanate. Another objective of including triage 
staff was to teach the nurses about the diagnosis and 
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treatment of psychological crisis. In an unpublished 
manuscript, we have described the crisis group as an 
educational instrument. 

According to the format of our crisis group, the pa- 
tient in psychological or medical distress comes first to 
triage or primary care. The crisis group candidate is 
someone who has experienced the acute onset of sig- 
nificant symptoms—i.e., sleeplessness, inability to 
work—in connection with a definable precipitating 
event or stress. This patient is not psychotic, homicid- 
al, or suicidal, and he is willing to attend 8 semiweekly 
sessions over a 4-week period. The group is led jointly 
by a triage nurse and a mental health professional (a 
psychiatrist, psychologist, or psychiatric nurse). In the 
crisis group intake, performed by 1 of the 2 cothera- 
pists, the therapist defines and accounts for the pa- 
tient's crisis and relates the current stressful event to 
relevant psychodynamic data. This evaluation is 
shared with the patient in an attempt to establish a 
working alliance and a common viewpoint. The thera- 
pist describes the group to the patient and together 
they agree upon workable goals. 

The group of 6 to 8 members meets in the health 
center twice weekly for 1!'/hour sessions, usually 
Monday and Friday mornings from 9:00 a.m. to 10:30 
a.m. The patient agrees to a therapeutic contract of 8 
consecutive sessions. Therapists rotate with all the 
adult mental health staff and the 5 to 6 triage staff who 
are involved. Termination of therapists is overlapped 
so that 1 of the 2 therapists terminates each 4 sessions. 
The group focuses on the present, especially the prob- 
lem that provoked the individual's crisis reaction. 
There is only secondary emphasis on the group proc- 
ess. The therapists are active and directive; the over- 
all group tone is warm, supportive, and task-oriented. 
There is little reliance on medication. 


REVIEW OF THE LITERATURE 


The sparse literature on short-term group psycho- 
therapy reveals few attempts to measure outcome. An 
exception is the work of Allgeyer and coworkers (1-3) 
in Los Angeles mental health clinics where they have 
been using nearly the same clinical model as our own 
since 1967. The 1967 article (1) states that 25 of 30 pa- 
tients were rated as “improved” and a majority of 
those were rated as ‘‘maximally improved'' after the 
group psychotherapy. There was no follow-up, how- 
ever, to ascertain if these effects lasted. The Allgever 
groups consisted of 5 to 6 members who met for six 2- 
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hour sessions. The therapy.was focused, directive, 
and supportive on the part of both the leader and the 
patients. The group was continuous but each person 
participated for only 6 sessions, so there was a con- 
stant turnover from experienced patients to novices. 
In all these respects, the Allgeyer model is very similar 


. to our own; she too reporis a highly positive outcome. 


' Trakos and Lloyd (4) described a crisis group at the 
Illinois State Psychiatric Institute, which seemed to be 
designed to treat those who could not wait for or toler- 
ate other forms of therapy. Therapist activity, the 
early formation of goals, and rapid admission to the 
group Were all significant aspects of the treatment. Un- 
like our group, involvement with family and outside 
agencies was stressed, and medication was used fre- 
quently. Outcome evaluation was attempted. Of those 
who attended 2 or more crisis group sessions, 83% re- 
ported symptom improvement that was at least as 
great as that of the controls. There was apparently no 
follow-up of these patients. 

Sadock and associates (5) used a crisis group similar 
to ours but with socially deprived patients. The group 
served as an intake procedure as well as a treatment 
mode; there appeared to be little previous screening of 
the patients. The group was apparently primarily used 
to deal with unreliable, possibly frightened, or poorly 
motivated patients. No specific clinical population was 
defined. There was no outcome evaluation or follow- 
up. 


METHOD 


In our outcome study we included patients who had 
participated in the group at some time from November 
1972 to January 1975. During this time, 141 patients 
had been in the group, but 40 were withdrawn from the 
study because they had attended fewer than 4 times 
and 15 were excluded because they had failed to ade- 
quately complete our initial evaluation forms. Thus, 
we sent out 86 1-year follow-up forms and received 43 
back. 

Each subject contributed the following data: a pre- 
treatment questionnaire asking for a description of his 
or her difficulties and expectations of the treatment, a 
posttreatment questionnaire asking through a variety 
of direct questions how successful the group had been, 
and a 1-year follow-up questionnaire assessing, again 
through direct questions, how many of the treatment 
effects seemed to have persisted. To avoid simple yes 
or no answers, the patients were asked to rate their 
responses on a 7-point scale, ranging from "The group 
definitely did help with my difficulties" ' to ‘‘It definite- 
ly did not." We then computed the percentage of 
people who responded toward the positive and toward 
the negative ends of the continuum. 

The patients also completed the Zuckerman and Lu- 
bin Multiple Affect Adjective Checklist (6) and the 
Barron ego strength scale (7) before beginning the 
group, just after the group, and again at 1-year follow- 
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up. The Zuckerman test measures a person's sub- 


e 


jective feeling of anxiety, depression, and hostility at . 


the time the test is taken, It has been validated with a 
variety of groups of people, both in normal state and 
under hypnotic suggestion. The Barron test purports- 
to measure ego strength. Ego strength is defined by 
Barron as the ability to gain from psychotherapy, to be 
spontaneous, to have vitality of feeling. It is negatively 


corrolated with defensiveness, rigidity, and hypochon- : 


driasis. The Barron test, derived from the MMPI, is 
composed of 68 true or false questions that have been 
empirically related to ego strength by Barron and his 
colleagues. We analyzed the score changes on the 
Zuckerman scales (anxiety, depression, and hostility) 
and on the Barron scale, using one-way analysis of 
variance. Our hypothesis was that the Zuckerman 
scores would decrease, that the Barron ego strength 
score would increase from pregroup to postgroup, and 
that this change would be maintained for a year if the 
crisis group were clinically effective. 

Finally the therapists were asked to complete pre- 
and posttreatment questionnaires on each patient. In 


the first, they assessed the individual's initial problem - - 


and the underlying dynamic issues,-and in the second, 
the patient's clinical status on leaving the group. 


RESULTS 


The sample of 43 patients was representative of the 
HCHP population. It was predominantly young, 
white, middle class, and highly educated. Seventy- 
four percent were between 18 and 35 years old, and 
42% were between 27 and 35: 53% had received a B.A. 
or further education, 89% had graduated from high 
school, and 79% were women. The sample was ap- 
proximately evenly distributed among married, single, 
or divorced/separated status. The people came for 
help in a focal, acute, interpersonal crisis. A total of 
73% entered the group because of a troubled relation- 
ship, usually a marital problem or a broken romance; 
4396 were diagnosed as having a reactive depression, 
and the remaining people were distributed among oth- 
er neurotic or situational diagnoses. (A psychotic or 
borderline diagnosis was never made, since our staff 
tends to avoid these labels for a variety of reasons; this 
does not mean that such conditions did not exist 
among the group members but only thai they were in- 
frequent.) Although 4 completed sessions were suf- 
ficient for inclusion in the study, 91% of the sample 
completed 6 or more of the 8 sessions. 


From both the patients’ and the therapists’ din d 
ide 


point on direct and indirect measures, we cons 

treatment an outstanding success. At the close of the 
group, 91% or all but 2 of the patients (2 others did not 
answer the question) felt that the group was "helpful" 
and 95% ''liked'' the group. The therapists rated 26% 
of the patients ‘‘maximally improved" and another 
49% ''improved." Although the treatment was brief, 
the subjective effects seemed stable over time. At 1- 
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TABLE 1° . 
Changes in Affective Dimension and'Ego Strength Scores for 43 Crisis Group Participants 
: Scores "ONE 
- Instrument Pregroup Postgroup Follow-Up Grand Mean — df F p 
Zückerman? 
Depression 21.833 18.667 13.708 18.069 2, 46 9.002 <.001 
Anxiety 12.750 10.417 6.917 10.028 2, 46 13.129 <.001 
Barron” 
Ego strength scale 36.333 39.462 41.744 39.179 2, 76 17.457 <.00] 


* The potential range for anxiety scores is 0-21 and for depression scores 0-40. In the closest comparison groups to our sample, 100 female job applicants, 
average age of 28 vears, had a mean anxiety score of 6.7 and a mean depression score of 11.1, and 100 male job applicants, average age of 30 years, had a mean 


anxiety score of 5.8 and a mean depression score of 10.0. 


* No norms have been published, but the potential range for ego strength scores would be 0-68. Studies that have used the scale indicate a score in the mid 30s 
or below shows considerable defensiveness and lack of vitality. in the low 40s greater spontaneity and productive contact with feelings, and inthe high 40s or 


low 50s a highly developed, insightful person. Few scores fall above mid 50s. 


year follow-up, when the patients were asked a num- 
ber of direct questions about the group and the re- 
sponses were rated on a 7-point scale, the results in- 


. dicated positive outcome (1, 2, 3=positive; 1=highly 


positive). The patients felt that the group helped them 


'; with their original difficulty (78% positive, including 


38% highly positive) and with additional difficulties 
(5895 positive, including 35% highly positive). They 
felt *''different as people’’ after the group (59% posi- 
tive, including 10% highly positive), and they felt that 
the changes made in the group had been maintained 
over the year since the group ended (82% positive, in- 
cluding 46% highly positive). The year had not been 
trouble-free; 24 subjects stated that they had had diffi- 
culties during the follow-up year similar to those which 
originally brought them to the group. Two of us tried 
to intuitively rate the patients’ descriptions of their 
new crises as follows: 11 of the 24 seemed to react in 
an "active and problem-solving’ fashion, 5 were more 
"passive and defensive," and 8 could not be rated. 
These are not "hard" data, but they do capture the 
predominant tone of responses. The patients were also 
asked whether they would seek short-term group treat- 
ment for future similar problems; again, the responses 
were affirmative—75% positive, 55% highly positive. 
The changes in the three affective dimension scores 
on the Zuckerman test were submitted to one-way 
analysis of variance. Both the anxiety and depression 
scores shifted downward from before the group until 
just after it; this change was maintained and aug- 
mented through the follow-up period. These dif- 
ferences were significant (p«.001) (see table 1). Fur- 
ther analysis showed that tested individually, the dif- 
ferences between pre- and postgroup and postgroup 
follow-up score for both anxiety and depression 
were also significant (p<.05, t test) with the exception 
of the pre- to postgroup depression score change, 
which barely missed significance (p<.07). Hostility 
scores decreased only slightly from pre- to postgroup 
and from postgroup to follow-up. These changes were 
not statistically significant and have not been included 
in the table. 
The Barron ego strength scale had a similar pattern 
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(table 1).! One-way analysis of variance showed an in- 
crease of ego strength through the three data collection 
points (p«.001). Again, t test analysis indicated that 
both the change from pregroup to postgroup and from 
postgroup to follow-up were significant (p<.05). 

Finally, the patients gave reasons why the crisis 
group had been helpful on postgroup evaluation and on 
follow-up. (The patients' statements were grouped in a 
priori categories by the researchers. One individual 
could give any number of answers so the percentages 
can sum to greater than 100.) The answers pointed to 
the importance of group support and cohesion. In the 
postgroup evaluation, 47% felt that the group support 
was helpful; 44% mentioned that it was helpful to 
know that others had the same problems; 42% felt that 
the chance to ventilate feelings was productive. Only 
19% felt that new insight was helpful, and only 7% 
mentioned that the therapist was helpful. At 1-year fol- 
low-up 42% felt that the group members and not the 
therapist had been helpful, and 2896 responded that 
both had been of aid. Only 5% stated that the therapist 
alone was a major contributor to change. 

Participation in the crisis group may be a prelude to 
further psychotherapy. In the year following the 
group, 44% of the sample received further psychiatric 
treatment. This was distributed evenly among individ- 
ual and group psychotherapy and did not seem to re- 
late to positive or negative outcome measured at 1- 
year follow-up. (Only 1. of the patients was hospital- 
ized in that year.) 

We attempted to contact by phone those who did 
not return the follow-up questionnaire and reached 9 
of the 43. Most of the rest had moved and we could not 
locate them. Those we spoke to had highly positive 
views of the group, much like the original research 
sample. They also felt that the support of others in the 
same position was the most positive feature of the ex- 
perience. They reported successful living since the 


'Unfortunately, there are mistakes in item content in some of the 
published forms of the Barron Scale. These had to be corrected 
after the data were gathered and may have led to small inaccuracies 
in the individual scores. It is unlikely that these inaccuracies affect 
the significant levels reported here. i 
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group, often stating that what they had learned in 
treatment had helped them in tangible ways. ‘‘I talk 
more about my feelings." “I do handle things better." 
"My relationships in my job have improved. ' 


DISCUSSION 


Clearly the patients studied here benefitted signifi- 
cantly in terms of symptom change, i.e., feeling that 
the group had helped, feeling less anxious or de- 
pressed,? and possibly experiencing more fundamental 
personalijy changes as indicated by a generally smooth 
postgroup adjustment and by a decrease in defen- 
siveness as measured by the ego strength scale. These 
changes appeared to last and to be augmented over 
time. Moreover the benefit to the patients seemed to 
come from the group culture and not specifically from 
the therapist. 

One criticism of the study might be directed at the 
large number of those who participated in 4 or more 
group sessions but who did not return the question- 
naires or complete the tests (N=43). However, we 
contacted as many of these patients as possible and 
they did not seem to differ appreciably from the re- 
search group. 

One could also propose that these patients are so 
advartaged educationally, economically, and psycho- 
icgically that almost any kind of therapy or no therapy 
"would work for them. It is important to note that most 
patients were symptomatically impaired enough to 
seek referral to the group. Their symptoms usually im- 
proved rapidly at the time of the treatment, and this 
trend continued through the following year. It was our 
impression that this change was caused by the treat- 
ment experience and would not have occurred as read- 
ily without it. 

These conclusions about the efficacy of treatment 
might be studied further, possibly by in-depth inter- 
views of the patients and by the use of a matched, un- 
created control group. This was impossible in our 
setting because of both financial and ethical rea- 
sons. 

The crisis group appears surprisingly effective de- 
spite its brevity: What are its specific (intended and 
unintended) curative factors? The cohesiveness of the 
group culture and the knowledge that others are in 
similar difficulties and want to help seem the key to the 
treatment. It 1s important here to recall how in- 
significant the patients felt the therapists to be as 
change agents in comparison to fellow patients. Inter- 
ested and involved group members seem to replace the 
lost or disappointing person who often has abandoned 
the patient and precipitated the crisis. The presence of 
people who are terminating therapy, having solved 
many of their problems, and who can realistically ad- 


?-lostility scores did not change. Hostility may be a feeling that ts 
not related directly to psychiatric status. People most often seek 
treatment because of anxiety and depression rather than anger. 
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vise and encourage newer patients is no jolt impor- 
tant. They socialize new patients into the group cul- . 
ture. The timeliness and intensity of the intervention, 


which comes at the height of the crisis when the feel- fa 


ings are strongest and which occurs twice weekly fof 
]!/ hours per session, probably are also impor- 
tant. 

However timely the group is, the patient knows it 
will also be brief. Most new members feel vulnerable - 
and are open to seeking care from others, realizing 
they will have to receive it quickly if at all. The feel- 
ings communicated in the group tend to be very posi- 
tive (although much anger may be vented on outside 
people in absentia). Perhaps there is a sense that there 
is no time tọ work through negative fee_ings. The pa- 
tient feels he has found a haven where others have the 
same problems as he but are accepting and highly sup- 
portive. 

The therapists capitalize on the positive atmosphere 
of the group. Regression is discouraged. Transference 
tends not to build because of the rotating therapists . 


and the small number of sessions, and its use in the ` 


treatment is minimal. Negative transference regres-: ° 


sions are particularly discouraged.” Insight by patients 
and therapists is used much less to eludicate under- 
lying conflicts than to historically define the situation 
that is overwhelming the patient and to encourage him 
toward a resolution. You chose a man who would 
ignore you the way your father did and now you can't 
stand it, but you won't leave, either." When the pa- 
tient can add to such formulations himself and when 
the insight and support of the group begin to diminish 
his feelings of worthlessness and pain, he gains a sense 
of greater mastery and well-being. He zan then often 
help someone else in a similar fashion. When termi- 
nation comes, the patient leaves with praise for getting 
better and warm encouragement for the future. He 
feels he has graduated. The separation becomes for 
many a corrective emotional experience and a first test 
of newiy gained competence. The crisis group is not a 
supportive or insight-oriented group in the usual sense 
but 1s aimed at problem solving and a return to inde- 
pendent living. The group culture, abetted by the ther- 
apist, contains expectations that the patient will pre- 
sent his or her problem, gain support, advice, and in- 
sight, confront the problem, take steps to resolve it, 
improve symptomatically, and leave. 

With this pressure, it is easy to see why the patient 
gets better within the group, but why does this im- 
provement remain or even increase throughout the 
year after? The reason is not that 44% received more 
treatment in the following year. Those who did tenid, 
to be slightly more symptomatic on I-year follow-up 
testing. Perhaps the crisis was a psychiatric low point 
in the person's life history. With the he:p of the group, 
he simply returned to his normal level over*a year's 
time. À second possibility is that the positive experi- 
ence in the group helped to resolve some facets of a 
neurosis and increase optimism for the future, which 
in turn led to further psychological change after treat- 
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ment. Wülberg (8) for one believes that a brief, pow- 
. erful intervention such as the crisis group can ease 
conflicts and free the personality for its own growth 
process. Those whose test scores improved from pre- 
“to postgroup and even more from postgroup to follow- 
up seem to fit Wolberg's schema. 

Both these models of the crisis group may be accu- 
rate. Some individuals simply gain support at a diffi- 
cult time and return to their previous level of function- 
ing. For others it is a generally liberating experience 
that induces further development when treatment is 
over. Reason dictates that still another group gains rel- 
atively little, although our outcome data indicate that 
this is not a prominent group, unless it is represented 
by those who drop out after fewer than 4 sessions. No 
treatment can help ali of the people all of the time, but 
the crisis group seems to offer a great deal in a short 
time to many. 
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The author reviewed data from five studies and found 
that depressed patients with a history of depression in 
a parent or child have more sibships containing 
depressio than depressed patients without this 
family history. Thus, there is a clustering of 
depressions in certain families. Sporadic pure 
depressive disease (PDD), where no depressive illness 
exists in a first-degree family member of a depressed 
proband, is associated with a later age of onset than 
familial PDD, where depressive illness does exist in a 
firsi-degree relationship. The possibility exists that 
familial PDD and sporadic PDD are autonomous 
illnesses. The presence of a family history of 
depression may be predictive to some extent of a good 
response to adequate tricyclic medication or ECT. 


IF ‘WE FOLLOW what is essentially a familial method of 
categorizing affective illness, we may define pure de- 
pressive disease (PDD) as a rigorously diagnosed pri- 
mary depression in a family where neither mania nor 
alcoholism exists. PDD is one of the subtypes of uni- 
polar depression. Some pure depressives have a first- 
degree family history of depression; others do not. 
Therefore, on the basis of family history we may di- 
vice pure depressives into two groups: familial PDD 
and nonfamilial or sporadic PDD. 

There is no scarcity of pure depressive patients on 
inpatient services. Among 225 subjects classified as 
unipolar depressives in the Iowa 500 study (1, 2), 125 
or 56% had pure depressive disease. Of these, 33 had 
familial PDD (in this case parental) and 92 had sporad- 
ic PDD (no parents affected).! What is particularly im- 
portant is the fact that in this group of hospitalized de- 
pressive patients, those with sporadic PDD out- 
numbered those with the familial type by almost 3 to 1, 
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"These data reflect follow-up as well as the index hospitalization. Of 
the [00 patients not classified as having PDD, 9 had become manic 
on follow-up, 36 had depression-spectrum disease, and 55 were 
"discarded," ie., there was a family history of unknown psycho- 
sis, affzctive disorder in extended family, alcoholism in extended 
hae. or other combinations of illness in children or extended 

ily. , 
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which indicates that sporadic PDD is the modal famil- 
ial subtype. 

This distribution of patients raises a number of ques- 
tions. How do sporadic and familial PDD differ? Is ei- 
ther of them genetic? Is familial PDD genetic while 
sporadic PDD is not? Are these two types of PDD the 
same illness? Is it possible that they are the same ill- 
ness and are transmitted by multiple genes? Are there 
aspects of sporadic PDD which indicate that a person 
who shows this kind of family backgrourd entertains 
fewer of the genes than the person who has a familial 
background of depressive illness? 

A preliminary attempt to deal with some of these 
questions has already been presented. Winokur and 
Clayton (3, 4) studied 243 depressive patients selected 
on the basis of 1) no family history of alcoholism or 
mania and 2) no mania in the proband. These patients 
were considered to have PDD. Parents and siblings 
were equally affected with illness, with rates of 13.6%- 
14.5%. There was a relationship between parental de- 
pression and an early age of onset in the probands. 
Also, female probands seemed to have a deficit of male 
first-degree relatives who suffered from depression. 

The purpose of the present paper is to attempt to 
investigate further some of these findings by examin- 
ing data from other groups of patients and to explore 
the possibility of differences between sporadic and fa- 
milial PDD. 


METHOD 


Data from five separate studies were evaluated. The 
first study, by Winokur and Clayton (3. 4), was dis- 
cussed above. The 243 subjects were consecutively 
admittec patients with PDD. The family material was 
obtained by interviewing all of the probands and usual- 
ly an accompanying relative about the presence or ab- 
sence of familial psychopathology. 

The second study (5) was a family study in that all 
available first-degree relatives of 100 consecutively ad- 
mitted depressive patients were interviewed system- 
atically in order to determine whether they had any 
kind of psychiatric illness. This research will be re- 
ferred to as the "Baker-Dorzab study.” 

The third study, a part of the Iowa 500 (1, 2), in- 
volved 225 consecutively admitted patients who met 
research criteria for the diagnosis of depression. Of 
these, 125 had PDD. Family material was obtained 
from patients’ charts (the patients had been hospital- 
ized between 1935 and 1940, and all charts included a 
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TABLE 1 f l i 
Age at Onset in Depressive Probands With and Without a Family History of Depression? : 
"T Positive Family History Negative Family History 
Onset Before Onset After Onset Before Onset After 
" Age 40 Age 40 Age 40 Age 40 
Series i N Fo N 06 . N % N % 
Winokur-Clayton 34 58 25 42 p 86 47 98 53 
Baker-Dorzab 5 31 li 69 8 21 31 79 
Iowa 500 21 64 12 26 44 48 48 52 
Stenstedt (1952) 8 75 4 25 46 45 56 55 
Overall" 68 57 52 43 184 44 233 56 





“Family history in these cases means a positive history of depression in parents or children. 
"Proportion with onset below 40 significantly higher in probands with positive family history, x7=5.69, p<.025. 


TABLE 2 


Comparative Proportions o7 Affected Sibships in Probands With and Without a Family History of Depression? 


Positive Family History 








Negative Family History — — 























Sibship Sibship Sibship Sibship 
= Positive Negative Positive Negative —— 

"s o ———— MOD MM EM GAME NES EET MEUM 
Wanokur-Clayton® 20 34 39 66 29 16 155 84 

'; Baker-Dorzab ri 44 9 56 HI 28 28 72 
Iowa 500 é 13 39 20 61 22 24 70 76 
Stenstedt (1952) 4 33 8 67 15 15 87 35 
Overall* 44 37 76 63 77 18 340) 32 


r 
^^ 


"Family history of depression indicates depression in parents and/or children. 


»Proportion of positive sibships significantly higher for probands with positive family history, y?=11.44, p<.001. 
‘Overall proportion of positive sibships significantly higher for probands with positive family history, x*—17.69, p<.0005. 


family history). The rater who evaluated family history 
data was blind to the patient's diagnosis (schizophre- 
nia, bipolar illness, or unipolar illness, as represented 
in the tota] 525 patients of the Iowa 500 study). 

The fourth study is that of Stenstedt (6) on manic- 
depressive psychosis. The material in this study was 
obtained in part from personal examination and in part 
from records. Records of ill relatives were obtained 
from case reports, registries, other relatives, local au- 
thorities, and welfare organizations. Not all people 
who were available were interviewed. Most of the 
people who were examined were known to be mentally 
ill or abnormal. This study did not separate bipolar 
from unipolar patients, but. because the author pre- 
sented an appendix that contained clinical information 
on the families of probands, it was possible to separate 
out the 114 unipolar patients with no family history of 
mania. 

The fifth study, also by Stenstedt (7), was very simi- 
lar to the one on manic-depressive psychosis except 
that the subjects were involutional depressives. Rele- 
vant data were obtained from the appendices. 


Age of Onset in Sporadic Versus Familial PDD 


‘These studies strongly suggest that the sporadic 
PDD group (i.e., no family history of depression) has a 
later age of onset of depression than the familial PDD 
group. The median age of onset was about 4 years 
younger in the familial than the sporadic PDD group in 
the Iowa 500 study (35 years versus 39 years). 
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Only one of the Stenstedt studies (1952) was inform- 
ative about this particular breakdown (data are from 
appendices | and 2). The mean age of onset of subjects 
with parental illness was 35 years compared with 42 
years for subjects with no parental illness. (It was not 
possible to use Stenstedt's 1959 material because these 
probands were diagnosed as having involutional mel- 
ancholia and by definition had a late age of onset.) 

In the Winokur-Clayton and Baker-Dorzab studies, 
subjects were separated on the basis of those who had 
two generations of iliness, i.e., a parent or a child af- 
fected in addition to the proband, versus those who 
had only illness in the proband's generation (see table 
1). Although the four studies used different methodolo- 
gies, all of them contain clear and unequivocal data on 
the age of onset of the probands, so material in table 1 
has been summed. All four studies show an earlier age 
of onset for those probands with a positive family his- 
tory. Overall there is a significantly earlier age of onset 
in the proband group with two generations of illness 
(parental illness in most cases). 


Affective Illness in Sibships of Sporadic Versus 
Familial PDD Probands 


It is possible to look at the number of affected sib- 
lings in each group and obtain a proportion or morbid 
risk for depressive illness in the siblings. A better 
methodology may be to evaluate the proportion of sib- 
ships that contain depression in the group with two 
generations of illness (parents or siblings affected) ver- 


= 
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sus the proband group in which neither parents nor 
children ate affected. 

Table 2 shows this type of breakdown for four of the 
five studies. The proportion of sibships containing de- 
pression is significantly higher in those probands with 
an ill parent or child than those with no depression in 
parents or children. The 1959 Stenstedt involutional 
melancholia data (7) were excluded from the table be- 
cause they do not lend themselves to this kind of 
breakdown. However, morbid risk figures for this 
study were 12.5% for siblings of probands with paren- 
tal illness (11/88) and 5.5% (44/807) for those sibships 
without a history of parental illness. 

The jusfification for combining data from the studies 
is that the two types of familial groups have been eval- 
uated using similar methodologies, even though there 
are some differences between studies. In all studies the 
presence of illness in two generations predicts higher 
likelihood of a sibship that is positive for depression. 
Over a third of the two-generation families have an af- 
fected sibling, whereas onlv one-sixth of those with a 
negative history have a positive sibship. The data 
clearly support a clustering of illnesses in certain fami- 
lies. 


Sex Ratios in Depressed Reiatives of Male and 
Female Probands 


In the previous study on sporadic versus familial 
pure depressive disease (4), we noted that female pro- 
bands seem likely to have a deficit of male first-degree 
relatives with depression. We subjected the material 
from the Iowa 500 study to this kind of analysis and 
saw no evidence of this relationship. Both male and 
female probands had the same number of depressed 
male and female relatives. For 55 male depressive pro- 
bands, 7% of female and 8% of male first-degree rela- 
tives were ill. For 70 female probands, 596 of female 
and 9% of male first-degree relatives were ill. 


Clinical Differences 


Some effort was made to see if there were any clini- 
cal differences between sporadic and familial PDD. In 
three of the studies (Winokur-Clayton, the Iowa 500, 
and Baker-Dorzab) material was available on the pres- 
ence of a number of symptoms. None obviously sepa- 
rated the two groups, although there was a non- 
significant trend for more familial than sporadic PDD 
patients to have diurnal variation (61% versus 51%). 

Avery and Winokur (8) published material com- 
paring results of treatment with ECT, antidepressants, 
and neither treatment. Adequate tricyclic treatment 
was described as at least a month of antidepressant 
administration, 2 weeks of which were characterized 
by a dosage of 150 mg or more. Subsequently we eval- 
uated the treatment response of a group of patients 
with a positive first-degree family history of depres- 
sion compared with the response of a group of de- 
pressed patients with no family history of depression. 
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Of those with a positive family history, 5096 Yesponded 
with marked improvement to either ECT or adequate 
tricyclic medication compared with only 30% of those 
with a negative family history. Interestingly, neither 
inadequate treatment with antidepressant drugs nor- 
the no-treatment condition differentiated the two 
groups: 23% of subjects with a positive family history 
and 27% of those with a negative family history had a 


marked response to the inadequate or no-treatment ' 


regimens. 


DISCUSSION 


The data clearly point to the fact that familial PDD ts 
associated with an earlier onset than sporadic PDD. 
Similarly, a higher proportion of siblings are ill and a 
higher proportion of sibships show depressive illness 
in those probands who have a parent or child ill with 
depression. It is not possible currently to determine 
whether this indicates that sporadic PDD is a different 


illness from familial PDD, although this remains a rea- , 


sonable possibility. It is also quite possible that de- 
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pression is transmitted in a polygenic fashion and that °° 


those patients with familial PDD have more of the 
genes necessary to produce depression. This could ac- 
count for an increased number of affected siblings as 
well as an earlier onset. There is no obvious way to 
settle the issue of autonomous diseases versus poly- 
genic transmission. 

Although we are not able to say that we are dealing 
with autonomous diseases, it appears that the family 
history may have some use. For examp:e, it may tell 
us something about response to treatment. It is quite 
conceivable that there are other differences between 
the two groups, and a further look at this possibility is 
warranted. 
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The authors studied basal HGH levels and HGH 
response to insulin-induced hypoglycemia in 12 
schizophrenic patients who had been treated with 200- 
450 mg/day of chlorpromazine for 6 months to 4 years 
compared with 12 schizophrenic patients who had 
received no drugs and 15 normal control subjects. 
They found no significant differences among the three 
groups in basal HGH levels or in maximum response 
HGH levels. No significant correlation was found 
between duration or dose of chlorpromazine therapy 
and HGH secretion. Longitudinal study in 5 
previously untreated schizophrenic patients during 13 
weeks of chlorpromazine administration showed a 
nonsignificant reduction in HGH response. Thus, the 
authors’ findings fail to demonstrate any significant 
effect of chlorpromazine on growth hormone secretion 
in man. 


SULMAN AND WINNIK (I) reported in 1956 the stunting 
of growth in rats given chlorpromazine. Subsequent 
reports on the effect of chlorpromazine on growth 
(mostly in animals) have been contradictory. Some 
suggested inhibition (2-4) and others facilitation (5-9) 
of growth hormone secretion. Sherman and associates 
(10) observed that a significant fall in human growth 
hormone (HGH) secretion occurred in human subjects 
given chlorpromazine. This observation led to further 
studies in this area. Kolondy and associates (11) ob- 
served suppression of HGH in an acromegalic patient 
treated with chlorpromazine. However, a number of 
subsequent studies failed to support the efficacy of 
chlorpromazine in the treatment of acromegaly or in 
the suppression of HGH in man (12-16). In 1975 Mims 
and associates (17) reported that chlorpromazine in- 
hibited L-dopa-induced increase in HGH secretion. 
Schimmelbusch and associates (18) reported lower 
basal HGH levels and diminished HGH response to an 
insulin tolerance test in 22 schizophrenic patients not 
given phenothiazine or any other antipsychotic medi- 
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cation compared with schizophrenic patients given 
medication and with normal control subjects. In addi- 
tion to suggesting a possible aberration in schizophren- 
ic patients, this finding also underscores the impor- 
tance of including drug-free schizophrenic patients as 
control subjects in addition to normal control subjects 
in any study of the effect of chlorpromazine on HGH 
conducted with schizophrenic patients. 

The possibility that chlorpromazine inhibits HGH 
secretion has serious implications in psychiatry, con- 
sidering the widespread use of the drug, especially its 
use with children. Some of the earlier reports lacked 
adequate controls (normal subjects or drug-free schiz- 
ophrenic patients), included patients of mixed diagnos- 
tic groups, and did not avoid concomitant use of other 
drugs. In addition, the effect of chlorpromazine with- 
drawal on HGH has not been reported. We therefore 
undertook the present study of 1) the effect of short- 
and long-term chlorpromazine administration and its 
withdrawal on HGH secretion in response to insulin 
hypoglycemia in schizophrenic patients, and 2) the 
relationship between the dosage and duration of chlor- 
promazine therapy and HGH secretion. 


METHOD 
Comparative Study 


We studied the following groups of subjects: 1) 12 
schizophrenic patients who had been treated with 
chlorpromazine for 6 months to 4 years, all of whom 
had been taking more than 100 mg of the drug per day 
and none of whom received any other psychoactive 
drugs, 2) 15 healthy volunteers who were taking no 
psychoactive drugs, and 3) 12 schizophrenic patients 
who had never received any psychoactive drugs. All of 
the subjects studied provided informed consent after 
the nature of the study had been explained. 

The age range of the subjects was 11-40; there were 
27 males and 12 females. Pregnant and lactating wom- 
en were excluded from the study, as were subjects 
with endocrine disorders. Subjects with mean HGH 
levels greater than 5 ng/ml were excluded from the 
study because premature HGH release in response to 
the anxiety of the procedure could inhibit subsequent 
HGH release. 

Each subject was admitted to the research ward for 
at least 1 night. The morning dose of chlorpromazine 
usually given to the patients receiving the drug was 
omitted. Venous blood samples were collected e- 
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tween 7 a.m. and 10 a.m. through an indwelling cath- 
eter. The first two samples were collected at 10-minute 
intervals. Five minutes after the second sample was 
collected, crystalline insulin (.1 U/kg) was given I.V. 
Further samples were collected 15, 30, 60, 90, and 120 
minutes after insulin administration. Each sample was 


analyzed for glucose (19) and for HGH (20). 


The mean of the two HGH levels obtained before 
insulin administration was taken as the subject's basal 
level. The maximum response of HGH was obtained 
by subtracting the basal value from the peak value, ir- 
respective of the time the peak value was obtained. 

The basal and the maximum response values of 
HGH in tHe schizophrenic patients given chlorproma- 
zine and the two control groups were compared using 
a one-criterion analysis of variance. Uncorrelated t 
tests were administered using the standard error of the 
means derived from the analysis of variance. 

The relationship between the duration of illness and 
HGH secretion was studied by the rank difference co- 
efficient of correlation method. The multiple partial- 
out correlation method was applied to ascertain the 
relationship between HGH response and the dose of 
chlorpromazine and the duration of chlorpromazine 
therapy. 


Longitudinal Study 


Five schizophrenic patients (3 males and 2 females) 
who were not receiving any antipsychotic or psycho- 
active medication before the start of the study were 
selected for longitudinal study of the effects of chlor- 
promazine administration and its withdrawal. The 
mean age of these patients was 19.6 years (range, 14- 
26). After the basal HGH level of these patients had 
been ascertained, they were given 100 mg/day or more 
of the drug and studied prospectively for a period of 13 
weeks. The basal and maximum response HGH levels 
of these patients were obtained before they were given 
chlorpromazine, at the end of 2, 6, and 13 weeks of 
chlorpromazine administration, and 2 weeks after 
withdrawal of the drug. The general method followed 
with these patients was otherwise similar to that used 
with the other groups of subjects. The HGH levels at 
various periods of assay were compared with one an- 
other using a two-criterion analysis of variance. Corre- 
lated t tests were applied whenever F ratios were sig- 
nificart. 


RESULTS 
Comparative Data 


The three groups did not differ significantly in age 
and sex distribution. The mean ages of the schizo- 
phrenic patients given chlorpromazine, the normal 
control subjects, and the schizophrenic patients who 
were given no drugs were 24.9, 22.1, and 21.6 years, 
respectively. Four subjects in each group were fe- 
males. The mean duration of illness of the schizo- 
y dai patients given chlorpromazine was 2.98 years; 
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TABLE 1 t: 
Human Growth Hormone (HGH) Levels (ng/ml) in Three Groups of 
Subjects pes 
i Maximum 
Basal Response , 
HGH Level HGH Level 

Group Mean SD Mean SD' 
Schizophrenic patients given 

chlorpromazine (N — 12) .80 .53 25.59 16.35 
Normal control subjects (N =15) 1.19 1.14 28.26 17.65 
Schizophrenic patients not given 

chlorpromazine (N=12) 1.93 1.83 19.28 15.20 


for the patients not given drugs it was 2.68 years. This 
difference was not significant. The mean duration of 
chlorpromazine intake of the schizophrenic patients 
given the drug was 1.77.99 years (range, 6 months-4 
years), and the mean daily dose was 320.8+78.2 mg 
(range, 200-450 mg). 

All of the subjects showed adequate response to in- 
sulin. The mean basal blood sugar and that after in- 


sulin administration were comparable in the three , 


groups of subjects. Maximum hypoglycemia was 
noted 30 minutes after insulin administration. Table ] 
shows the basal and maximum response levels of 
HGH in the three groups of subjects. 

The schizophrenic patients who had not been given 
chlorpromazine had the highest mean basal level and 
the lowest maximum response level of HGH. The 
schizophrenic patients given chlorpromazine had the 
lowest basal level, and the normal control subjects had 
the highest maximum response level. However, the 
differences among the three groups on either the basal 
or the maximum response HGH levels were not signif- 
icant according to analysis of variance (F=2.27 for 
basal response HGH; F— 1.01 for maximum response 
HGH). Comparing the three groups with one another 
by uncorrelated t tests yielded a significant t ratio only 
in the comparison between schizophrenic patients giv- 
en chlorpromazine and those not given the drug in 
mean basal HGH levels (t=2.17, p.05). 

None of the coefficients of correlation between 
HGH and duration of illness. duration of chlorproma- 
zine administration, and drug dosage, respectively, 
was significant. Because none of the zero order corre- 
lations was significant, further partialling out was not 
attempted. 


Longitudinal Data 


The average daily dose of chlorpromazine for the 5 
schizophrenic patients studied prospectively was 460 
mg during the first 2 weeks, 425 mg during weeks 3-6, 
and 375 mg during weeks 7-13 of therapy. The reduc- 
tion in dose was attributable to improvement in the pa- 
tients. Only 4 of the 5 patients completed 13 weeks of 
study, and only 3 of these were available for the final 
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observations 2 weeks after chlorpromazine, with; 
drawal. Table 2 shows the basal and maximum rez 
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TABLE 2: f 
Human Growth Hormone (HGH) Levels (ng/ml) by Duration of Chlor- 
-promazine Administration 














Maximum 
` Basal Response 
e HGH Level HGH Level 
Time — — MEE Mean SD Mean SD 
Before drug administration ' 
(N=5) 2.19 1.86 29.65 17.18 
2 weeks of drug administration 
(N=5) 2.16 1.33 28.12 9.17 
6 weeks of drug administration 
(N=4) 1.90 2.44 26.50 1.29 
13 weeks of drug administration 
(N=4) 6.65 8.62 20.52 10.41 
2 weeks after drug withdrawal 
(N=3) .91 .50 9,80 .70 


Two-criterion analysis of variance showed that the 
differences among the various times of assay were in- 
significant for both basal and maximum response HGH 
levels (F=.51 for basal response HGH; F=1.86 for 
maximum response HGH). However, there was a ten- 
dency toward gradual decline in the maximum re- 
sponse levels with therapy. Comparisons of various 
time intervals with one another using correlated t tests 
showed that the HGH level 2 weeks after drug with- 
drawal was significantly lower than it was at 2 weeks 
of chlorpromazine administration (t=6.99, p<.01) and 
at 6 weeks of chlorpromazine administration (t=7.90, 
p«.01). 


DISCUSSION 


Each of the various ways of studying the relation- 
ship between chlorpromazine administration and 
HGH secretion failed to lend support to the hypothesis 
that chlorpromazine inhibits HGH secretion. This may 
be taken to add to the accumulating evidence against 
inhibition of growth hormone by chlorpromazine. 

Schimmelbusch and associates (18) reported lower 
basal HGH levels and diminished HGH response to 
insulin in schizophrenic patients not given antipsy- 
chotic medication compared with those receiving such 
medication or with normal control subjects, thus sug- 
gesting an inhibition of HGH secretion in schizophre- 
nia. In our study, although the difference in basal 
HGH levels between schizophrenic patients who had 
not received chlorpromazine and those who had was 
significant at the .05 level according to t test, the F 


* ratio on analysis of variance was not significant. The 


significance of the t ratio thus remains questionable. 
‘Unfortunately, in our study children younger than 
11 years could not be studied. Although it is unlikely 
that younger children have a different response in 
HGH to chlorpromazine, we recommend that such a 
study be undertaken in the light of the special impor- 
tance of growth hormone in developing children. 
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CONCLUSIONS , i 


We found no significant difference in the basal and 


maximum HGH response among the three groups of 
subjects studied. In the group studied longitudinally, 
short-term chlorpromazine therapy did not produce 
any significant difference in HGH secretion, although 
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there was a tendency toward progressive reduction in ' 


the maximum HGH response with chlorpromazine 
therapy that continued even after drug withdrawal. 
Since this particular finding is based on a very small 
sample, it needs further evaluation. No correlation 
was found between HGH secretion and duration of ill- 
ness, duration of chlorpromazine therapy? and dose 
of chlorpromazine, respectively. 

These findings demonstrate that chlorpromazine 
therapy has no significant effect on growth hormone 
secretion in man. 
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Although many scales to measure tardive dyskinesia 
have been developed, none has been widely accepted. 
The authors used the Abnormal Involuntary 
Movement Scale (AIMS) to evaluate a group of 293 
inpatients who had been given a primary or secondary 
diagnosis of schizophrenia. They found a tardive 
dyskinesia prevalence of 30% using a criterion rating 
of 3 (moderate symptoms) or more on the AIMS. The 
prevalence figure declined as the criterion became 
more severe, They also found that women had a much 


higher prevalence of the disorder only when more 


severe symptoms were used as the criterion. They 
conclude that the AIMS is a reliable instrument for 
assessing tardive dyskinesia. 


IT IS WELL-KNOWN that the neuroleptic drugs induce a 
wide variety of motor side effects (1, 2). Among these, 
tardive dyskinesia has attracted increasing attention 
largely because of its relative refractoriness to treat- 
ment in some patients. Tardive dyskinesia is usually 
characterized by involuntary abnormal movements of 
the face, mouth, lips, and tongue (1-4). These may 
consist of sucking and smacking movements of the 
lips, thrusting or rolling movements of the tongue, and 
lateral jaw movements. Tardive dyskinesia may also 
manifest ttself in athetoid or choreiform movements of 
the extremities and in axial hyperkinesis. 

Estimates of the prevalence of this disorder vary 
widely. In a review of 23 studies of tardive dyskinesia 
Kazamatsuri and associates (5) found prevalence fig- 
ures ranging from a minimum of .5% to a maximum of 
41.3%. Methods used to obtain these estimates includ- 
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ed questionnaires given to ward physicians, global 
clinical judgments based on observation of ward be- 
havior, and detailed rating scales based on individual 
examinations. Our review of 15 of these Studies re- 
vealed that those which used questionnaires or global 
clinical judgments (6-12) found a mean prevalence of 
8.7% and that those which used at least an ordinal rat- 
ing scale (13-20) found a mean prevalence of 22.7%. 
Although many factors (e.g., type of patient popu- 
lation and psychotropic drug history) contribute to dif- 
ferences in prevalence figures, the failure to use a uni- 
form method of symptom evaluation is undoubtedly 
among the major elements. 

Despite the fact that a number of scales have been 
used to measure tardive dyskinesia (21-27), none has 
been widely accepted as a reliable, valid, and sensitive 
measure of this disorder. The absence of such a tech- 
nique has undoubtedly led to problems of symptom 
identification and distribution in such areas as body 
part, age, and sex. For example, although it is general- 
ly accepted that the buccal-lingual-masticatory syn- 
drome is the most common expression of tardive dys- 
kinesia, its occurrence with and without other symp- 
toms of this disorder is relatively unexplored. 

Using the Abnormal Involuntary Movement Scale 
(AIMS) developed by the Psychopharmacology Re- 
search Branch of NIMH (27), we undertook a study of 
the distribution of symptoms of tardive dyskinesia in a 
large sample of psychiatric inpatients. By using the 
AIMS we hoped to obtain more systematic data on the 
prevalence of various forms of tardive dyskinesia and 
its relationship to such factors as age and sex. In the 
process, we also obtained data on the interrater and 
test/retest reliability of the AIMS. We are aware of on- 
ly one study that has attempted to assess the value of 
this scale using psychometric criteria (28). Gardos and 
associates (29) commented that the lack of reliability 
data is a notable shortcoming not only for the AIMS 
but for other similar scales for assessing tardive dyski- 
nesia. Feedback on the AIMS ratings on individual pa- 
tients was given to appropriate clinical staff to increase 
recognition and management of tardive dyskinesia in 
our institution. 


METHOD 


Subjects 


At the time of testing there were 623 inpatients at 
Harlem Valley Psychiatric Center. All of these pa- 
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tients except the 119 in the gariatric infirmary and the 
medical/surgical unit were asked if they would partici- 
pate in the study. Of the remaining 504 patients, 74.8% 
(N 2377) were rated, 14.7% (N=74) refused to partici- 
pate, 5% (N —25) were unable to complete the exami- 
nation, and 5.6% (N=28) were unavailable for testing. 
` Of tpe 377 patients rated, 293 had been given either a 
primary or a secondary diagnosis of schizophrenia 
some time during their hospitalization. Prevalence and 
symptom distribution analyses are based on the data 
for these 293 patients, who were primarily older pa- 
tients with chronic illness. Their mean age was 60.14 
years and their mean length of current hospitalization 
was 22.73 ‘years. Male patients (N=150) had a mean 
age of 58.47 years (SD 17.96) and an average length 
of current hospitalization of 23.10 years (S8D-— 17.99), 
and female patients (N=143) had a mean age of 61.88 
years (SD=16.39) and an average length of current 
hospitalization of 22.33 years (SD=17.28). 

Information on current medication was obtained for 
281 of :hese patients; 85% of these (N —239) were re- 
ceiving neuroleptics. Neuroleptic medication on the 
day of :he AIMS examination was converted to chlor- 
promazine equivalents using the relative potency val- 
ues suggested by Wyatt (30). Chlorpromazine equiva- 
lents were not calculated for the 18 patients who were 
receiviag depot fluephenazine because chlorproma- 
zine equivalents for this preparation have not yet been 
determined. For patients who were receiving neuro- 
leptics the mean chlorpromazine-equivalent dose was 
498.23 mg. The men received 512.71 mg and the wom- 
en received 483.08 mg. A t test indicated no statistical- 
ly significant difference in the mean chlorpromazine 
equivaients between men and women. 


Procedure 


The AIMS was designed to measure the presence 
and severity of abnormal movements in seven areas of 
the body: muscles of facial expression, lips and peri- 
oral area, jaw, tongue, upper extremities, lower ex- 
tremities, and trunk (neck, shoulders, hips) 27). Rat- 
ings of tremor are specifically excluded. The following 
5-point severity scale was used for each body area: 0, 
none; [, minimal or may be extreme normal; 2, mild; 3, 
moderate; and 4, severe. In addition, items rated over- 
all severity of abnormal movements (range, 0-4), inca- 
pacitation due to abnormal movements (range, 0-4), 
and the patient's reported awareness and distress as a 
result of abnormal movements (range, 0-4). Finally, 
items recorded whether the patient currently had prob- 
lems with teeth and/or dentures (yes/no) and whether 
. the patient usually wore dentures (yes/no). 

Two modifications were made in the examination 
procedure that accompanies the AIMS. First, patients 
were asked to remove their shoes so that we could bet- 


. ter observe toe movements. Second, the instructions 


required the patients to perform three different ''acti- 
vated’ movements; the rater was to ‘‘rate movements 
that cccur upon activation one /ess than those ob- 
served, spontaneously." Although patients were re- 
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quired to perform the activated movements, the one- 
less rating rule was not followed. However, the raters 
took into consideration whether the patient displayed 
the movement continuously or occasionally. 

A total of four raters participated, and each patient 
was rated bv two raters. Thus, there were six rater 
team combinations. One rater conducted the examinà- 
tion and both raters made independent ratings at the 
conclusion. Raters alternated in conducting the exami- 
nation, which usually took 5-10 minutes. The patient 
remained in the examination room (a ward office or 
other distraction-free area) during the ratings so that 
raters could reevaluate symptoms about which they 
were unsure during the examination. 

The mean of the two sets of ratings for each patient 
was computed when appropriate. In addition, a total 
score was calculated by summing the mean ratings on 
the first seven items of the AIMS. 

The testing period was divided into two phases. 
Phase | served as a training period for the raters. Dur- 
ing this phase they rated 9 patients presented on a 
videotape provided by NIMH and compzred their own 
ratings with those presented on the tape. The teant 
members also discussed their individual ratings with 
each other after they had rated each patient. On rare 
occasions this discussion led to a rerating of a particu- 
lar symptom. During phase 2 the same procedure was 
followed, but each rater was blind to the ratings made 
by the other and received no feedback until the con- 
clusion of the project. 

To ascertain test/retest reliabilities, all of the pa- 
tients rated by one team (raters 3 and 4) during the first 
four weeks of phase 2 (N=47) were asked if they 
would agree to be reexamined. Thirty-five of these pa- 
tients agreed to be retested. The remain.ng 12 patients 
either refused to be reexamined or were unavailable 
due to discharge, transfer to medical/surgical units, or 
death. The time interval between initial testing and re- 
testing ranged from 6 to 8 weeks (mean, 7.11 weeks, 
SD=.72). 


RESULTS 
Reliability of the AIMS 


Table 1 presents the mean interrater reliabilities for 
the six rater team combinations during phase 2 of the 
study as well as the test/retest reliabilities for the re- 
tested group. The means and standard deviations for 
each AIMS item for all 377 patients (based on the 
mean ratings of the two raters) are presented to in- 
dicate the level of symptoms and the variability. of 
each symptom. The interrater reliabilities were moder- 
ately high except for item 9 (incapacitation). The test/ 
retest reliabilities also seemed satisfactory in view of 
the fluctuating nature of the symptoms and the possi- 
bility of medication changes during the 7-week interval 
between ratings. Item 10 (patient's reported awareness 
and distress), which has a very low teszretest reliabil- 
ity, also had a low mean and standard deviation: 
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Means, Standard Deviations, Interrater Reliabilities, and Test/Retest Correlations for the Abnormal ibvolüntay Movement Scale (AIMS) 














. Rating (N 377) interrater Test/Retest Correlations” (N=35) 
P GSC E UE Reliability? E Lour 
. AIMS Item ZEE Mean SD (N 2 39-48) For Two Raters For Each Rater 
*|. Muscles of facial expression .33 .66 .66 .61 .43 
' 2. Lips and perioral area .82 1.08 .67 .67 .5 
3. Jaw 74 1.01 .69 T2 6] ~s 
4. Tongue 1.31 LIS .82 .82 Be i 
5. Upper extremities 95 1.09 .76 .60 .5] 
6. Lower extremities .78 1.08 24 .40 .40 
7. Neck, shoulders, hips 42 92 .76 .60 .55 
Total of 1-7 5.36 4.79 .87 .81 75 
8. Overall severity 1.36 .99 .75 41 .62 
9. Incapacitation .70 74 2 .61 e .48 
10. Patient's reported awareness and distress AS .48 79 .08 12 


?[nterrater reliabilities are the mean Pearson correlations averaged using Fisher's z transformation over the six rater team combinations for the data for phase 2 


testing (no feedback). As indicated, the sample sizes ranged from 39 to 48. 


"Test/retest correlations for two raters are those between the mean ratings of the two raters on the two occasions. The test/retest correlations for each rater are 


the correlations for each single rater averaged using Fisher's z transformation. 


FIGURE 1 

Percent Prevalence and Ratio of Female-Male Prevalence of Tardive 
Dyskinesia in 293 Inpatients, by Abnormal Involuntary Movement 
Scale (AIMS) Criterion Score 
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Interitem correlations computed on the mean scores 
for each patient indicated that the correlations be- 
tween items were moderately high and positive (range, 
+.23 to +.88) except for item 10 (patient's reported 
awareness and distress), which had low correlations 
with the other items (range, —.01 to +.14). An exami- 
nation of the mean differences among raters (rater 
bias) indicated that one rater (rater 3) rated significant- 
ly higher than two or more of the other raters on four 
of the individual items (items 2, 4, 5, and 9) as well as 
on total score. His mean differences on the three body 
symptom areas (items 2, 4, and 5) were between 25% 
and 50% of a scale point. 


Prevalence 


One of the most critical decisions in any prevalence 
study is the de:ermination of the criterion to be used. 
Although total AIMS scores reflect the combined se- 
verity of dyskinesias throughout the body and can be 
used to compute prevalence values, the application of 
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TABLE 2 
Distribution of Symptoms in 88 Patients with Dyskinetic Movements? 
T Percent 
Dyskinetic Sample (N=88) — e 
Symptom Category N Jo (N =293) 
Muscles of facial 
expression 4 4.55 1.37 
Lips and perioral area 33 26.14 7.85 
Jaw 16 18.18 5.46 
Tongue 42 47.73 14.3 
Upper extremities 24 27.27 8.19 
Lower extremities 25 28.41 8.53 
Neck, shoulders, hips I] 12.50 3.75 


“Defined as those with an average rating of 3 (moderate) or more in any one (or 
more) of the seven symptom categories. 


a cutoff total score for the assignment of group mem- 
bership appears not to be the most valid. For example, 
a patient with questionable or mild symptoms in four 
of the seven body areas would achieve a total score of 
4-8 (i.e., a rating of 1 or 2 on four items). On the other 
hand, a patient with severe abnormal tongue move- 
ments only (i.e., the presence of unquestionable symp- 
toms) would receive a total score of 4, which is the 
same or lower than that for the patient described 
above. 

For this reason we felt it was preferable to calculate 
prevalence on the basis of presence of a certain crite- 
rion level of symptoms in at least one of the seven 
body areas. Figure ! presents percent prevalence fig- 
ures as a function of the AIMS criterion score se- 
lected. If a rating of 3 (moderate) or more in at least 
one body area is selected as the criterion, the preva- 
lence of tardive dyskinesia is 30.03%. Naturally, the 
prevalence figures decline as the criterion becomes 
more severe. 

Figure | also presents the ratio of female to male 
prevalence values as a function of AIMS criterion 
score. The figure shows that the women had only a 
slightly greater prevalence than the men when moder- 
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ate or milder levels of symptoms were used to define 
the disorder. However, when more severe levels of 
symptoms were used, the prevalence for women in- 
creased compared with that for men. Using 3.5 as the 
criterion, women had more than twice the prevalence 
of men: using 4 (severe) as the criterion, women had 
more than three times the prevalence of men. 

ble 2 presents the distribution of symptoms by 
body area for the patients with at least one moderate 
symptom. As expected, the most frequently seen 
symptom involved the tongue. Almost half of the dys- 
kinetic group had moderate tongue moveraents. Be- 
cause some authors have suggested that tke disorder 
starts with? tongue movements, we tried to determine 
how many of our patients had identifiable symptoms in 
areas of the body other than the tongue. Of the 88 pa- 
tients who had moderate to severe movements in at 
least one body area, 32 (36.4%) had tongue movements 
that were given a rating of less than 2 (m Id) and 16 
(18.2961 were given a rating of less than 1. 

With regard to sex differences on specific symp- 
toms, chi square analyses indicated that "here were 
significant differences in prevalence on one symptom: 
women had a significantly greater prevalence of lip 
movements (12.6%) than men (3.3%) (p«.C1). 


DISCUSSION 


In general, the AIMS appears to be a reliable in- 
strument for the measurement of tardive dyskinesia. 
With a few exceptions, we found the interrater and 
test/retest reliabilities of this scale satisfactory. The 
fact that the test/retest reliabilities were not higher can 
perhaps be attributed to the fluctuating nature of the 
symptoms and the possibility of medication changes 
during the 7-week interval between ratings. The test/ 
retest reliability of item 10 (patient's reported aware- 
ness and distress) was low largely because of the vari- 
able nature of the patient's response and the low fre- 
quency of reported awareness and distress. The relia- 
bilities of ratings of incapacitation due to abnormal 
movements (item 9) were inadequate, suggesting that 
unless information is obtained from other sources 
(e.g.. nursing staff and ward notes), this itera cannot be 
reliably rated during the course of the brief clinical ex- 
amination required for the AIMS. Finally, on the topic 
of rater bias, our data indicate that even well-trained 
raters can show consistent differences in their frame of 
reference. Although three of our raters were in fairly 
good agreement, one rater rated significant. y higher on 
several scale items. Other authors have noted the im- 
portance of observer bias on other scales (31-34) and 
have indicated that informing a rater of suzh bias will 
usuallv result in a temporary change before he or she 
reverts to the previous frame of reference (35). Thus, 
our data indicate that care should be taken in using 
AIMS raters interchangeably during a ongitudinal 
evaluation. 

Studies of differences in the prevalence of tardive 
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dyskinesia according to sex have yielded equivocal re- “ 
sults. Although some investigator$ have reported that 
female samples had twice the prevalence of this dis- 
order as male samples (9.*11. 14, 19, 20), other investi- T 


gators failed to find any significant differences acCord- __ . 


ing to sex (10, 15, 36, 37). Our data indicate that gt 
least one of zhe important factors in this relationship-is 
the severity of the criterion level used to define the 
disorder. The 2:1 female to male prevalence appears to . 
be true only for the more severe forms of tardive dys- 
kinesia. Investigators who focus only on the severe 
manifestations of this disorder are thus more likely to 
find significant sex differences. 

Other analyses of these data indicated that the age of 
the patients studied is another critical factor (38). AI- 
though the women displayed a significant linear in- 
crease 1n severity of dyskinetic movements with age, 
the men displayed a significant curvilinear relation- 
ship. In contrast to the findings with women, the mean 
severity levels for older men are lower than those for 
middle-aged men; significant differences according to 
sex occurred only in the two oldest age groups. 

Severzl authors have noted that patients are generál- 


ly unaware of and little distressed by the symptoms ef ` `~ 


tardive dyskinesia (2, 18, 39, 40). Some of our data 
seem to support this finding. Of the 113 patients who 
had an average rating of 3 (moderate) or more for any 
one symptom area, only 9 (8%) had mean ratings in- 
dicating that they had awareness of their symptoms 
and only 4 (3.5%) expressed some degree of distress. 
Of the 155 patients who had an average rating of less 
than 2 on all body symptom areas (the symptom-free 
group), I2 (7.726) voiced awareness of symptoms and 6 
(3.9%) expressed distress associated with them. How- 
ever, clinically we felt that many patients were reluc- 
tant to report awareness and distress associated with 
the movements. Patients often displayed a variety of 
techniques that seemed designed to conceal or reduce 
the abnormal movements. Some would hold their 
thumb in a clenched fist, others would fold their arms 
in such a way that their hands were not visible, and 
still others would hold their tongue tightlv against their 
top or bottom teeth when asked to open their mouth. 
We were so convinced that many patients were 
aware of their symptoms but unwilling to report them 
that toward the end of the project we started to ask 
patients at the completion of the examination if they 
noticed any abnormal movements in oiher patients. 
Several of the patients described the symptoms of tar- 
dive dyskinesia in other patients in great detail. Al- 
though it is conceivable that these patients might have 
been unaware of their own tongue or mouth move- 
ments, it is difficult to see how they could not have 
Observed their own hand, feet, or leg movements. 
The results of this study have several clinical impli- 
cations. First, although the prevalence of severe forms 
of tardive dyskinesia was much greater in the ‘women, 
especially the older women, the men appeared to have 
an almost equal prevalence of moderate or milder 
forms. Consequently, we need to focus attentión *on 
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accordingly. The AIMS is a simple, brief, and reliable 
instrument for the assessment of tardive dyskinesia 
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Opposition to “Coercive — Medical Education and 7; /— 


Mandatory Recertification” 


BY JOHN A. TALBOTT, M.D. 


\ Pa 


A district branch survey on attitudes toward 
obl.gatory continuing medical education (CME) and 
maadatcry recertification indicated that most 
respondents approved the concept of lifelong learning. 
However, proposed methods of implementation of 
CME were criticized on grounds of commercialization, 
bureaucratization, poor quality, wasting time and 
mo"ey, excessive external control over learning, and 
flawed requirements. Objections to mandatory 
rec?rtification centered mainly on an abhorrence of 
Board-type examinations. The author offers 
suggestions to program directors and sponsors, 
edt.caticnal researchers, and CME administrators as 
to ways to answer these criticisms of CME and 
recertification. 


IN 1974 the membership of the American Psychiatric 
Associazion (APA) voted to make continuing medical 
education (CME) a requirement for continuing mem- 
bership in the organization, and subsequently APA’s 
Board of Trustees and Assembly of District Branches 
endorsed the concept of voluntary recertification in 
psvchiatry. Despite this apparent interest on the part 
of psychiatrists in updating their professional knowl- 
edge and skills, there is considerable apprehension 
that many psychiatrists will not have completed their 
50-hour CME requirement or have reported it by 
July 1979. This concern, coupled with the recent refer- 
endum calling for a vote of the APA membership on 
whether and how to proceed on recertification, in- 
dicates that there may be considerable opposition to 
some facets of CME and recertification. 


‘While some authors writing in the general medical . 


literature have focused recently on the objections to 
méndatory CME (1-3), I was able to find only one ar- 
ticle on the subject in a psychiatric publication (4). In 
an effort to ascertain psychiatrists’ objections to CME 
and recertification, a survey was conducted in the 
spring cf 1978 of the 1,711 members of the New York 
Ccunty (Manhattan and Staten Island) District Branch 
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of APA. Since a previous survey (4) had determined 
that a majority of the members in that disirict branch 
favored continuing education and its documentation, 
the current survey asked only for objections to “‘coer- 
cive CME and mandatory recertification.” Despite 
this, manv members wrote that they had no reserva- 
tions about either, and many others prefaced their re- 
plies with statements of endorsement for the concepts 
of CME and recertification, “‘but....”’ 

There were only 101 replies that contained specific 
objections to coercive CME and mandatory recertifi- 


cation. I have divided these into three categories: ob-: 


jections to the coercive and mandatory aspects of the 
process, objections to coercive CME, and objections 
to mandatory recertification. 


OBJECTIONS TO THE COERCIVE AND 
MANDATORY ASPECTS OF THE PROCESS 


One of the most common objections was to any 
learning process that was coercive or mandatory. 
Many respondents pointed out that psychiatrists and 
other physicians have always updated their skills and 
acquired new knowledge to meet their professional 
needs. They felt that mandating the process created 
resistance rather than change. As one person wrote, 
‘Those who want to learn will —the rest will go for the 
credits.” Some fear that we have engendered a ''cred- 
it-earning’’ mentality in which the acquisition of cred- 
its outweighs the acquisition of knowledge. 

In addition, many psychiatrists felt that mandating 
the process was ‘‘authoritarian, antidemocratic, and 
oppressive’ and that it smacked of totalitarianism and 
presaged socialism. 


OBJECTIONS TO COERCIVE CONTINUING 
MEDICAL EDUCATION 


Comimercialization 


The mest frequently mentioned objection to CME in 
this survey was the commercialization of medicine. 
Respondents stated that a whole new industry has 
been created that enriches hospital and university de- 
partments of psychiatry; sells CME credits as indul- 
gences were sold in the Middle Ages; cheapens and 
degrades the educational process; encourages pro- 
grams to offer competing and similar CME courses; 
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-and'has created a "paper industry'' resulting in flood- 


ing of their mailboxes with CME brochures. In addi- 


tion} several persons objected to the involvement of 
. drug companies in CME activities. One of these re- 


spondents gave the details of a university-sponsored 
program that focused on a specific psychopharmaco- 
logical agent manufactured by the drug company fi- 
nancing the program. Others pointed to the "'dishon- 
esty and hucksterism demonstrated by sponsors who 
promise CME credits in return for reading an article, 
answering some questions, and remitting a fee. 


Bureaucratization 


Akin to the criticism of commercialization is that of 
the bureaucratization of medical education. Critics 
pointed out that whereas in the past psychiatrists have 
learned from peers, professional journals, and confer- 
ences and monitored their own gaps in knowledge and 
progress, now a huge bureaucracy is in the making, 
not simply to plan. market, and conduct CME activi- 
ties. but also to accredit, document, monitor, and reg- 
ulate them. Many complained that the time spent on 


.CME red tape came from the time they would have 


spent on learning directly. 
Poor Quality of CME 


A prevalent criticism highlighted the poor quality of 
CME programs. The words "'useless,  "'second- 
grade, and "poor" appeared frequently in the survey 
responses. Psychiatrists stressed that much CME is 
not relevant to their current activities, t.e., is not pa- 
tient-centered or oriented to improving their clinical 
skills. Some recommended better quality control, 
avoidance of duplication, and a genuine effort to ad- 
dress the real needs of practitioners. 


Waste of Time and Money 


An extension of the previous criticism was the de- 
scription of most current CME activities as a waste of 
time and money. Critics stated that most CME activi- 
ties are inefficient, e.g., they do not have a high ‘‘con- 
tent/time ratio": they take time away from more pro- 
ductive learning experiences (e.g., journal reading). 
research, writing, and patient care; and they lock par- 
ticipants into sponsors’ rather than participants’ time 
frames. A large number of the respondents considered 
the costs of CME offerings exorbitant. One went so far 
as to suggest a government system of tax credits as 
partial reimbursement. 


Faulty Research Base 


Several psychiatrists pointed out that there were no 
data demonstrating that the quality of existing care 
was bad due to psychiatrists current learning prac- 
tices or any outcome studies showing a relationship 
between CME instruction and good patient care. Crit- 
ics also mentioned that attempting to improve clinical 
practice by requiring 150 hours of CME activity was 
like the Armv exposing a basic trainee to 40 hours 
of rifle-range training— whether the trainee actually 
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learned anie or could apply that knowledge was ` 
immaterial. Some respondents suggested that learning 
proceed from an assessment of gaps in knowledge and 
deficiencies in skills and be individually tailored to | 
each psychiatrist rather than requiring a set number of 
hours of sitting in an auditorium. 


Faulty Concept of the Learning Process 


NS 


Critics pointed out that there is little use by CME 
sponsors of the knowledge that each of us learns by 
different methods—visually versus aurally, lecture 
versus discussion, active versus passive, and peer to 
peer versus expert to novice. In addition, many re- 
spondents stressed that one cannot mandate learning, 
but only attendance. Thus true learning can only be 
self-initiated from an individually perceived need. Re- 
spondents also criticized the inattention of CME spon- 
sors to the question of "learning for what. Others 
commented that prescribed CME formulas narrowed 
and unified the knowledge base, thus encouraging con- 
formity and inhibiting growth, freedom, and diversity. 
One critic suggested that psychiatry was too uncertain 
a science to teach any one approach, philosophy, or 
orientation. 


The Issue of Control 


Both directly and between the lines, there was a 
great deal of apprehension expressed about the in- 
creasing control over practitioners’ lives. While most 
respondents insisted on psychiatric control of the edu- 
cational process, some feared an eventual takeover of 
that contro! by both government agencies and third- 
party insurers. Critics feared that eventually psychia- 
trists will serve the government rather than their pa- 
tients and criticized current CME procedures as an ap- 
peasement of the government through "'public rela- 
tions” rather than an educational program. 


AMA/APA Requirements 


Considerable opposition to CME stemmed from the 
150-hour formula used by the American Medical Asso- 
ciation (AMA) and APA. Respondents objected to 
APA's "swallowing whole" the AMA s requirement 
without attention to psychiatrists’ needs or to flexible 
equivalents between categories. They also objected to 
the tendency for most category I activities to depend 
on lecture formats and passive learning, rather than 
more creative learning and teaching experiences. In 
addition, critics complained of the faulty value judg- 
ments inherent in the AMA/APA standards, for ex- 
ample: 

l. Lectures are better than grand rounds: is a 
planned program on one or more subjects more ef- 
fective educationally than an unplanned series of case 
conferences and papers by experts on current research 
developments? 

2. Lectures are better than journal articles: are au- 
ral experiences more effective than visual experiences? 

3. Lectures on therapeutic modalities are better 
than peer discussion groups concerning individual pa- 
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tients: should it be easier for CME sponsors to present 
a passive learning experience rather than an active 
one? 

Other respondents complained that CME courses 
repeat information available in the literature. Some 
psychiatrists also suggested that the number of hours 
\ re aed is excessive in that the formula is rigid and 
nót easily individualized. Some psychiatrists continue 
to feel that the AMA's requirements for category I cer- 
tification (e.g., planned programs, syllabi, reading 
lists, and most especially, the evaluations of courses 
and participants) are ‘‘Mickey Mouse.” 


Attitudes e 


Other objections to CME can best be subsumed un- 
der the category of attitudes. Respondents felt that co- 
ercive CME was infantilizing, especially to profession- 
als who spend their lives learning. They also suggested 
that it was "'fear-producing rather than creativity-en- 
gendering." Another respondent suggested that to 
change the rules of membership in APA by requiring 
CME or certification by the American Board of Psy- 
chiatry and Neurology constitutes a *'breach of con- 
tract.” 


OBJECTIONS TO MANDATORY RECERTIFICATION 
Abhorrence of Examinations 


An overwhelming number of the respondents who 
objected to mandatory recertification felt that any such 
recertiñcation should not involve a Board-type reex- 
amination. Respondents felt that evidence of CME ac- 
tivity should be enough to obtain recertification. They 
were vehemently opposed to taking another examina- 
tion, which they felt would be a drain on their time and 
money and would establish a new ritual stressing triv- 
ia, minutiae, and neurology rather than their clinical 
expertise, especially in their own areas of practice. 
They questioned who would set the standards and ad- 
minister such a program, and some objected to aca- 
demic, research-oriented control of recertification. 
Others expressed the fear of the establishment of an- 
other industry, like that of CME, devoted to enabling 
psychiatrists to obtain recertification, as well as anoth- 
er bureaucracy to plan, administer, and monitor the 
process. 


Physicians Singled Out 


Many persons felt that physicians are unfairly sin- 
gled out for recertification and suggested that they 
would cooperate with the idea when others (e.g., law- 
yers, politicians, and paraprofessionals) mandate their 
own recertification. Other respondents suggested that 
some gróups, such as older practitioners and teachers, 
be exempt from recertification requirements. 


Those Not Now Certified 


Some psychiatrists objected to recertification be- 
cause of the low percentage of psychiatrists now certi- 
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fied, compared with other specialties, ahd they s 
gested that efforts be concentrated on certificatión ‘of 
all psychiatrists rather than recertification of a few. 
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DISCUSSION * 


- 


It is clear that this report of a survey in one district 
branch can in no way be considered a definitive or sci- 
entific study of psychiatrists’ attitudes toward CME 
and recertification. However, since it reports the nega- 
tive comments of the largest U.S. regional group of 
psychiatrists, who have a good record of responses to 
surveys on such issues (4), it is probably moderately 
representative of the objections of psychiatrists na- 
tionwide to coercive CME and mandatory recertifica- 
tion. Several conclusions can thus be drawn from the 
responses. | 

First, it is surprising that fewer than 6% of the re- 
spondents in the New York County District Branch 
felt strongly enough about their reservations con- 
cerning CME and recertification to put them in writ- ` 
ing. Further, it is heartening that many of the respond: . 
ents prefaced their reservations or objections by stat- 
ing that they approved of the principles involved but 
quibbled with their implementation. After reading the 
many thoughtful and detailed responses, some from 
chairmen of departments, former APA officers, and 
psychiatrists active in the community, I have become 
convinced that we are not dealing with opposition to 
coercive CME and mandatory recertification (except 
to a daylong Board-type examination), but rather with 
reservations and objections to the methods of imple- 
mentation. As such, if we are to continue to hold the 
margin of support demonstrated by this survey, it may 
be extremely important to listen to such reservations 
and objections and attempt to correct them. 

Many of the objections were addressed to the spon- 
sors or directors of CME programs. Most telling was 
the criticism that programs were not relevant to psy- ` 
chiatrists’ perceived needs or planned around their 
time constraints and were not pertinent to their pri- 
mary professional activity. Related to this was the 
comment that CME teaching stresses minutiae, trivia, 
and quantified information; this is a criticism of CME 
testing as well. It should be possible to address both of 
these issues. Similarly, there should be more flexibility 
in the array of CME programs and an attempt to in- 
crease active learning programs and de-emphasize lec- 
tures and nonparticipatory learning experiences. The 
reliance of some CME programs on drug company 
support needs to be carefully reviewed, and if in- 
stances of the sort of abuse reported above continue, 
clear steps must be taken to differentiate and dis- 
sociate learning activities from *‘pill peddling.” The 
more flagrant examples of credit-selling need to be 
curbed — ideally by the sponsors themselves eXercising 
more discretion in what they accredit—so that AMA/ 
APA or government control does not increase. I am 
less hopeful about correcting many of the problem$ in 
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de « commercial aspects of CMF’; nere will be little 
moMXvation to decrease Mi du. mailings, given 
the success of direct mail versus advertisements or an- 


...^—Rayncements, or to decrease costs of programs, given 
-— faculty and department budgets. 


* The most intriguing aspects, of the criticisms elicited 
in the survey relate to educational research, an area 
that deserves increased funding and attention. Ques- 
tions abound: 

Who learns best, and how do they learn? 

Can we devise different programs for different types 
of learners? 

Do psychiatrists learn different subjects best if they 
are taught differently (e.g., group therapy if taught ex- 
perientially, psychopharmacology in a combination of 
supervised clinical activity and lectures)? 

Can the quality of patient care be correlated with 
professional skill levels and education or knowledge? 

Does working knowledge correlate with hours of 
participation? 

How do we increase self-initiated learning? 

How do we increase the COMENTE ratio (1.e., ed- 
ucational efficiency)? 

" How do we move from “Mickey Mouse” evaluation 
of both participants and programs without adding a 
new bureaucracy, crippling initiative and creativity, 
and driving our already excessively surveyed con- 
sumers into a frenzy? 

Can we do genuine educational outcome studies 
along the model of patient outcome evaluations? 

Another set of objections and reservations about 
CME and recertification relates to what might be 
called CME's administrative superstructure. As with 
the comments directed to sponsors of programs, those 
directed to the administrative superstructure may also 
be answerable in large part. There can be more flexi- 
bility between categories, with equivalent hours of 
credit spelled out to permit trade-offs; category J can 
be redefined to encourage more flexibility, creativity, 
and responsiveness to practitioners’ needs. In addi- 
tion, prevailing values skewing CME activities toward 
passive learning and packaged programs and away 
from journal reading, scholarly research, and active 
participatory experiences need to be reexamined; and 
efforts can be made to unify reporting so that psychia- 
trists need not submit separate forms to the different 
organizations to which they belong, different states in 
which they are licensed, and different hospitals with 
which they are affiliated. 

The criticism of the poor quality of current programs 
presents a problem, since if further efforts at quality 
control are to be made by the administrative super- 
structure rather than individual sponsors, there is a 
risk of more bureaucratization, less flexibility, and in- 
creased cost to participants. The problem of providing 
low-cost programs is being increasingly answered by 
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APA, which is offering. such programs at its annual 


meetings; more such programs need to be offered there 
and at APA area and district branch levels. The idea of 


having psychiatrists take proficiency tests and then - 


concentrate on remediation of the gaps in knowledge 
demonstrated in the tests 1s intriguing. The sort of self- 
assessment available to internists permits such 
gram more easily than does the Psychiatric Knowledge 
and Skills Self-Assessment Program, but we are surely 
moving in that direction. Finally, the low percentage 
of certified psychiatrists should be a continuing con- 
cern, and increasing that number should be a high-pri- 
ority item for the American Board of Psychiatry and 
Neurology. 

A number of objections and reservations concerning 
CME and recertification have to do primarily with psy- 
chiatrists' attitudes, about which not much can be 
done short of reassurance, personal experience with 
CME programs and recertification, and tolerance. For 
instance, many psychiatrists clearly feel entitled to 
practice without further (outside) education. Psychia- 
trists feel demeaned and degraded when outside rules 
are established for their continuing education, and 
some admit that their instinctive response to coercive 
education is resistance. They also feel overcontrolled 
by outside forces, and while preferring professional or- 
ganizational control to government control, they dis- 
like the whole idea. They also feel singled out unfairly 
and object to the fear-inducing effect of anything coer- 
cive or mandatory. Many not only see the hand of Big 
Brother in the move to CME and recertification, but 
also feel it presages a totalitarianism and socialistic fu- 
ture for medicine. Finally, many admit to examination 
anxiety and wish no repetition of that unpleasant expe- 
rience. 

Despite all of the efforts that have been made to edu- 
cate the profession concerning the need for CME, it 
was obvious from the replies to this survey that some 
psychiatrists still do not understand what CME is all 
about. We should redouble our efforts to inform our 
colleagues of CME requirements for professional 
membership, state licensure, and hospital affiliation 
lest we face an angry and still uninformed group once 
due dates begin to fall. 
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Researchers have found that state-dependent learning 
is associated with the administration of a wide variety 
of drugs. Recent data suggest that similar phenomena 
may occur secondary to endogenous changes in 
neuroregulatory substances. The authors point out 
that awareness of such changes in cognitive 
processing strategies and abilities should help to 
further our understanding of the phenomenology of 
psychiatric states and should generate 
psychotherapeutic techniques designed to maximize 
the transfer of information across psychiatric states. 


STATE-DEPENDENT LEARNING effects have been dem- 
onstrated in a variety of animal and human experi- 
ments. Typically these studies have shown that re- 
sponses or behaviors that are learned under a given 
drug condition are more easily retrieved when the sub- 
ject is tested under the same drug condition than under 
a different drug condition or when no drugs are given. 
Although most of the research on state-dependent 
learning has defined "state'"' and "state change” in 
terms of pharmacological manipulation, we would ex- 
tend the concept of "state dependency" to include 
natural or pathological alterations in underlying neu- 
rochemical and electrophvsiological characteristics. 
Researchers have suggested that alterations in neu- 
rochemical and electrophysiological functions are also 
capable of affecting the processing and retrieval of in- 
formation and that experiences appear to be “‘en- 
coded" ' (transformed and organized) and retrieved in a 
state-specific manner (1-4). Interpreting clinical data 
on the basis of these findings could provide an alterna- 
tive means for understanding the disparate forms of 
psychopathological cognition and for assessing tradi- 
tional psychotherapeutic interventions into such 
states. For example, techniques that have been shown 
to disrupt state-dependent effects in pharmacological 
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paradigms could be considered potentially useful in 
overcoming psychopathological ‘‘state-bounded- 
ness." Before evaluating such applications, how- 
ever, it is important to review the development of the 
concept of state-dependent learning and some of the 
issues that have emerged from it. 


STUDIES OF STATE-DEPENDENT LEARNING 


The phenomenon of state-dependent learning was 
first studied and tested in animals. These studies used 
a wide variety of drugs (see table 1) and were often 
viewed as drug discrimination experiments. The focal 
question asked was whether an animal could discrimi- 
nate on the basis of stimulus properties one state (de- 
fined by a drug and dose) from another state (placebo, 
another drug, or the same drug at a different dose). 
(See Overton's review of state-dependent learning in 
animals [21].) 

State-dependent Jearning in man was demonstrated 
originally by confirmation of an alcohol-induced dis- 
sociated memory state (7, 8, 22-26). Drugs other than 
alcohol that have been shown to elicit dissociations in 
memory include amphetamine, methylphenidate, 
marijuana, amobarbital, sodium amytal, physostig- 
mine, and chlorpromazine (5, 6, 9-11, 16, 17, 27). 

State-dependent phenomena have been found in a 
variety cf other altered brain states. For example, ina 
study of the cognitive processes of rapidly cycling 
manic-depressive patients (18), patients recalled infor- 
mation learned during mania better during mania and 
information learned during depression better during a 
recurrence of depression. Parallel findings of affective 
state dependency have been observed in normal vol- 
unteers and depressed patients subjected to an altera- 
tion of biological rhythm and mood through sleep dep- 
rivation (19, 20). 

Recent research (1) has shown that the demonstra- 
tion of state-dependent learning relies in part on how 
the learning and retrieval tasks are structured. For ex- 
ample, dissociative phenomena are not seen when sub- 
jects are given retrieval strategies for recalling events 
processed in some disparate state, as in cued recall, 
but they are seen when the subject is given no strate- 
gy, as in free recall. Repeating items or having subjects 
‘‘overlearn’’ items at the time of storage also seems to 
prevent dissociations of information. In addition, in- 
formation that is highly encodable and that forms 
salient memory traces is less likely to be ‘‘lost’’ or dis- 
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Drug states : 
_Stimulants > 
Amphetamine Hurst and associates (5) 


Methylphenidate Swanson and Kinsbourne (6) 
Sedatives 

Alcohol Goodwin and associates (7) 

Hinrichsen and associates (8) 

Amobarbita! Ley and associates (9) 

Thiopental Osborn and associates (10) 
Antipsychotic agents 

Chlorpromazine Otis (11) 
Hormones 

Progesterone Stewart and associates (12) 

Corticosterone Stroebel (13) 

Adrenocorticotropic 

hormone Gray (14) 

Dexamethasone Pappas and Gray (15) 
Hallucinogens 

Marijuana Hill and associates (16) 


Darley and associates (17) 


* Clinical states 


Weingartner and associates (18) 
Weingartner and associates (18) 


. "Mania 

, Endogenous depression 
Sleep-deprivation-induced 
dysphoria 
Experimentally induced 
negative affect 


Weingartner and Murphy (19) 


Macht and associates (20) 


sociated during recall in a disparate state than subtle, 
less saliently encoded information. 

Although interpretation of pharmacological state de- 
pendency has focused primarily on theoretical aspects 
of memory encoding and retrieval, clinically relevant 
associations have also been made. For example, Over- 
ton (28) has suggested that one component of psycho- 
logical drug dependence is the difficulty in retrieving 
information experienced by people who attempt to 
switch from chronic drug use to no drug use. Similarly, 
Swanson and Kinsbourne (6) have addressed the clini- 
cal implications of long-term stimulant administration 
to hyperactive children. 

State-dependent learning effects have also been 
demonstrated in association with exogenous adminis- 
tration of adrenocorticotropic hormone, progesterone, 
and dexamethasone (12, 14, 15). This suggests that 
such phenomena could occur as a natural byproduct of 
rhythmic or stress-induced alteration of endogenous 
hormonal secretions and their regulatory neurotrans- 
mitters. The demonstration of a correlation between 
circadian variations in learning and corticosterone (13) 
also supports the idea that state-dependent phenome- 
na are recurrent physiological events that affect how 
an organism records and gains access to information. 
Prolonged alteration of underlying neurochemical con- 
trols may be responsible for some of the extensive 
changes in information processing and retrieval that 
are noted in such pathological conditions as schizo- 
phfehia and manic-depressive illness. 
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THEORETICAL IMPLICATIONS FOR 
PSYCHOTHERAPY 


Since traditional psychotherapy uses many prin- + 


ciples of social learning and relies on extensive histori- 
cal (biographical) retrieval (29, 30), it is useful to view 


clinical issues in the context of state-dependent ghe- J 


nomena. Much of psychotherapy involves getting ac- 


-cess to unconscious material and transforming and or- 


ganizing this to adaptive behavior. Viewing clinical is- 
sues in the context of state-dependent phenomena 
generates questions that can be heuristically examined 
and techniques that can transcend psychopathological 
'"state-boundedness." For example, what factors af- 
fect a patient's recall of important historical data? Is 
the extent of recall correlated with the production of 
insight? What conditions are necessary for the suc- 
cessful transfer of the insights and experiences ac- 
quired in psychotherapy to other areas of a patient's 
life? Can psychodynamic developmental stages be 
characterized by different encoding strategies, and is 
personality regression to such stages correlated with a 
similar ontogenetic change in memory processes? Is 
the temporal patterning of sessions related to the de- 
gree of informational transfer between sessions and, 
thus, to the progress of psychotherapy? 

Much of what goes on in psychotherapy can be 
thought of in terms of information processing. Patients 
can be viewed as engaging in psvchotherapeutic trans- 
actions while in an altered state (e.g., they might be 
anxious, depressed, anhedonic, or confused). The 
therapist is enlisted to place designated problems into 
a cognitive framework that serves as a vantage point 
from which to observe alternative and more successful 
strategies. This is done in the context of a relationship 
that encourages the necessary emotional arousal to en- 
gage in the task or strategy prescribed by the theoreti- 
cal basis of the therapy (31). Ideally, the patient expe- 
riences some form of reward for using this strategy and 
can integrate it into his or her general functioning. 

The observation that patients are usually unable to 
generate successful strategies or insights by them- 
selves suggests that they have difficulties in their abili- 
ty to recall, structure, and use important historical ma- 
terial. Severely depressed patients, for example, often 
find it hard to recall or elaborate on earlier periods of 
well-being and will often report a loss of skills with 
their mood change. Patients recently recovered from 
severe psychotic episodes usually exhibit a similar dif- 
ficulty in recalling details of their psychotic experi- 
ences. This finding is often interpreted in terms of de- 
nial but from a state-dependent vantage point can be 
conceptualized as a state-specific deficit in retrieval. 
Different physiological states dictate different mecha- 
nisms and coding cues for the storage of material; gain- 
ing access to such material may be impeded by an al- 
teration of the biological substrate. Within this frame- 
work psychotherapeutic interventions could be 
defined as techniques designed to overcome the state- 
bound nature of historical material. 
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Psychodynamic constructs of development can also 
be usefully related to the principles of state-dependent 
learning. One may conceive of all psychic material not 
in the immediate field of awareness material that has 
been encoded by a series of operations that are not 
easily restructured. According to classical psycho- 
analytic theory the original perception and processing 
of this material takes place in early childhood, when 
memory processes are characterized more by eidetic 
than by verbal recall. The phenomenon of childhood 
amnesia has been ascribed to these developmental dif- 
ferences (32). Normal human development may be as- 
sociated with a series of different stages or states of 
information processing; it would be difficult to transfer 
certain forms of material acquired in any of these 
states to any other states because of developmental 
changes in encoding strategies. Piaget’s work (33) has 
supported the hypothesis of state-specific develop- 
mental changes in attention, learning, and memory 
processes. Psychodynamic theories postulating that 
pathological conflict 1s related to fixation at critical 
stages of development can also be viewed in this light. 

Many clinical strategies designed to promote access 
to subconscious material use techniques that have 
been shown to disrupt state-dependent effects. Trans- 
ference, for example, can be thought of as a predict- 
able consequence of the therapist's cognitively and af- 
fectively cuing the patient to retrieve material associ- 
ated with states of being in a similar context. 
Therapeutic support of a patient's regression to an ear- 
lier stage of adaptation can also be viewed as an at- 
tempt to foster retrieval of material embedded in the 
structure of that state. The exploration of adult pathol- 
ogy associated with childhood conflict would then be 
dependent on reusing the cognitive operations used in 
early developmental states. Material retrieved by 
these operations could be re-encoded according to the 
processing strategies dictaied by the patient's thera- 
peutically controlled state. Cuing along experiential 
rather than verbal lines might be expected to evoke 
material associated specifically with childhood eidetic 
perception. Suggesting that the patient go back to see 
people and places that were important to him as a child 
or using visual and tactile modalities could be sug- 
gested as effective therapeutic techniques for similar 
reasons. 

Difficulties encountered in the progress of therapy 
can also be paralleled by difficulties encountered in the 
process of information retrieval. Defensive mecha- 
nisms may be thought of as states of incomplete or in- 
correct information processing. Affective components 
of incoming information are encoded separately and 
under different retrieval structures from the strictly 
cognitive components of that information. 


PRACTICAL IMPLICATIONS FOR PSYCHOTHERAPY 


The state-dependency perspective may have practi- 
cal clinical implications as well as theoretical implica- 






tions for psychotherapy. Ii e that e 
eri- 


shown to disrupt state- dependent learning in e 
mental paradigms can be translated into clinical tech- 


vt 


niques focused on a simijar goal. Such techniques.itr—^ .. 


clude cortrolling the context in which material is pre- -~ 


sented and retrieved, Manipulation of arousal, arfd 
specific cuing of information. 


Controlling the Context 


Alteration of the context in which information is 
presented can directly affect the salience of the cues 
necessary for successful recall. Recognition that re- 
sponses learned in an altered brain state may be more 
dependent on visual or kinesthetic cues than on verbal 
cues, for example, could suggest the emphasis of these 
modes in the transmission of information in therapy. 
Studies in animals have shown that drug- and lesion- 
induced brain states promote individually unique strat- 
egies for learning. Rats given phenobarbital pay more 
attention to response sequences to escape from a 


maze, but nondrugged rats attend more to place cues | 


(34). Changes in neurotransmitter levels associated 
with intense mood states may similarly dictate learning . 
strategies that are ineffective in certain problem-solv- 
ing situations and may produce retrieval operations 
that cannot decode experiences stored while the pa- 
tient was in a different mood state. Characterization of 
the specific encoding operations used by patients with 
different pathologies would allow for the presentation 
of material in therapy in such a manner that state-de- 
pendent effects were minimized. 


Manipulation of Arousal 


The recognition that affective arousal is an essential 
component of successful psychotherapy is supported 
by animal studies showing that emotionally important 
stimuli can initiate memory retrieval processes that 
overcome a state-dependent deficit (35, 36). Affective 
arousal has been shown to facilitate recall in humans 
as well (37) and drugs that increase arousal have been 
shown to improve memory disturbances in severely 
depressed patients (38). A biological substrate for such 
effects has been suggested by recent studies delineat- 
ing the roles of various pituitary peptides (especially 
vasopressin and adrenocorticotropic hormone) in as- 
sessing the motivational value of environmental cues 
and in affecting short- and long-term memory (39). 
Since these compounds are released in states of arous- 
al and are modulated by the same limbic areas that reg- 
ulate emotional behavior and memory, they may play 
a strong part in determining what material is stored 
and what cues are associated with its storage and re- 
trieval. For example, the fact that many depressed pa- 
tients show a mood-specific elevation of glucocorti- 
coid preduction, often to the levels noted in Cushing's 
syndrome, Suggests a compromised arousal system 
that is relatively insensitive to the specific labeling of 
important information (40) and is potentially involved 
in the phenomenon of dissociative learning. : 

As described by Braff and Beck (41), the cognitions 
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epressed patients are pe ilarly inflexible. These 
pati&nits are incapable of 1 .embering the affective 
significance of past euthymig states and of envisioning 
uture mood improvement. Wherefore, it could be hy- 
pothesized that the state-bound nature of depressive 
Cognition is in part an effect & the elevated adrenocor- 
ticoid levels reported in depressive illness. 

Stroebel s animal studies (13) have shown that cer- 
tain aspects of emotional recall may be dependent on 
circadian variations in arousal mediated by corticoste- 
rone. Rats that acquired a conditioned fear response 
demonstrated greater retention of this response when 
retested at a particular time of day than at any other 
time. It is not inconceivable that human emotional 
learning is dependent partly on circadian rhythms; ac- 
cess to acquired emotional responses as well as gener- 
alization of responses acquired in therapy would thus 
relate to the internal coding of the original response. 

This mode: leads to the question of whether direct 
manipulation of the appropriate endogenous neuro- 
chemical substrate mediating state-dependent effects 


might not be approached therapeutically. Pharmaco- 


logical manipulation of arousal would be expected to 
disrupt state-dependent effects, as would psycho- 
therapeutic presentation of emotionally activating 
stimuli. Studies exploring the use of psychomotor 
stimulants in psychotherapy (42, 43) support this hy- 
pothesis. Recognition that psychotherapeutic drugs 
which specifically affect mood or arousal may them- 
selves produce state dependency should also lead to 
an increased appreciation of any learning or memory 
deficits that may be expressed by patients initiating or 
discontinuing these medications. 


Specific Cuing 


Using specific cuing techniques may also disrupt 
state-dependent learning. Awareness of what cues are 
associated with what states would allow the therapist 
to encourage preferentially the rememberir z of materi- 
al important to the therapeutic situation. T 1e clinician 
may choose to present cues designed to ir. |rease anx- 
iety in the patient if he or she believes the patient's 
core conflict is associated with anxiety in\the past. 
Similarly, if behavior learned in therapy doés not ap- 
pear to be readily generalized to key situations outside 
of therapy, the therapist could consider presenting 
specific cues that would be anticipated in these situa- 
tions. According to the state-dependent paradigm, 
generalization of material learned in therapy would be 
increased. 


CONCLUSIONS 


The strategies that have been suggested are not sub- 
stantially different from such traditional techniques as 
free association and behavior rehearsal. The state-de- 
pendent learning framework, however, provides a 
conception of therapeutic practice that bridges individ- 
ual analytic, behavioral, and biochemical contribu- 
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tions. As such, it may lead to a clearer understanding 
of many of the events that are deemed important in the 
expression of psychopathology and the methods used 
to change behavior. 
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evelobment of an Internship Program in Psychiatrie : 


PY MAGNUS LAKOVICS, MWD., AND BARBARA MARK, R.N., M.N. 


As medicine and nursing have become increasingly 
specialized, the need for additional training for the 
graduate nurse has become more evident. One way in 
which nursing educators have dealt with this problem 
is through the establishment of general nursing 
internship programs. The authors review some of the 
historical background for the development of these 
programs and describe the establishment of an 8-week 
specialized nursing internship program in psychiatric 


- nursing. They conclude with a brief evaluation of the 


program. 


IN RECENT YEARS much of psychiatric hospital prac- 
tice has moved from state hospitals to general hospi- 
tals, private psychiatric hospitals, and community 
mental health centers. As a result, psychiatric nursing 
has taken on a new complexity. The aim of treatment 
in psychiatric hospitals has shifted from custodial care 
to promoting an optimum state of functioning and as- 
suring the patient’s rapid return to his community. 
Nursing education has struggled, and continues to 
struggle, with the problem of how most effectively to 
educate nurses in increasingly specialized and com- 
plex functions. 

The need for specialized postbasic educational pro- 
grams has been documented in a variety of clinical 
areas (1-6). There are many programs that provide 
postgraduate education to nurses who wish to obtain a 
graduate degree (7, 8). However, such programs do 
not fulfill the needs of a significantly large group of 
nurses who do not have the time, inclination, or mon- 
ey to engage in formal graduate education but want to 
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improve their basic psychiatric nursing skills. In-serv- 
ice education programs have endeavored to meet the 
needs of this group, but such programs by definition 
have a limited focus on instruction related to practices 
of the specific institution (9). 

One method we believe can provide continuing edu- 
cation to the graduate nurse is a structured nurse in- 
ternship program. The National League for Nursing 
listed 29 nurse internship programs in 17 states and the 
District of Columbia when this program was initiated. 
All but 7 of the hospitals that offer these programs 
have inpatient psychiatric units. However, a review of 
the literature from 1969 to the present revealed that 
articles on nurse internship programs are scarce (10- 
14). We found no articles that described internship 
programs specifically for the psychiatric nurse. Al- 
though it is possible that other such programs do exist 
in the United States, it is our assumption that the psy- 
chiatric nurse-internship program we will describe is 
unique. 

The purpose of this paper is to review some of the 
history of psychiatric nursing and psychiatric nursing 
education and to describe a structured nursing intern- 
ship program currently being offered at Portsmouth 
Psychiatric Center. We will conclude with a prelimi- 
nary report of our evaluation of the program. 


HISTORICAL REVIEW 


At the end of the nineteenth century, roles of the 
psychiatric nurse had been described as "assisting the 
physician ... administering sedative drugs such as 
whiskey, chloroform, and  paraldehyde; hydro- 
therapeutic measures. . . and wet sheet packs” (15, p. 
6). The movement to unshackle mental patients, which 
was started in 1793 by Phillippe Pinel and continued 
into the nineteenth century, had a tremendous impact 
on psychiatric nursing. "Freed from restraints, the 
mentally ill person had to be dealt with as a personal- 
ity” (16, p. 51). This change in philosophical approach 
made it necessary for the nurse to establish a relation- 
ship with the patient. The need for specialized training 
for those who dealt with the mentally ill became evi- 
dent, and by the end of the nineteenth century there 
was a growing appreciation of the therapeutic contri- 
butions of the psychiatric nurse. | 

During the 1930s the increasing practice of somatic 
therapies made even more obvious the need for well- 
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prepared and highly trained nurses. The publication in 
1953 cf The Therapeutic Community by Maxwell 
Jones (17) further reinforced the increasing involve- 
ment of nurses in psychiatric treatment. Peplam (18) 
had already identified the roles of the nurse as creator 
of a therapeutic environment, socializing agent, and 
psychotherapeutic agent. Jones's book, with its explicit 
assumption that the social milieu was in itself an effec- 
tive form of treatment, helped to secure the position 
of the nurse on the psychiatric treatment team. 

As early as 1871, an article in a well-known wom- 
en's magazine of the day stated, ‘‘The duties of a sick 
nurse require an education and training little inferior to 
that of the medical profession” (cited in reference 19, 
p. 1795. In 1880, the first school to give organized in- 
struction in psychiatric nursing was established by Dr. 
Edward Cowles at the McLean Hospital in Massachu- 
setts. Training in general nursing was arranged 
through affiliations with other hospitals. These schools 
did much to improve the nursing care of mental pa- 
tients, but they were hampered by a lack of funds, edu- 
cational facilities, and trained instructors (20). Anoth- 
er prime reason for their failure was a lack of demand 
for their graduates, and by 1930 these hospital-based 
schools began to close. 

Following World War II, governmental concern 
about the seriousness and magnitude of the mental ill- 
ness problem, as well as the rapidly expanding psychi- 
atric services of Veterans Administration hospitals, re- 
sulted in the passage of the National Mental Health 
Act of 1946 (21). This act provided for the education of 
professional personnel in the fields of psychiatry, psy- 
chology, nursing, and social work. The effects of this 
act on psychiatric nursing were wide ranging. It was 
now possible for significant numbers of nurses to ob- 
tain graduate education in psychiatric nursing, and 
they became highly skilled clinicians, teachers, admin- 
istratars, and in the case of those with doctoral level 
educazion, researchers. 

Ancther piece of legislation, the Community Mental 
Health Centers Act of 1963, is still exerting effects on 
psychiatric nursing and psychiatric nursing education. 
One cf these effects has been the encouragement of 
nurses with masters' or doctoral degrees to practice in 
the community. However. it remains a fact that the 


most disturbed patients are the ones who are hospital- | 


ized, yet the nurses who work with these patients are 
those with the least training. We believe that the in- 
ternskip program in psychiatric nursing is one way to 
ensure outstanding clinical care for patients who most 
need It. 


DESCRIPTION OF THE FACILITY AND PROGRAM 


Portsmouth Psychiatric Center ts a 148-bed private 
psychiatric hospital in Portsmouth, Va., which offers 
comprehensive programs for adults, adolescents, and 
children. There is a multidisciplinary team approach to 
treatment. 
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The psychiatric nurse x d prog am'covers'an^ 
8-week period. The internship program was pos of- 
fered in the summer of 1975 and has been repeated an- 


nually. By January 1979 Ja total of 39 registered nurses ~: 


had completed the progfam, which arose from the be- - 
lief shared by the Dirgctors of Nursing Service amd 
Nursing Education that registered nurses must háve 
additional preparation and experience in clinical and 
administrative aspects of their role as nursing leaders : 
on the clinical units. 

The internship 1s significantly different from more 
traditional employee orientation and in-service educa- 
tion programs. However, all of the nurse interns do 
complete a three-week orientation program and are ex- 
pected to take advantage of in-service and continuing 
education opportunities throughout their employment. 
All new hospital personnel, no matter what their level 
of training and educational experience, participate in 
the orientation classes, so there is only a limited 
amount of time to deal specifically with problems the 
recently graduated registered nurse may encounter. 


PROGRAM CONTENT: CLINICAL . ASPECTS 


Areas covered in the clinical section cf the program 
include interviewing skills, therapeutic relationships, 
group dynamics, milieu therapy, women and psychia- 
try, schizophrenia, crisis theory, and suicide. The top- 
ics that we selected for this section were chosen on the 
basis of questionnaires the interns filled out before the 
program was started, as well as on an understanding of 
the needs specific to a psychiatric inpatient service. 

The goal of the class on interviewing skills is to up- 
grade skills, particularly in increasing the ability to 
recognize various levels of communication. Video- 
taped role-playing interviews are shown to enable the 
interns to ‘‘feel’’ the differences between superficial 
nontherapeutic interviews and interviews designed to 
help the patient gain comfort through problem identifi- 
cation and problem solving. In addition, the nurse in- 
terns have the opportunity to discuss interventions in 
situations where we had noted that nursing students 
showed less than helpful responses. This exercise 
presents the group with the chance to understand that 
personal style has a great deal to do with one's choice 
of response in a given situation. Nurses also learn that 
there are any number of different responses that will 
keep an interview progressing smoothly. 

Classes on the therapeutic relationship focus on the 
processes of relationship building, resistance, transfer- 
ence, and countertransference (22, 23). Registered 
nurses at Portsmouth Psychiatric Center function as 
"secondary therapists” whose goals are to facilitate 
the patient's adaptation to the milieu, help the patient 
formulate goals for hospitalization, and establish and 
maintain a therapeutic alliance with the patient. The J 
concept of dynamic phases in individual therapy is 
taught along with some common stumbling blocks for 
novice (and experienced) therapists. Interns are con- 
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tinually encdurageW to examine their own behavior as 
the establishment of the relationship progresses. Re- 
sistanve Is viewed as a process that the patient uses 
either consciously or uncongciously to avoid coming 
to terms with material that h& or she feels will be emo- 
tionally painful. Transferenceland countertransference 
are discussed in terms of how pervasive and powerful 
they may be in a developing relationship and how they 
affect behavior on the unit. Case examples are an im- 
portant part of this discussion. 

Common reactions to termination are discussed, as 
are guidelines for dealing with these reactions. One 
problem unique to the nursing staff in the hospital set- 
ting is the regular, sometimes daily, need to terminate 
with patients. Once again, the nurse's recognition of 
his or her own feelings and constructive use of them is 
emphasized. 

Group dynamics, as we have defined the term, is the 
""studv of the characteristics of groups, the dimensions 
of their growth, leadership, and decision-making proc- 
esses" (24). This class includes discussion of the 


' types of social power, as well as the process of norm 
. development within a group. Bales's interaction proc- 


\ 


ess analysis is introduced to discuss role theory (25). 
In addition, the interns have an experiential exercise 
in which they can participate and evaluate some of the 
dynamics operating in their own group as they try to 
solve a problem with which they are presented. 

The ideas presented in the class on the therapeutic 
milieu are based on the belief that the psychiatric in- 
patient unit is a social system and in itself can be an 
effective method of treatment (17, 26, 27). Because the 
nurse is primarily responsible for the creation of this 
therapeutic environment during the ‘other 23 hours," 
an understanding of concepts about the milieu is cru- 
clal. A successful milieu is viewed as one that pro- 
motes a better understanding of interpersonal relation- 
ships and enhances the patient's self-esteem. Group 
responsibility and positive limit setting, concepts 
which are often difficult for novice therapists, are also 
emphasized. It is stressed that rational limit setting is 
designed not to enhance the comfort of the staff but to 
provide the patient with temporary ego boundaries un- 
til he or she is able to take over this responsibility (28). 

A section dealing with women and psychiatry is pre- 
sented since very few nurses have been exposed to 
some of the more recent research on women. Women 
are often the majority of our patient population, and 
about 98% of nurses are women. The work of Horner 
(29) on ambivalence over successful achievement is 
presented as a way of introducing some alternative 
conceptualizations regarding problems that women pa- 
tients experience. In addition, the Broverman and as- 
sociates classic study (30) describing healthy male 
and healthy female personalities is presented to en- 
courage interns to begin to question some of the long- 
held clinical and mental health assumptions about 
women. These assumptions have an obvious impact 
on patients, both male and female, and on the practice 
of psychiatric nursing. 
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Schizophrenia as a syndrome is presented as a para- 
digm of mental illness in the hospital settirig. Patients 
who are diagnosed as schizophrenic can be seen along 
a spectrum of functioning ranging from gross to mod- 
erate or mild impairment. Widely divergent etiologic 
theories about schizophrenia are also presented. 


More important to the psychiatric nurse, however, ' 


are practical applications in working with the patient 
who is overtly psychotic. Hallucinations, delusions, il- 
lusions, concrete thinking, word salad, neologisms, 
and associative looseness are defined for the interns, 
and examples from clinical practice are given. Clinical 
techniques for dealing with each aspect of the thought 
disorder are discussed. 

In the class on crisis theory, Lindemann's work on 
grief is reviewed as a model for any crisis (31). Psychi- 
atric emergencies are likened to medical emergencies 
in that they are acute situations whose course may be 
favorably altered by prompt and correct intervention 
and evaluation in such a way that the person's psycho- 
logical equilibrium is restored and a long-term problem 
does not develop. 

Suicide is viewed as one specific type of crisis situa- 
tion, and in the class on the suicidal patient the nurse 
interns review some prevalent myths about suicide. 
The goal of this class is to present information about 
ways of identifying significant suicidal risk. Such in- 
struction may make the nurse more aware of verbal, 
nonverbal, and behavioral changes during hospital- 
ization that may indicate increased suicide potential. 
Nurses are taught to inquire directly about suicidal in- 
tent. Nurses who are new to the field, however, may 
initially have some discomfort about what seems to be 
a blunt invasion of the patient's privacy. At such times 
more experienced nurses in the program can help by 
sharing their experiences with the newer nurses. 


ADMINISTRATIVE ASPECTS 


The defined leadership role of the registered nurse at 
Portsmouth Psychiatric Center includes some exper- 
tise about patients' needs and how best to meet them, 
decision-making ability, ability to set priorities, ability 
to direct and supervise staff, and a capacity for inde- 
pendent action. Leadership styles, i.e., autocratic, 
democratic, and laissez-faire, are discussed, as are the 
strengths and weaknesses of each (32). McGregor's 
contrast of Theory X and Theory Y management 
styles is presented as a way of conceptualizing some 
differences in management styles (33). An inter- 
actional theory of leadership is stressed in which lead- 
ership is seen as a function not only of the personality 
of the leader but of the emerging situation as well. 

One way in which we help the nurse interns to be- 
come more aware of their own leadership styles is 
through completion of the Blake and Mouton survey of 
managerial styles (34). These styles are plotted along 
two axes, a production-centered axis and a people- 
centered axis. The majority of the nurse interns have 
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rated themselves highly production-centered and high- 
ly people-tentered, an idealistic position that may be 
difficult to maintain when they are faced with what 
may be conflicting institutional and personal demands. 

Another consideration in effective leadership is su- 
pervision of staff. Maslow's hierarchy of needs (35), 
with which most nurses are familiar, is introduced as a 
conceptual framework for relationships with staff 
members. The effective handling of interpersonal con- 
fl:cts is an important part of the nurse-manager's job 
because the covert anxiety that often results can cause 
ircreased acting out by patients. Nurses are encour- 
aged to apply Maslow's hierarchy of needs in their su- 
pzrvisory ‘relationships with staff. 

Another important aspect of effective leadership is 
a1 understanding of the decision-making process. 
Nurses are exposed to this process early in their edu- 
cational experience, but it is called the "nursing proc- 
ess at that point. When these related processes are 
broken down into identifiable familiar components, ad- 
ministrative decision-making becomes an area of much 
less concern. 

Part of an acceptance and understanding of the deci- 
sion-making process is accountability for one's ac- 
tions. Risk-taking and decision-making have obvious 
applications in the psychiatric hospital in treating hom- 
icidal or suicidal patients, assessing readiness for dis- 
charge, and initiating or terminating close observation 
of a patient. Functions or tasks can be delegated, but 
responsibility must be borne by the individual. 

Another role of the nurse-leader is in planning 
change and helping statf members respond appropri- 
ately to change (36). Once again, the decision-making 
process comes into play, since the first step in planned 
change is awareness or definition of a problem. Once 
tae problem is adequately defined, a major task in it- 
self, suggestions can be offered and a choice made. 
The role of the nurse-leader in bringing about planned 
change and dealing with resistance to change is to 
create a climate that is conducive to successful plan- 
ring for change. This can be accomplished through in- 
volvement of those who will be affected by the change. 

A basic introductory section on legal aspects of psy- 
chiatric nursing is presented (37). The philosophy of 
ection that is stressed is one of reasonable care and 
defensible decision-making. Additional emphasis 1s 
placed on the necessity of correct and complete docu- 
mentation in the medical records to minimize the pos- 
sibility of litigation. The term "negligence" is dis- 
cussed, as are the rules of personal liability, the doc- 
trine of respondeat superior, res ipsa loquitur, and 
contributory negligence. Implications of these legal is- 
«ues for nursing practice are discussed. Specific legal 
questions are clarified by the hospital's attorney. 


PERSONNEL 


The development and continuing success of a psy- 
chiatric nurse internship depend on the personnel in- 
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volved in implementing and contjhuing»to teach, su- 
pervise, and administer the program. The Directot of 
Nursing Education is primarily responsible for the 


nurse internship progranf. It is important that this per: .: ~ 


son be educated and experienced in nursing education 
as well as having experfise in the clinical setting. The 
Director of Nursing Education must be an advocate-of 
the program and must defend it against attempts at 


erosion due to clinical demands by other administra- . 


tive personnel. The Director of In-service Education, 
whose major job responsibilities are the orientation of 
new emplovees and the maintenance of a continuing 
education program, plays a direct but somewhat less 
active role in the program. The Director of Nursing 
Service and the Medical Director of the hospital both 
play indirect roles in the internship program as strong 
administrative supports and as consultants to the Di- 
rector of Nursing Education. The Director of Medical 
Education, whose primary responsibilities include liai- 
son with the medical school, medical student and resi- 
dency training programs, and continuing medical edu- 


cation, also serves as an advocate for the program and `. 


as a liaison with the medical staff. 
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While it is not essential that all of the above-men- B 


tioned people be actively involved in an internship 
program, it Is necessary that one person be clearly 
identified as responsible for it, since erosion of educa- 
tional aims in the clinical setting is rapid unless an 
unencumbered advocate is available to support the 
program. 


EVALUATION 


The first group of nurses who completed the pro- 
gram in 1975 evaluated it informally through the use of 
a brief questionnaire. All indicated they found the 
course helpful in preparing them to carry out their Job 
responsibilities. Interns who have finished the pro- 
gram since 1975 have completed a somewhat more for- 
mal evaluation. Eleven content statements about the 
program were included, to which the nurses could re- 
spond on a scale ranging from "strongly agree" to 
"strongly disagree." There was either strong agree- 
ment or agreement with every statement, which to us 
indicates a very positive endorsement of the program. 
Many of the nurse interns have mentioned that the 
program would not have been helpful without the work 
experience that goes along with it. It is one thing to 
talk about what one would do in any given situation 
and quite another to be able to examine critically one's 
actions in that situation. 

The most obvious question that comes to mind when 
discussing this program is whether or not it actually 
makes a difference in the quality of work. One of the 
methodologic dilemmas that has prevented us from 
more formally evaluating this area is the difficulty of 
adequately controlling variables such as previous 
work experience, length of employment at the hospital 
before beginning the program, and type of generic édu- 
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` cation: And; of co\rse the question of whether or not 
the internship program turns out a ‘‘better’’ nurse re- 
mains to be answered. One possible indication is that 

," -Seven of the registered nursds who completed the first 
- two offerings of the program have advanced to clinical 


aeministrative or clinical su 


rvisory positions in the 


hospital. 


CONCLUSIONS 


In this paper we have attempted to demonstrate the 


need for psychiatric nurse internship programs, and 
we hope that the suggestions made here will have 
some impact on the development of psychiatric nurse 
internship programs elsewhere in the psychiatric nurs- 
ing community. Sederer, in a paper on moral therapy 
and the problem of morale, noted that “All too often, 
trainees (and practicing psychiatrists) resort to their 
medical identity and its organic directives rather than 
to paraprofessional and professional staff as a mutual 
-` source of energy, education, and support in the always 
=.. difficult tasks of psychiatric treatment" (38, p. 271). It 
is our belief that.a psychiatric nurse internship pro- 
gram can provide the graduate nurse the skill and 
knowledge required to meet this task with more hope 
of success. In addition, we think that an internship 
program requires only a small commitment on the part 
of the employing institution compared to the great ben- 
efit derived in increased capability of nursing staff in 
caring for patients. 


Ir 
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TOPICAL PAPERS: Some Clinical Findings in Schizophrenia 


CSF Copper in Schizophrenia 








BY STEPHEN P. TYRER, M.B., H. TREVOR DELVES, PH.D., AND MALCOLM P.I. WELLER, B.M. 


The authors measured copper levels in the 
cerebrospinal fluid of 8 schizophrenic subjects and 6 
contro!s. The schizophrenic subjects had significantly 
lcwer CSF copper values than the controls, which is 
consistent with the hypothesis that there is reduced 
centra: activity of copper-dependent enzymes in 
schizophrenia. These enzymes, tyrosine hydroxylase 
aad dopamine- f-hydroxylase, are involved in the 
synthesis and catabolism of dopamine. 


ONE CF THE most favored theories on the etiology of 
schizophrenia Is concerned with the role of dopamine. 
It is krown that the majority of drugs effective in treat- 
ing schizophrenia block the receptors at which dopa- 
mine acts (1). At least two enzymes involved in do- 
paminergic regulation. are copper-dependent—dopa- 
mine-8-hydroxylase (DBH), which converts dopamine 
to norepinephrine, and tyrosine hydroxylase, which 
catalyzes the hydroxylation of tyrosine to produce 
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dopa. Copper deficiency may be associated with re- 
duced activity of these enzymes. 
A number of studies (2-4) have demonstrated raised 


serum copper in schizophrenia. However, such di-  - 


verse conditions as myocardial infarction, infections, 
acute stress, and estrogen therapy also raise serum 
copper (5). To determine whether abnormality in cop- 
per metabolism is central in schizophrenia, Greiner 
and associates (6) looked at the copper content in the 
brains of individuals with this disease. In a post- 
mortem study on 12 subjects, they showed that there 
was no difference in the amount of copper in the brains 
of schizophrenic, brain-damaged, and normal sub- 
jects. To our knowledge, there has been no published 
paper on CSF copper in schizophrenia. This work was 
designed to look at the differences between copper lev- 
els in the CSF of schizophrenic subjects and in that of 
nonschizophrenic controls. 


METHOD 


All patients exhibiting delusions or hallucinations in 
clear consciousness who entered the admission ward 
of a London teaching hospital were screened with the 
Present State Examination (PSE) (7) before receiving 
any treatment. The PSE is a structured clinical inter- 
view administered by personnel trained in its use that 
indicates the presence or absence of psychiatric symp- 
toms according to clearly defined criteria. It has been 
used extensively in cross-cultural studies and has been 
found to be reliable even when administered by psy- 
chiatrists of widely different training (8). A computer 
program, known as CATEGO, classifies collected data 
according to 12 main diagnostic classes (7). 

Patients who had not received regular neuroleptic 
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drugs in*the month before interview were given the 


PSE: All those who fulfilled the nuclear syndrome cat- 
egory on the CATEGO (essentially those with first- 


They were asked for permisyion to perform a lumbar 
puncture as part of a research project and 8 of the 14 
subjects gave informed consent to this procedure. All 
were acute admissions, and the nature of their symp- 
tomatology enabled clear-cut diagnoses. In addition to 
core schizoparenic symptoms, patients 5 and 8 also 
had delusions of persecution. 

Patients 2 and 7 had received 100 mg of chlorproma- 
zine and 10 mg of haloperidol, respectively, 4 days be- 
fore the lumbar puncture. However, these patients 
were included in the survey as they fulfilled all the oth- 
er criteria. Some of the patients had received ben- 
zodiazepine drugs as hypnotics but had not taken any 
other drugs for at least 5 days before the lumbar punc- 
ture. 

Control CSF samples were obtained from patients 


"rank Schneiderian or perm in t evaluated further. 


_ undergoing myelography for suspected lumbar disc le- 


wv 


sions. The case notes of these patients were investi- 
gated following this procedure and those patients who 
were taking drugs other than benzodiazepines and 
nonopiate analgesics were excluded from the analysis. 
Two patients with possible psychiatric illness were 
likewise excluded. No female subject was taking an 
oral contraceptive. 

Copper does not alter greatly after infancy (9) so the 
control and schizophrenic subjects were only roughly 
matched for age. Six of the 8 schizophrenic subjects 
were white, one came from the West Indies, and an- 
other was from the Middle East. One of the control 
subjects was from Pakistan. It has been reported that 
American blacks have higher serum coppers than 
whites (10). 

Immediatelv after collection, CSF specimens were 
stored at —20°C. Four to nine months elapsed before 
the specimens were analyzed blind at a different hospi- 
tal. Copper was measured directly in 50-4] volumes of 
CSF samples with a pulse-nebulizer technique similar 
to that described by Manning (11). This is an extension 
of conventional atomic absorption techniques. In all 
but two schizophrenic patients it was possible to ob- 
tain at least two CSF samples, and the results of the 
analyses in these cases were averaged. The reliability 
of copper estimations was analyzed by an analysis of 
variance model (12) and was acceptable at r=0.81. 


RESULTS 


The schizophrenic subjects had significantly lower 
CSF copper values than the control subjects (table 1). 
All the schizophrenic patients except | had CSF val- 
ues less than 1 umol/liter, whereas all the control sub- 
jects except | had CSF copper levels of more than 1 
umol/liter. The 2 subjects with delusions of per- 
secution did not show any difference from the other 5 
subjects. 
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TABLE 1 z 
CSF Copper Concentration in Schizophrenic Patients ånd Contrcis 
CSF Copper Level 

Subject Sex Age (x molliter) 
Schizophrenic patients 

i M 23 1.55 

28 F 26 0.50 ` 

3 M 27 0.85 

4? p 30 0.77 

SY M 33 0.40 

6? M 33 0.65 

78 F 34 0.65 

8? F 70 0.90 

Mean (+ SD) 0.78+0.35¢ 
Controls 

] M 22 3.30 

2" M 23 1.45 

95 M 28 3.10 

4 M 29 0.75 

s F 39 1.90 

6 M 40 1.45 

Mean (x SD) 1.99+1.01° 


*Subject had taken benzodiazepines within ! week before test. 
^Nonwhite. 
*pz.01, Mann-Whitney U Test. 


DISCUSSION 


The results are consistent with the hypothesis that 
there 1s reduced central activity of copper-dependent 
enzymes in schizophrenia, although this is by no 
means the only explanation for the findings. The cop- 
per-containing enzymes, tyrosine hydroxylase and 
DBH, are involved in the synthesis and catabolism of 
dopamine. The central role of copper in their activity 
is supported by the finding of reduced catecholamine 
production in neonatal copper-deficient rats (13). Defi- 
ciency of DBH activity in the autopsied brains of 
schizophrenics was reported in 1973 by Wise and Stein 
(14), although this finding has not been confirmed (15, 
16). 

Low activity of DBH in the serum of schizophrenics 
was recently reported in Japan (17), although previous 
studies were contradictory (18, 19). In any case, the 
correlation between CSF DBH activity and its activity 
in serum is poor (20). There is a need to elucidate CSF 
DBH activity in schizophrenia and supplement a pre- 
liminary report (21). 

Although the samples were analyzed many months 
after they were collected, they were stored in the same 
refrigerator and at the same temperature. Over some 
months evaporation could occur, but this would lead 
to a rise in the copper levels of all the specimens. In 
fact, the mean CSF copper level in the schizophreric 
subjects 1s lower than that reported in normal subjects 
(22, 23). Much lower figures were obtained by Kjellin 
(24) 15 years ago (0.25 molliter). Our control values 
are higher than those reported by these authors, and : 
the possibility exists that our control subjects were not 
representative of healthy volunteers. Further studies 
are needed to determine the consistency of these find- 
ings. ; 
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The Form and Content of Schizophrenic Hallucinations 


MT 1 
BY ANNE REMINGTON LARKIN. M.N., R.N. 


To evaluate changes in the hallucinatory experience, 
the author analyzed the form and content of the 
hallucinations of I0 schizophrenic patients during two 
phases of their illness, the acute phase and remission. 
In both test periods the patients experienced auditory 
hallucinations as objectively real and as directing their 
thoughts and behavior. Nonauditory hallucinations 
appeared more common than cursory examination 
would suggest. The patients were able to stop auditory 
hallucinations during remission but not during the 
acute phase of their illness. Hallucinatory content was 
` threatening and isolating during the acute phase but 
supportive and socially focused during remissions. 


THERE IS AN ASSUMPTION in the literature that the hal- 
lucinations of schizophrenia are a functional, adapta- 
tional response reflecting underlying pathology by 
demonstrating poor reality testing (1, 2), emotional 
arousal (3-6), vivid mental imagery (2, 5), and dis- 
turbed sensory input (7). These may, however, be ac- 
cessory factors accompanying the hallucination. Em- 
pirical information about the nature of the hallucina- 
torv experience is clearly necessary to initiate and 
evaluate appropriate treatment. 

In line with the suggestions of West (8) and Mat- 
thysse (9) that a perceptual dysfunction underlies hal- 
lucinations, hallucinations can be analyzed according 
to their form and content. A hallucination is a per- 
ceptual experience that exists in time and space and 
relates affectively and cognitively to present and past 
experience. The loudness of the hallucinated voice and 
how often it speaks are examples of form elements re- 
flecting present and perceptual experience perceived 
as objective reality. The content of the hallucination 
focuses on the patient's life experiences synthesized 
through memory. Content is the patient s perception 
of the subject matter of the hallucination and reflects 
feelings of loneliness, helplessness, and anger. 

There are conflicting observations in the literature 
regarding both the form and the content of hallucina- 
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tions. Harrow and Silverstein (10) found that schizo- 
phrenic patients continued to have psychotic symp- 
toms when they were in remission but that the symp- 
toms were less intense and upsetting than théy were in 
the acute phase. Hallucinations might differ according 
to phase of illness: the contradictions in the literature 
could represent examples of this. The study reported 
here is an attempt to examine whether most form ele- 
ments are less severe during remission than during 
acute illness and, if so, whether the change in the *'fa- 
cilitative" content elements is less pronounced than 
that in the "restrictive" or threatening elements. 


METHOD 


The subjects in this study were hallucinating schizo- 
phrenic inpatients. Over a 7-week period, 14 patients 
were admitted for inpatient treatment who met the fol- 
lowing criteria: 1) an admission diagnosis of schizo- 
phrenia, 2) having received no psychotropic medica- 
tions since admission, 3) able and willing to talk about 
their hallucinations, 4) no evidence of toxic or organic 
hallucinosis, 5) no history of chronic alcohol or drug 
abuse, and 6) no evidence of retardation. These 14 pa- 
tients were selected for study. All provided informed 
consent after the nature of the study had been ex- 
plained. Four of these patients were lost to the study: | 
committed suicide before the second interview, 2 were 
transferred to long-term psychiatric facilities, and an- 
other left the hospital against medical advice. The 
sample was then composed of 10 patients, all of whom 
received therapeutic levels of neuroleptics after the 
first interview. 

A structured interview guide developed on the basis 
of Lowe's research (11) obtained information on 12 
form elements and 10 content elements of hallucina- 
tions.! Form elements were rated on a 5-point scale of 
severity and content elements on a 4-point scale. Pre- 
testing showed a reliability of .90 for the form scale 
and .75 for the content scale. Brief glossaries of terms 
for form and content elements are presented in appen- 
dix 1. 

The questions were open-ended to elicit maximum 
response; they asked what happened and how it hap- 
pened. The interview focused on the hallucination the 
patient was currently experiencing rather than on the 
memory of past experiences. It was given during two 


Copies of the interview guide are available from the author on 
request. : 
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phases of the patient's illness: during the acute epi- 
sode, within 48 hours of admission, and during remis- 
sion, 4 to 6 weeks after discharge. 

[ used the Global Assessment Scale (GAS) (12) in 
both test periods to provide criteria of overall patholo- 
gy against which the form and content data could be 
compared. Overall severity of illness was significantly 
less during remission (t=9.2, p«.0001), as was the se- 
verity of the hallucinations measured by the form and 
contert scales. 


RESULTS) 


The sample included 5 men and 5 women. Their me- 
dian age was 21 years (range, 19-67 years). It was the 
first psychiatric contact for 4 of them, and 5 had never 
rezeived neuroleptics before this hospitalization. 

During the acute phase of illness 7 of the 10 patients 
reported visual hallucinations; 5 reported hallucina- 
t.ons of other senses. Three of the 4 patients who had 
teen hallucinating for less than a year responded to 
treatment with neuroleptics and stopped hallucinating. 
The fourth was not taking his medication regularly. 
These 4 patients had higher GAS scores in remission 
(.ndicating less overall severity of illness) than those 
w10 continued to hallucinate. 

Patients who had been hallucinating for more than a 
year continued to hallucinate during remission. Three 
cf these patients had mixed hallucinations during re- 
rissicn (auditory, visual, olfactory, gustatory, and 
haptic); these patients also had the poorest treatment 
response. Patients were more likely to hear voices 
when they were alone during remission than they were 
curing the acute episode (t=3.21, p<.01). 

The most interesting correlations between form and 
content during acute psychosis and remission were for 
the form elements of contro] and overt behavior and 
the content elements of dependency and evaluation. 
Overt behavior and control were positively correlated 
with dependency in both test periods. They were nega- 
tively correlated to evaluation during acute psychosis 
but positively correlated during remission. These cor- 
relations are discussed below in terms of thought and 
behavior control. 

The changes in the form elements during acute psy- 
chosis and remission are shown in table 1. As ex- 
pected, most form elements changed significantly. 
However, the lack of significant change for reality was 
rot expected, perhaps because I. underestimated the 
cbjective sensory quality of hallucinations. The rela- 
tively large change for control was also not expected. 

The differences in content elements and in content 
groups in the two test periods are presented in table 2. 
The facilitative elements were defined as helpful. sup- 
portive of interpersonal adaptation, and representative 
of functional behavior during remission. The restric- 
tive elements were defined as crippling to behaviors 
required for interpersonal adaptation and more repre- 
sentative of acute psychosis. 
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TABLE 1 : Eo cec D 
Differences in Form Elements of Hallucinations During Acute Episode 
and Remission 


€ 





Mean Score? 


During Mean Score? 

Acute During Sigm fi- 
Form Element Episode Remission t cance 
Control 3.0 1.6 4.12 p«.0l 
Intensity 3.5 2.0 3.31 p<.05 
Interview response 2.9 2.0 3.09 p<.05 
Intelligibility 4.0 2.5 2.67 p<.05 
Frequency UE. 1.9 2.51 Ded 
Identification 3.5 2.3 2.45  p«.05 
Overt behavior 2.0 Lh; 2.34 p<.05 
Shared 2.3 1.1 2.25 n.s. 
Duration 252 2.4 2.23 n.s. 
Reality 4,0 2.8 1.96 n.s. 
Constancy 3.1 2.1 E73 n.s. 
Location 2.9 2.1 1.44 n.s. 


äEach element was rated on an individual S-point scale of severity in which 
0=not applicable: | -- minimally frequent/intense: 2=mildly frequent/intense: 
3- moderately frequent/intense; and 4=very frequent/intense. 


TABLE 2 
Differences in Content Elements and Content Groups of Hallucina- 
tions During Acute Episode and Remission ~ 


Mean Score? 





During Mean Score" 
Acute During Signifi- 

Item Episode Remission t cance 
Content element 

Dependency 

(restrictive) 3.8 2.0 4.63 p<.00! 

Self-punishment 

(restrictive) 3:2 2.0 3.09 p<.0l 

Companionship 

(facilitative) 2.9 1.8 2.40 p<.05 

Sexual identity 

(restrictive) 2:2 1.3 2.08 n.s. 

Self-importance 

(facilitative) 3.2 2.2 1.86 n.s. 

Aggression 

(restrictive) 2.2 1.5 1.56 n.s. 

Indecision 

(restrictive) 3.1 2.4 1.30 n.s. 

Role identity 

(facilitative) 2.6 2.0 .97 n.s. 

Evaluation 

(facilitative) 2.1 2.3 —.45 n.s. 

Entertainment 

(facilitative) 1.4 1.5 — 29 n.S. 
Content group 

Facilitative 12.2 9.8 1.49 n.s. 

Restrictive 14.5 9.2 4.32  p«.01 

Total 26.7 19.0 3.25 p<.0l 


3 Each element was rated on a 4-point scale of severity in which 1=not charac- 
teristic: 2 mildly characteristic; 3=moderately characteristic; and 4=very 
characteristic. 


The direction of change was predicted and the dif- 
ference in the changes between the two groups was 
significant (t— 1.80, p=.05, one-tailed), indicating that 
the hallucinatory content was significantlv less re- 
strictive during remission than it was during the acute* 
episode. Facilitative content had greater stability: 
some hallucinations during remission were facilitative. 
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SCHIZOPÅRENI HALLUCINATIONS 
P Mr 


“COMMENT * 


This study focused on auditory hallucinations in 


* schizophrenia. but the results indicate a high incidence 


of hallucinations of other senses. Other studies have 
also'found that nonauditory hallucinations are com- 
mon (11, 13-15). If nonauditory hallucinations are a 
prominent symptom in schizophrenia, they should be 


- more carefully measured in the assessment of treat- 


ment response than they are now. In terms of treat- 
ment response, the duration and kind of hallucinations 
in this study seemed to identify a continuum of severi- 
ty of illness. 

These findings raise a number of issues: How stable 
and predictive is this continuum over time? Would 
acute patients who initially responded to treatment 
maintain that response? Would patients with mixed 
hallucinations show the poorest response over time? 
The severity and mixed nature of the hallucinations of 
some of these patients during remission were unex- 
pected, but the finding relates to Harrow and Quin- 
‘lan’s finding that some schizophrenic patients continue 
to show severe thought pathology after they have re- 
covered (16). Perhaps, as Hogarty (17) suggested, the 
nature and severity of the hallucinatory symptom in- 
teract differently with treatment. This would partially 
explain the widely divergent outcomes among schizo- 
phrenic patients. 

The correlations of form and content elements in 
both test periods indicate that the primary function of 
hallucinations is to direct and control thought and be- 
havior. The executive voice changes its style between 
the time of the acute episode and the time of remis- 
sion. During the acute phase the voice commands the 
helpless patient about the patient's activities. During 
remission the voice outlines alternatives related to the 
external world of a patient who knows he can stop the 
voice whenever he wishes. Since patients obey their 
voices during the acute phase, it would seem impor- 
tant that clinicians know what the commands given 
are. To stop hallucinations during remission, clinicians 
could encourage the patient's own ability to control, 
especially when unpleasant voices are reported, or 
could reduce the patient's isolation and encourage so- 
cial interaction. The change in control between the 
two test periods was greater than the change in any 
other form element. Clinicians could monitor the pa- 
tient's ability to stop the voice as a measure of the de- 
gree of decompensation and need for external support. 

Goodwin and associates (14) found that patients 
could not stop their voices and that they generally 1g- 
nored their commands. Rosenthal and Quinn (6), how- 
ever, identified and successfully worked with their pa- 
tients’ ability to control, and Lowe (11) reported that 
patients followed hallucinatory commands. 

The patients experienced the hallucinatory voice as 
completely real during acute psychosis; their per- 
«ception was not significantly less real during remis- 
sion. Several questions arise from this finding: If clini- 
cians ignore hallucinations, or patients are told they 
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are not real, will this affect experienced reality? Would 
reality testing improve if therapists worked with pa- 
tients’ experienced reality rather than against it? What 
would be the effect on hallucinations if therapists ac- 
cepted and dealt directly with that reality? 

These results tndicate that the content of hallucina- 
tion was more likely to be threatening, antagonistic, 
and isolating during acute psychosis but more likely to 
be helpful, friendly, and socially focused during remis- 
sion. In the acute phase the voice reflected a strongly 
negative definition of self, but during remission self- 
definition was more positive. Clinically, hallucinatory 
content may identify the needs of hallucinating pa- 
tients. During an acute episode patients might need ex- 
ternal protection and help against the destructive de- 
mands of the voice. During remission, however, pa- 
tient needs seem centered on reality issues and 
interpersonal concerns. One appropriate intervention 
might well be to support the activities of the voice. 
Attempts to stop hallucinatory experience that are 
centered on supportive orientation and guidance to ex- 
ternal reality might not be in the patient’s best interest. 
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APPENDIX 1 
Glossary of Form and Content Elements 


FORM ELEMENTS 
Constancy: changes in intensity 
Control: ability and attempts to stop the voice 
Duratiorf: length of time since voice first spcke 
Frequency: amount of time voice talks in a day or week 
Idenzification: precision of description of vo-ce 
Intelligibility: clarity of perception of voice s speech 
Intensity: comparison of loudness of voic2 with other 
sounds 
Interview response: response of patient to vcice during in- 
terview 
Location: location of voice as near or far from patient 
Overt behavior: degree of obedience to voice s commands 
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Reality: comparison of sound of voice with other sounds 
Shared: identification of other people who hear the voice 


CONTENT ELEMENTS i 
Aggression: voice hurts other people, swears at othe 
people (restrictive) - e. 
Companionship: patient feels bored, lonely: voice is a 
"friend" (facilitative) 


Dependency: voice commands patient, who feels helpless | 


(restrictive) 

Entertainment: voice is ‘interesting, makes patient 
laugh (facilitative) 

Evaluation: voice talks about and gives opinions on other 
people (facilitative) 

Indecision: voice talks about patient, gives advice to pa- 
tient, makes decisions for patient (restrictive) 

Role identity: voice discusses work, seeing doctor, taking 
medications (facilitative) 

Self-importance: voice watches patient, has specially se- 
lected patient (facilitative) 

Self-punishment: voice threatens patient, wants to hurt 
patient (restrictive) 


Sexual identity: voice calls patient "whore," "fag ': pa-, 
tient is sexually aroused by voice (restrictive) . 
ee 
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Affective Flattening and the Criteria for Schizophrenia 


'^- BY NANCY C. ANDREASEN, M.D., PH.D. 


The author used a scale that emphasizes objective 
behavioral signs to evaluate affective flattening and to 
rate affect in 69 patients suffering from schizophrenia 
(N —30), mania (N 19), and depression (N —20). 
Raters were blind to the patient's diagnosis. Interrater 
reliability was assessed and found to be adequate to 
good for most items on the scale and for a global 
rating. The affective flattening was found to be 
common, but not omnipresent, in schizophrenia; it 
was also common among the depressed patients. The 
author recommends that affective flattening be 


- considered as an important criterion for schizophrenia 
. . and that future research explore its frequency and 


prognostic significance. 


A DISTURBANCE IN affect has long been recognized as 
an important symptom of schizophrenia. Kraepelin de- 
scribes its two principal manifestations in a brief chap- 
ter on the general psychic clinical picture of dementia 
praecox: a weakening of those emotional activities 
which form the mainsprings of volition, and the loss of 
the inner unity of the activities of intellect, emotion, 
and volition (1). The first is roughly equivalent to af- 
fective flattening and the second to inappropriate af- 
fect. Kraepelin thinks that the same mechanism under- 
lies both—a defect in the general trend of volition and 
the higher emotions. 

For Kraepelin, however, affective disturbance is 
one symptom among many and is not treated as patho- 
gnomonic. Bleuler is responsible for emphasizing the 
importance of affective flattening in schizophrenia. 
For Bleuler, who tried to distinguish fundamental 
symptoms, which were pathognomonic, from accesso- 
ry ones, which might occur in other illnesses, dis- 
ordered affect is second in importance only to dis- 
ordered thinking: 


"Emotional deterioration' stands in the forefront of the 
clinical picture. It has been known since the early years of 
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modern psychiatry that an ‘acute curable’ psychosis be- 
came ‘chronic’ when the affects began to disappear. Many 
schizophrenics in the later stages cease to show any affect 
for years and even decades at a time. They sit about the 
institutions to which they are confined with expressionless 
faces, hunched-up, the image of indifference. . . . Even in 
the less severe forms of the illness, indifference seems to 
be the external sign of their stage; an indifference to 
everything—to friends and relations, to vocation or enjoy- 
ment, to duties or rights, to good fortune or bad. (2) 


Bleuler's influence upon American psychiatry has 
been both powerful and sustained. At least since the 
1950s schizophrenia has been defined in terms of the 
Bleulerian ‘‘four As'' (associations, affect, ambiva- 
lence, autism), with associations and affect usually 
given the greatest weight. In recent years some criti- 
cisms of the Bleulerian approach have been made. The 
most cogent criticism has been that Bleulerizn symp- 
toms tend to have poor reliability (3, 4). Other diagnos- 
tic systems have been proposed that minimize the im- 
portance of Bleulerian symptoms or eliminate them 
from the criteria altogether, such as the Feighner cri- 
teria (4), the Research Diagnostic Criteria. (5), and 
DSM-IH. These newer systems tend instead to empha- 
size specific types of delusions or hallucinations and a 
variety of psychosocial factors. 

Abrams and Taylor, two investigators who agree on 
the importance of good reliability and a systematic ap- 
proach to diagnosis, have raised several questions 
concerning the specific details of the newer systems 
for diagnosing schizophrenia. In particular, they have 
questioned the wisdom of abandoning the criterion of 
emotional blunting. In a recent study (6) they have re- 
ported a scale that may be used with good reliability to 
evaluate blunted affect and have proposec that it 
therefore be included among the criteria for schizo- 
phrenia in DSM-III. 

The investigation of affective flattening reported in 
this paper was undertaken independently of the work 
of Abrams and Taylor and without knowledge that 
their study was in progress. It grew from the clinical 
Observation that many schizophrenics who have been 
ill for a number of years seem to become ''burned 
out," so that they have few or no florid psychotic 
symptoms such as delusions or hallucinations. Instead 
a syndrome much like that described by Bleuler is 
prominent: the chronic patient tends to be apathetic, 
inattentive, and avolitional; to speak in a disorganized 
manner that is at times difficult to understand; and to 
show marked impoverishment in both his flow of 
speech and its content. Like Abrams and Taylor, I felt 
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it was important to describe the symptoms of this syn- 
drome as'reliably as possible and to investigate their 
prominence and frequency in a group of schizophrenic 
patients. The present investigation reports the result of 
the effort to define and study the symptom of affective 
flattening. 


METHOD 


A rating scale for evaluating flattening of affect was 
developed by asking what the observable phenomena 
are which clinicians use when they decide that a pa- 
tient displays affective flattening. After careful consid- 
eration, a total of 9 phenomena were decided upon and 
defined as follows: 

Unchanging facial expression. The face appears 
wooden, mechanical, and frozen and does not change 
expression, or changes less than normally expected, as 
the emotional content of discourse changes. Since 
phenothiazines may partially mimic this effect, the in- 
terviewer should be careful to note whether the patient 
is taking medication but should not try to "correct" 
his rating accordingly. 

Decreased spontaneous movements. The patient or 
subject sits quietly throughout the interview and 
shows few or no spontaneous movements: he or she 
does not shift position, move legs, move hands, etc., 
or does so less than normally expected. 

Paucity of expressive gestures. The patient does not 
use body as an aid in expressing his ideas through such 
means as hand gestures, sitting forward in his chair 
when intent on a subject, leaning back when relaxed, 
etc. This may occur in addition to decreased spontane- 
ous movements. 

Poor eye contact. The patient avoids looking at the 
interviewer or using his or her eyes as an aid in ex- 
pression. He or she appears to be staring into space 
even when talking. 

Affective nonresponsivitv. The patient fails to smile 
or laugh when prompted. This may be tested by smil- 
ing or joking in a way that would usually elicit a smile 
from a normal individual. The examiner may also ask, 
"Have you forgotten how to smile?" while smiling 
himself. 

Inappropriate affect. Affect expressed is inappro- 
priate or incongruous, not simply flat or blunted. Most 
typically, this manifestation of affective disturbance 
takes the form of smiling or assuming a silly facial 
expression while talking about a serious or sad sub- 
ject. (Occasionally patients may smile or laugh when 
talking about a serious subject that they find un- 
comfortable or embarrassing; although their smiling 
may seem inappropriate, it is due to anxiety and there- 
fore should not be rated as inappropriate affect.) 
Do not rate affective blunting or flattening as inap- 
propriate. 

Lack of vocal inflections. While speaking, the pa- 
tient fails to show normal vocal emphasis patterns. 
Speech has a monotonic quality, and important words 


. 
Li 


T ka k £E 
NANCY "C. ANDREASEN : 
UK 


are not emphasized through changes im pitch or vol- 
ume. The patient also may fail to change volume with 
changes of subject, so that he does not drop his voice 
when discussing private topics or raise it as he dis- : 
cusses things that are ,exciting or for which louder 
speech might be appropriate. "e 

Slowed speech. Speech seems slowed, with longer 
pauses between words, phrases, or clauses then seems 
normal. 

Increased latency of response. The patient takes a 
longer time to reply to questions than is usually con- 
sidered normal. 

A 4-point rating scale was written for each of these 
definitions. For example, the scale for ‘‘unchanging fa- 
cial expression" is as follows: 1—not at all (patient is 
normal or labile); 2- mild (some decrease in facial ex- 
pressiveness); 3— moderate (facial expressiveness is 
significantly decreased); 4=severe (no change in facial 
expression throughout the interview). In addition, an 
item was written for making a global rating of affective 
flattening, which uses a similar 4-point scale. 

These definitions were then used to rate a total of 69 . 
patients drawn from lowa Psychiatric Hospital, Mount 
Pleasant, and the Jowa City Veterans’ Hospital. These 


‘patients met Research Diagnostic Criteria for mania 


(N=19), depression (N=20), and schizophrenia 
(N=30), with the additional proviso that the patients 
with schizophrenia had been ill for at least 6 months. 
Although patients were usually evaluated within the 
first week after admission, nearly all were receiving 
medication such as lithium, phenothiazines, or tri- 
cyclics. Since phenothiazines often produce symp- 
toms suggestive of affective flattening. it should be 
noted that nearly all of the patients with schizophrenia 
(95%) were receiving neuroleptics, as were many of 
those with mania (55%) and some of those with depres- 
sion (33%). 

After informed consent was obtained, the patients 
were interviewed by a pair of raters (one of whom act- 
ed as an observer) who were blind as to the patient's 
diagnosis and who used a standard 45-minute struc- 
tured interview that covered a wide range of both neu- 
tral and affect-laden topics, such as religious or politi- 
cal beliefs, interests and hobbies, or descriptions of 
family members. The patient's symptomatology was 
not discussed in order to minimize diagnostic clues. 
One of the raters was an experienced psychiatrist 
(NCA); the other two were clinical research scientists 
with master's level training in psychology and several 
years of clinical and research experience. 


RESULTS 


Table 1 indicates the interrater reliability, as shown 
by intraclass correlation coefficient, for the 9 com- 
ponents of affective flattening and the globàl rating. 
Seven out of 10 ratings have an intraclass correlation. 
coefficient greater than .5, usually considered as an ac- 
ceptable minimum for adequate interrater reliability. 
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TABLE l * oe 
Interrater Reliability and Frequency of Affective Flattening in Patients with Mania, Depression, and Schizophrenia , 


Frequency, by Diagnostic Group 


j—————————£^€^€O€O———————————M 





Depressive Schizophrenic 

e * l intraclass Manic (N=19) 0QN-20) IOXNESOI . 

Behavioral Component (OR N % N % N % 
Unchanging facial expression .7361 2 10.5 8 40.0 16 3.3 
. Decreased spontaneous movements .7103 4 21.1 10 50.0 li 36.7 
Paucity cf expressive gestures SITS Fi 36.8 ji 55.0 17 56.7 
Poor eye contact 7977 3 15.8 7 35.0 1] 36.7 
Affective nonresponsivity 3697 0 0 | 5.0 9 30.0 
Inappropriate affect .2904 0 0 ] 5.0 6 20.0 
Lack of vocal inflections 5133 4 21.1 12 60.0 16 53.3 
Slowed speech 6775 I 5.3 6 30.0 5 e 16.7 
Increased latency of response .0708 I 5.3 2 10.0 3 10.0 
Global rating of affective flattening .6330 4 21.1 11 55.0 [9 63.3 


The 3 variables with poor reliability tended to occur poor eye contact, lack of vocal inflections, slowed 
rather infrequently, making reliability difficult to as- speech, and a global rating. 
sess and perhaps spuriously low. These results suggest On the other hand, these data also suggest that af- 


- than an empirical approach to defining affective flat- fective flattening is certainly neither pathognomonic of 


tening may produce adequate reliability. schizophrenia nor omnipresent in it. Although Abrams 
Table | also shows the frequency of the various and Taylor proposed and documented the theory that 
components of affective flattening in the 3 diagnostic affective blunting has diagnostic validity in addition to 
groups; the number and percentage of patients receiv- good reliability, they demonstrated its validity by 
ing a rating of mild or greater is an indicator of fre- showing that it distinguished between a group of pa- 
quency. In spite of the fact that many patients with tients with manic symptoms and a group with schizo- 
mania were receiving phenothiazines, relatively few phrenic symptoms. My data confirm that finding but 
received ratings of 2 or greater on any of the variables. also indicate that affective flattening is very common 
On the other hand, both depressive patients and schiz- in depression and that it cannot be used to discriminate 
ophrenic patients tended to have relatively high ratings between schizophrenia and the depressive pole of af- 
on many variables, particularly unchanging facial ex- fective disorder. (In an analysis of variance the F ratio 
pression, decreased spontaneous movements, paucity for the global rating was 6.05; p«.02, with the patients 
of expressive gestures, lack of vocal inflections, and with depression and schizophrenia differing signifi- 
the global rating. cantly from those with a mania.) Consequently, when 
affective flattening is seen in the context of depressive 
symptomatology, it should not be included as a diag- 
DISCUSSION nostic criterion for schizophrenia. 

The issue of the relationship between phenothia- 
Although this scale is different from the scale of zines and affective flattening is an important one. 
Abrams and Taylor in that it is based on an empirical Nearly all manic patients and schizophrenic patients in 
approach rather than an historical one, it confirms this study were on neuroleptics; consequently the in- 
their finding that affective flattening can be defined re- crease in affective flattening in those with schizophre- 
liably. This scale was derived by analyzing the concept nia cannot be attributed primarily to the effect of 
of affective flattening into its various behavioral com- neuroleptics. On the other hand, it is perhaps surpris- 
ponents that can be observed directly and therefore ing that any patients with mania received positive rat- 
evaluated more reliably than those based on inference ings for affective flattening. Positive ratings on factors 
and self-report. Ali items on the scale that have a rela- such as decreased spontaneous movements or slowed 
tively high base rate tend to have an interrater reliabil- speech probably reflect some neuroleptic effect, and 
ity which- ranges from acceptable to excellent, even only 1 patient with significant elevation on the scale 
when one of the raters is a less experienced non- was not taking neuroleptics but 1800 mg/day of lith- 
psychiatrist. These data suggest that when an empiri- ium. The differences between the patients with schizo- 
cal and observational approach is taken to define af- phrenia and those with mania would probably have 

fective flattening, sufficiently high reliability can be been greater if all patients had been drug-free. 
achieved to, permit its inclusion in diagnostic criteria Nevertheless, affective flattening cannot necessarily 
used to define schizophrenia. If such an approach were be considered a pathognomonic symptom unless it is 
łaken, it should draw from the most reliable items, required on a pre hoc basis, since it did not occur in all 
such as unchanging facial expression, decreased spon- patients defined as schizophrenic by a widely used set 
tanéous movements, paucity of expressive gestures, of research criteria. Only 63% of the schizophrenics 
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` had a global rating of at least 2 for affective flattening. 


Lcoking at'the data another way and asking how many 
schizophrenic patients had a rating of at least 2 on any 
of the component items, one still finds only 83% of the 
schizophrenic patients (and 7096 of the depressive pa- 
tients). To some extent, this finding may be based on 


' the criteria used to define the schizophrenic group, in 


that the patients had been ill for a minimum of only 6 
months. Although all schizophrenic patients may 
evantually develop flatness of affect, a 6-month period 
mzv not be long enough for them to become "burned 
oul `’ 

[n American psychiatry taday various definitions of 
schizophrehia compete with one another. They differ 
pr.mart.y in their blend of Bleulerian, Kraepelinian, 
and Schneiderian symptoms. The number of competing 
definitions impairs communication between both clini- 
cians and researchers, and most psychiatrists would 
like to achieve a consensus in order to improve this 
situation. Unfortunately, before a consensus can be 
reached, much more work is needed. This investiga- 
ticn has confirmed that affective flattening may be de- 
fined reliably and that it is an important symptom in 
schizophrenia, but little has been done to resolve the 
continuing controversy concerning the best way to de- 
fine schizophrenic illness or to enumerate criteria for 
diagnosing it. Affective flattening could be used as a 
criterion because it is reliable when carefully defined. 
It should be included as one criterion (although not a 
required or pathognomonic criterion) in both research 
and clinical systems for diagnosing schizophrenia so 
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that its frequency and course can be further investi- ° 


gated. Although clinical experience suggests that a dis- 
turbance in affect eventually occurs in patients who 


have suffered from schizophrenia for many years, this. 


impression has never been examined systematically in 
any longitudinal studies. We do not yet know how 
common it is in early cases or its prognostic signifi- 
cance, particularly in relation to other schizophrenic 
symptoms. Continuing systematic studies of all as- 
pects of the phenomenology of schizophrenia, includ- 
ing disorders of belief and perception in addition to 
disorders of affect and thinking, are needed in order to 
resolve this important nosological issue. 
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-~ ` Mental ‘Status, Functioning, and Stress in Chronic Schizophrenir 


Patients in Community Care 


BY. GEORGE SERBAN, M.D. 


The author studied the interactions between 
functioning, stress, and psychological deficit, 
variables considered essential to the schizophrenic 
patient’s adjustment in the community. The results 
indicate that comprehensive measurement of 
functioning and stress correlates significantly with 
mental status. A breakdawn by the components of 
functioning and stress revealed further areas of 
interaction between these variables. An important 


_ finding was that anxiety contributed maximally to the 


* 


prediction of stress and depression to that of 
functioning. These data seem relevant to the 
schizophrenic patient's degree of social adjustment in 
the community. 


THE INTEGRATION of the discharged chronic schizo- 
phrenic in the community has become one of the most 
often debated issues in community psychiatry and has 
far-reaching clinical and social implications. By com- 
munity standards, it 1s not unrealistic to expect that 
upon the patient's discharge into the community he or 
she will be able to function socially according to the 
standards of the particular milieu. However, by psy- 
chiatric standards, this expectation is more ideal than 
real —although patients discharged into the community 
no longer require institutionalization, they are not nec- 
essarily ready for social integration. The question is, if 
deinstitutionalization represents a step forward in the 
rehabilitation of the schizophrenic, what should be ex- 
pected of his community adjustment? 

Research in this area has been directed primarily to- 
ward either the symptomatic outcome of discharged 
chronic schizophrenics (1) or the effectiveness of ther- 
apy in relationship to their adjustment in the commu- 
nity (2-5). Although these studies have attempted to 
analyze the interactions among variables that influ- 
ence social adjustment, there has been no detailed pre- 
sentation of the interactions between different aspects 
of functioning and stress and the patient's psychologi- 
cal deficits. Stress has been measured in terms of pre- 
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cipitating events (2, 3), which have little relevance to 
the schizophrenic's impaired functioning in the com- 
munity (6). In community living, schizophrenics e» pe- 
rience stress while coping with various demands that 
influence their level of functioning (6, 7). Obviously, 
the most powerful factor influencing the patient's ad- 
justment to the community is the severity of his mental 
deficit, which the various modalities of treatment at- 
tempt to control. Because chronic schizophrenics dis- 
charged into the community continue to have a resklu- 
al psychological deficit (8-10), it would be interesting 
to determine to what extent this deficit interacts with 
the level of functioning and experienced stress of the 
patient. In addition, it is clinically important to ascer- 
tain the relationship between the mental status and 
various areas of functioning and stress in schizophren- 
ics who are living in the community and receiving 
community care. In this respect, it is meaningful to de- 
termine the interrelationships among stress, anxiety, 
and depression because the maintenance of a low rro- 
file in this clinical symptomatic triad seems to play a 
central role in preventing rehospitalization and in u- 
encing the level of functioning of the schizophrenic in- 
dividual in the community (11-14). 


METHOD 


The subjects were 100 consecutive chronic schizo- 
phrenic outpatients who had been receiving aftercare 
treatment for approximately | year at Bellevue Hospi- 
tal and Fountain House. Of these, 92 had been hospi- 
talized in the past. The average number of past admis- 
sions was 3.94, with an average of 7.48 months of h»s- 
pitalization for each subject. Eight subjects had ne ver 
been hospitalized but were treated as outpatients for 
approximately 5 years before the study. 

All patients were diagnosed as schizophrenic in .he 
treatment facilities according to DSM-III. The diag- 
noses were independently confirmed by the project 
psychiatrist using the Psychiatric Assessment Inter- 
view (PAI) (15) and Schneider's first-rank symptoms 
(16) derived from the PAI. In addition, the Feighmer 
and associates (17) criteria for chronic schizophrenia 


were used as guidelines. Alcoholics, drug addicts, end , 


the mentally retarded with secondary diagnoses of 
schizophrenia were eliminated from the sample. 

The sample consisted of 51 nonparanoid, 25 para- 
noid, 22 schizo-affective, and 2 latent schizophrenizs. 


* 
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* Tte average age of the subjects was 38.66 years, and 


their mean- educational level was 11.31 years. Of the 
102 subjects (51 men and 49 women) 59 were single, 24 
se»arated or divorced, 8 married, and 9 widowed. In 
terms of original occupation, 44 had been blue-collar 
workers, 21 white-collar employees, 10 semi-profes- 
siona] or administrative, 18 housewives or students, 
and 7 had no occupation. At the time of the study, 69 
subjects were receiving welfare, 4 had never been em- 
ployed, 4 were housewives, and 4 were students re- 
ceiving family support. Only 3 subjects were employed 
full-time, 12 engaged in part-time supplemental work, 
and 4 had regular part-time employment. 

All subjects were treated with psychoactive drugs 
while they were participating in the study. The so- 
ciodemographic characteristics of the sample indicate 
that subjects fall mainly in Hollingshead and Redlich 
(13) socioeconomic classes IV and V. 


Measurement Techniques 


The mental status of the patients was evaluated by 
means of the Psychiatric Assessment Interview (PAL), 
derived from the eighth edition of the Present State 
Examination (PSE) (19) by Carpenter and associates 
(15). This structured interview consists of three scales: 
1) signs and symptoms based on 117 questions that 
cover 39 symptom areas, 2) psychiatrist's evaluation 
of aberrant perceptual and bizarre ideational exper- 
ie1zes of the patient, and 3) ratings based on 83 items 
of behavior observed during the interview period. 
These cover the patient's personal appearance, retar- 
detion of motor activity, agitation or excitement, 
bizarre behavior, behavioral expression of affect, ab- 
normalities in pitch and modulation of voice, quantity 
of speech, nonsocial speech, and idiosyncracies of 
speech. A fourth scale, developed for the purpose of 
this research, was total mental status, which repre- 
sented the average rating across the three sections of 
the PAI. The PAI evaluations covered a I-month 
period. 

Each item of the PAI was scored 1.0 when the symp- 
tom was absent, 1.5 when questionably present, 2.0 
waen present but not severe, and 3.0 if present and 
continuously severe. The reliability on 41 signs ranged 
from 0.21 to 1.0, with a median of 0.47 (interclass cor- 
relation). Not included were 42 signs on which no psy- 
chopathology was reported. 

The patients' current community adjustment was as- 
sessed by means of the Structured and Scaled Inter- 
view to Assess Maladjustment (SSIAM) (20, 21). The 
SSIAM. is designed to measure maladjustment in terms 
of deviant behavior, distress, and friction with others. 
The test evaluates five major fields of life adjustment: 
work, social life and leisure. family, marriage, and sex. 
Each of the subtests of the interview is scored on an 


. il-point scale, with higher scores indicating greater 


maladjustment. The behavior assessed by the SSIAM 
is restricted to the past 4 months. The interclass corre- 
lation coefficient of reliability for the 5 factors ranged 
from 0.78 to 0.97. 
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The Social Stress and Functioning Inventory for ' 


Psychotic Disorders (SSFIPD) is a structured inter- 
view providing comprehensive measurements of psy- 


chosocial functioning and associated stress in four ma- - 


jor areas that cover 21 dimensions (the test has been 
fully described elsewhere, see references 6 and 22). 
The major areas are instrumental performance, family 
interaction, social-interpersonal interaction, and social 
maladaptive activities. The stress scale measures the 
degree of upset, distress, and worry about inability to 
meet social and self-imposed demands. The function- 
ing and stress sections of the SSFIPD are scored on a 
3-point scale, with higher scores indicating higher 
functioning but lower stress. Two types of reliability 
have been used for the SSFIPD. Interrater reliability 
in the scoring of the individual items showed an 85%- 
91% agreement. Test-retest at a 6-month interval 
showed a correlation of reliability that ranged from 
0.43 to 0.77. 

Each subject in the study was given the three mea- 
sures in the same order and on the same day. The PAI 


was administered to each patient by the project psy- * 


chiatrist. The project psychologist administered the 
SSIAM, and a social worker evaluated the patient by 
means of the SSFIPD. To ensure minimization of bias 
in data collection, no interviewer was aware of infor- 
mation collected by any other. 

The raw ratings obtained for the 3 instruments were 
converted into mean scores, which were then used in 
all subsequent statistical analyses. The PAI yielded 4 
scores: signs and symptoms, evaluation of perceptual 
and ideational aberrations, observed behavior, and to- 
tal score. Two types of scores were derived from the 
SSIAM. One, based on type of item (deviant behavior, 
friction, and distress), was computed across five fields 
of maladjustment, and the second represented 5 areas 
of maladjustment across the 3 types of items, as sug- 
gested by Gurland and associates (20). Two scores 
were derived from SSFIPD: total social functioning, 
representing a mean score based on ratings across 20 
dimensions of psychosocial functioning, and total 
stress score, a mean score for 20 stress dimensions. 


RESULTS 


To answer the main research question regarding the 
interactions between mental status and various areas 
of functioning and stress, we first computed Pearson 
correlation coefficients of mental status with total 
scores of SSIAM and SSFIPD adjustment indicators, 
as shown in table 1. 

Reported mental status did not correlate significant- 
ly with deviant behavior on the SSIAM but was corre- 
lated with functioning on the SSFIPD. The apparent 
explanation for this disparity rests on the fact that the 
SSIAM deviant behavior measure covers in reality on- 


ly 3 areas of functioning, those of social life, family, . 


and sex. Job and marriage could not be tested because 
of the sociodemographic composition of the popu- 
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CHRONIC SCHİZOPHRENIA AND COMMUNITY CARE 


Correlations of PA! Mental Status Scores with SSIAM and SSFIPD 
Adjustment Scores? 














Mental 

-Adjustment Status Psychiatrists Observed Total 
Sé@otes (Reported) Evaluation Behavior Score 
SSIAM 

Deviant 

behavior .189 .095 .164 .214^ 

Friction .240^ .199 .156 ATT 

Distress .472* .308* — 013 .4054 
SSFIPD 

Total 

functioning —,425" —:,293*t —.130 —.4171 

Total stress — .4768 — 244^ .021 — 4074 


?The negative correlations are due to the fact that the mental status of PAI and 
functioning and stress scores of SSFIPD are rated in inverse direction in 
indicating pathology. 

bp«.05. 

*p«.01. 

q2p«.001. 


lation, i.e., the majority of subjects was neither em- 


` ployed nor married. 


* 


We then assessed the degree of interaction between 
mental status and. various areas of the SSIAM and the 
functioning and stress dimensions of the SSFIPD. The 
Pearson correlations between mental status and the 
SSIAM testable areas of maladjustment (work and 
marriage could not be tested because the sociode- 
mographic composition of the population led to an 
empty cell) show that social/leisure correlated with re- 
ported mental status, r=.44 (p«.001), and with total 
mental status, r=.45 (p<.001), while family interaction 
correlated with reported mental status, r=.32 (p«.01), 
and with total mental status, r=.30 (p«.01). Sex life 
did not correlate with either measure. 

A clearer picture emerges from the analysis of the 20 
SSFIPD dimensions of functioning and stress in their 
relationship with mental status. An examination of 
table 2 shows that significant correlations between 
mental status and functioning are mainly in the areas 
where the schizophrenic continues to have some level 
of activity. The correlations are negative because men- 
tal status and functioning are inversely related in in- 
dicating pathology. The higher the mental status the 
lower the functioning, and vice versa. This is also true 
for the correlation between stress and mental status. It 
is also Important to note that the interactions among 
the components of functioning, those of stress and re- 
ported mental status, follow the same trend with re- 
gard to the total mental status. This suggests that from 
the point of view of social adjustment the two sections 
of mental status are interchangeable. Five dimensions 
of functioning and of stress are correlated with both 
reported mental status and total mental status. 

The third part of our analysis involved the relation- 
ship between anxiety and depression—the most com- 
mon clinical complaints—and functioning and stress. 
This relationship was tested by Pearson correlation co- 
efficients. The SSFIPD total stress score correlations 
were as follows: anxiety, —.60; depression, —.38; and 
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TABLE 2 
Correlations Between SSFIPD Stress and Functioning Dimensions and 
the PAI Mental Status 


Mental Status 





a  À— ———————————— — BÉB a- 











Reported Total Score 

Stress Dimension Stress Functioning Stress Functioning 
Education — 380? — 264" — 272” = 218° 
Job .011 —,166 .051 ms 
Housekeeping — 560? —.328^ — 4854 ~ 274° 
Welfare —.168 .072 —.144 .035^ 
Finances —.116 —.301^ — .099 —.,305^ 
Living circum- 

stances = 222° ~ 106 —.174 —.030 
Parents = 219 — 243° —.24d ©  -.209 
Relatives S157 .146 —.126 .093 
Marriage —.033 —,508* .046 —,398* 
Children = 343 .208 —-.372 .163 
Dating — .2945 ~ 325 — 218° — 277 
Sex = 237: = LTT —.192 —.]144 
Social life/friends — —.283» — 288^ —.215t —.263^ 
Neighbors —.235* —,062 —.210* —.070 
Other people — .466" — 386^ 5372" 2.39: 
Religion —.083 ~.017 ~ 082 — 034 
Drinking —.011 — 033 —.174 — .050 
Addictive drugs 0 ~ 042 .0 —.028 
Psychedelic 

drugs —.013 .002 .109 .039 
Antisocial 

behavior 225 — 197° 25] —,219* 
?2p« 001. 
bp«.0l. 
"p«.05. 


total mental status, —.41. Total functioning score cor- 
relations were —.38, —.42, and —.42 for anxiety, de- 
pression, and total mental status, respectively. AII cor- 
relations are significant (p<.001). 

To determine the predictive contribution of anxiety, 
depression, and total mental status scores for psycho- 
social functioning and experienced stress, multiple re- 
gressions were computed with stress and functioning 
as the dependent variables. Results indicated that anx- 
iety contributed maximally to the prediction of experi- 
enced stress (t=4.40, p«.001), with depression and to- 
tal mental status contributing less significantly to the 
overall prediction equation, F(3, 96)—18.12, p<.001. 
All predictors accounted for 3696 of the stress vari- 
ance. Depression and mental status contributed in that 
order to the prediction of total functioning, F(3, 
96)=9.05, p<.001, and accounted for 22% of the vari- 
ance. 


DISCUSSION 
The data support the clinically well-known inter- 


action between the psychological deficit of the chronic 
schizophrenic living in the community and his social 


adjustment. Although this might seem obvious, it fo- - 


cuses our attention on the significance of this relation- 
ship when extended to encompass all major areas 
of daily psychosocial activity, such as instrumental 
performance, familv interaction, social-interpersonal 
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` functioning, and antisocial behavior. However, since 


adjustment-1s understood to be the result of the indi- 
vidual's ability to fulfill productively and construc- 
tively his expected social role and to meet societal de- 
mands without undue experience of tension, anxiety, 
or stress, then its relationship to mental status should 


: be explored not only in the areas of the individual's 


functioning but also in those of stress. 

Only two tests, the SSIAM and the SSFIPD, are 
available to measure psychological stress as experi- 
enced distress in response to life situations. There Is 
an important difference between them that led us to 
use both. The SSIAM measures stress that results 
from a mixture of guilt feelings, dissatisfaction, disap- 
pointment, fear, and deprivation, whereas the SSFIPD 
measures the direct stress expressed by worry, upset, 
and distress experienced by the patient in specific life 
situations related to his psychosocial performance. 
This approach permitted the collection of extensive 
data on the dimensions of stress and functioning that 
are interrelated with the mental status. 

For instance, out of 20 dimensions of psychosocial 
functioning, 9 interacted with reported mental status, 
defined as signs and symptoms presented by the pa- 
tient. It is interesting that the areas of interaction are 
mainly those activities in which the patient still at- 
tempts to reorganize his life. Nonfunctioning of the pa- 
tient makes the job item inactive, lack of contact ren- 
ders the relatives and children dimension nonexistent, 
and some areas, such as welfare, religion, and drink- 
ing, are unaffected. As a result, these areas appear to 
be noninteractive with mental status. Conversely, the 
areas of life in which the patient still maintains a no- 
ticeable degree of social interaction and performance 
affect and are affected bv his mental status. This fact 
becomes even more evident in the interaction between 
mental status and the stress dimensions. The 8 signifi- 
cant stress interactions with reported mental status in- 
clude 5 dimensions similar to those found with the 
functioning dimensions and 3 that are different —living 
circumstances, sex, and relationship with neighbors. 
In these stress dimensions, regardless of the patient's 
level oz functioning, he experiences stress related to 
his mental state. 

It wes only logical, in light of the significant inter- 
action between mental status and both functioning and 
Stress, to assess the unique contribution of various 
components of mental status to adjustment. The high- 
est correlation for stress was with anxiety, and for 
functioning was with depression. Furthermore, anx- 
iety emerged as the mental sign most highly correlated 
with stress. This supports statistically the well-known 
clinical observation that.anxiety and stress are strong- 
ly associated (6, 23). The association between depres- 
sion and functioning clarifies an important clinical is- 


. sue by suggesting that chronic schizophrenics do be- 


come depressed when they are aware of their marginal 
lifestyle in the community. We have discussed this 
problem extensively in another report (24). Suffice it to 
say in this context that the chronic schizophrenic, in 
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his attempt ia cope with various demands 


him, experiences anxiety, and when he perceives that 
his efforts are inadequate, he experiences depression. 


The importance of these data for the treatment of 


laced on 
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the patient in the community takes on a new meaning . 


in view of the recently introduced therapeutic model 
that attempts to help schizophrenics develop better 
coring styles so that they can control SDNIFORINED 
generated stress (6). 
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The Role of APA in Continuing Medical 
Education 


CONTINUING EDUCATION for physicians past formal medical school and specialty 
education has long been a tradition of the profession. The recent emphasis on 
physician accountability and consumer protection has léd to the adoption of man- 
datory continuing medical education (CME) participation by a number of groups. 
Thirty-seven states have developed CME requirements as a condition of member- 
ship in the state medical society and/or for reregistration of one's medical license, 
and eight medical specialty societies require participation in CME for mainte- 


nance of membership. In response to these requirements, the number of CME ~> 


offerings has more than tripled in the past five years. 

While supporting the concept of continuing education, educators and partici- 
pants alike have voiced reservations about the effectiveness of CME in improving 
physicians’ competence or patients’ health (1). Talbott, in this issue, reports on 
New York psychiatrists’ criticisms of the mandatory aspects of continuing educa- 
tion and recertification. These psychiatrists were concerned with such issues as 
the alleged worthlessness of CME to participants, its high cost, the variability in 
quality, the emphasis on knowledge at the expense of skill development, and ac- 
creditation based on time spent sitting in chairs rather than on outcome. While the 
number stating their specific objections is small (less than 6% of those queried), 
the questions and concerns raised are not unique; they are worthy of attention by 
persons planning appropriate continuing education activities. 

Historicallv, continuing education has used a knowledge-based pedagogical 
model that emphasizes content and format; the words ‘‘continuing education’’ 
still evoke the image of an audience passively listening to an expert. While knowl- 
edge is vital for appropriate practice behavior, its acquisition does not guarantee 
its implementation in practice. Furthermore, errors in implementation rather than 
lack of knowledge are the most frequent cause of inappropriate health care. 

This understanding has led to awareness that effective continuing education 
must be built into the health care delivery system and must emphasize attitudes 


-and skills as well as knowledge (2). Consequently, APA has begun to develop and 


support models of continuing education built on the theory and practice of adult 
education. The approach is related to practice and is active, participatory, and 
experiential. It includes small study groups, practice review, medical audit, and 
self-assessment. 

One model of physician-based learning is the pilot project developed by the 
Washington Psychiatric Society in which study groups composed of 4 to 12 psy- 
chiatrists meet regularly to discuss some aspect of psychiatric practice. The for- 
mat and content are generated by the participants, who serve as faculty resources 
to one anofher. Evaluation is continuous and practical, with constant opportuni- 
ties for ''mid-course correction.” Participant satisfaction is high, and evaluation 
reports document the usefulness of this approach (3). 

Recertification, while related to continuing education, is a separate issue. The 
responsibilitv of specialty boards, recertification serves to evaluate knowledge 
and skill. Initial certification cannot be rescinded. Most proposed recertification 
programs (one exception is that of the American Board of Family Practice, which 
has had an initial time-limited certificate since its inception) are voluntary. Pro- 
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posals for recertification usually differ from the original process by providing 
choices of content and format based on the participant's practice; they involve 
some aspect of continuing education, audit, and/or peer review (4). 

APA members voiced their support of the principle of recertification through a 
recent referendum. In any proposed procedure they emphasized the importance 
of continuing education, peer review, and self-assessment. APA plans to assist its 
members in maintaining or improving their capacity to perform successfully in any 
recertification program, and a task force of APA is currently working with the 
American Board of Psychiatry and Neurology to determine the most effective and 
appropriate method for implementation of recertification. 

similar concerns of other medical special groups were the basis for discussions 
at the Council of Medical Specialty Societies' National Workshop on Accredita- 
tion of Continuing Medical Education in January 1979. Participants supported a 
number of administrative changes, including developing national guidelines for 
continuing medical education; delegating authority and responsibility for accredi- 
tation of organizations and institutions for continuing medical education to state 
and regional entities; and moving from the current six-category CME reporting 
system to a more flexible two-category system. The first category would include 
all learning experiences that are educationally accountable (i.2., those with needs- 
assessment and preplanning, with implementation based on these needs and with 
evaluation). The second category would include all other learning activities. Con- 
ference participants recommended the development of a variety of less formal 
learning activities planned by and for physicians (which would include educational 
preplanning and accountability), with a mechanism for review of the activities by 
Jocal accredited groups so that they could have the same categorical value as the 
more formal approaches (5). 

It is safe to predict that accountability and mandatory external controls will 
remain. We hope recent developments will make available CME opportunities 
that are of theoretical and practical clinical value and that they will promote re- 
search on learning styles and outcome. To accomplish this, APA must work with 
other medical specialty societies to make the requirements as flexible and appro- 
priate as possible, and must then assist its own members by supporting and pro- 
viding learning experiences that meet the needs of psychiatrists and their patients. 
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Diagnosis of Adult Psychiatric Patients with Childhood 


Hyperactivity 


e 
BY JAMES R. MORRISON, M.D. 


The author compared 48 adult psychiatric patients (27 
men and 21 women) who had been hyperactive as 
children with two groups of patients who had not. Both 
comparison groups were matched for age and sex and 
the second was also matched for economic status. 
Although closer matching narrowed the gap 
somewhat, the formerly hyperactive subjects still 
showed significantly more personality disorder of all 
types, more sociopathy, more alcoholism, and less 
affective disorder than controls. Schizophrenia and 
drug abuse occurred no more often in these subjects 
than ir the comparison groups. 


WHAT INFLUENCE does childhood hyperkinesis have 
on adult psychiatric status? Various authors have 
linked the hyperactive child syndrome to personality 
disorder (1, 2), alcoholism (3), and psychosis (4, 5), 
but whether these conditions are the most likely se- 
quelae of the childhood illness has not been demon- 
strated. Recent data (unpublished) on patients in my 
practice suggest that these children are at greater risk 
to become psychiatrically ill as adults than people who 
have no such childhood history. In this paper I will 
present diagnostic data on these patients. 


METHOD 


Of 591 consecutive adult private psychiatric patients 
I interviewed over 4 years, 48 (8.1%) were diagnosed 
as formerly hyperactive. This meant that informants 
(when available) and patients stated that as children 
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they had been more active than peers and had had 
short attention spans that led to problems in school, 
(dyslexia, acalculia, dysgraphia, failure) or discipline 
(repeated truancy, suspension or expulsion, stealing, 
contact with police, fire setting). Each patient was 
paired with the next nonhyperactive patient in the al- 
phabetic master list who matched the hyperactive pa- 
tient for age within 2 years and sex. Because my pre- 
vious study found an association between hyper- 
activity and low economic status as adults, I selected a 
second comparison group that also matched, patient 
by patient, for this factor. This was done by cate- 
gorizing each patient by method of pavment for the 
psychiatric evaluation: private payment or insurance, 
CHAMPUS, or Medicaid (called Medi-Cal in Califor- 
nia). 

Diagnosis was based on research criteria (6). Statis- 
tical analysis used Student's t test, chi square (with 
Yates' correction where appropriate), and Fisher ex- 
act probability tests. 


RESULTS 


Demographic data for the patients and for the 2 com- 
parison groups are given in table 1. Economic status 
significantly differentiated the hyperactive subjects 
from control group 1, with the former more likely 
(x?—6.43, df=2, p<.05) to be treated under the aus- 
pices of Medi-Cal. Marital status, race, religion, and 
hospital admission did not differentiate the groups. 

Table 2 presents primary and secondary diagnoses 
for the 3 groups. Substance abuse was the most fre- 
quent primary diagnosis among the subjects, but only 
alcoholism differentiated them from the comparison 
groups. Twice as many subjects as group 1 patients 
received a primary diagnosis of alcoholism. Counting 
secondary alcoholism, the percent of subjects is more, 
than twice that of group | patients (29% versus 13%, 
x*:—3.09, p«.10). In group 2 the numbers change 
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Demographic Data for 48 Adult Patients with Childhood Hyperactivity 
and 2 Control Groups 





Pomery Controls? 
~ Hyperactive 

Characteristic Patients Group ! Group 2 
Age (mean years) 29.7 29.8 29.7 
Sex 

Female zl 21 2] 

Male 27 27 27 
Economic Status 

Private payment 

or insurance 12 23 12 

CHAMPUS 5 6 5 

Medi-Cal 3] 19 3] 
Marital status 

Single 13 14 e oq 

Married 14 17 15 

Separated or 

divorced 20 16 15 

Widowed | ] I 
Race 

White 42 43 44 

Nonwhite 6 5 4 

_* Religion 

‘Protestant 24. 22 23 

Catholic 11 13 9 

No preference . 11 9 12 

Other 4 4 4 
Location 

Outpatient 23 26 28 

Inpatient 25 22 20 


?Group | matched for age and sex: group 2 matched for age, sex. and aduit 
economic status. 


some, but the direction of the difference remains the 
same. 

Five formerly hyperactive subjects received a diag- 
nosis of antisocial personalitygs compared with only 1 
in comparison group 1 and 0 in group 2. Of 3 patients 
with hysteria, 2 were subjects and 1 was in control 
group I. Considering primary diagnosis only, 23 sub- 
jects sought psychiatric help because of personality 
disorder or drug or alcohol abuse. Corresponding fig- 
ures for the two comparison groups were 13 and 11, 
respectively—the latter was significantly different 
from the subjects (p<.02). Including the primary diag- 
nosis of personality disorder and the secondary diag- 
nosis of sexual deviancy and hysterical personality, 12 

. subjects and 4 group 1 patients had personality dis- 
order other than drug or alcohol abuse (p=.026). No 
group 2 patient had personality disorder exclusive of 
substance abuse, which is significantly different from 
subjects (p=.001). 

Primary affective disorder was less common in sub- 
jects than in group 1, and, although not significant, on- 
ly about half as common as in group 2. Fifty-seven per- 
cent of subjects with primary affective disorder re- 
ceived a secondary diagnosis (2 were alcoholics, 1 was 
a heroin addict, and 1 was sexually deviant), as com- 
pared with 12% of those in group 1 (1 heroin addict and 

. | heavy drinker) and 25% in group 2 (2 alcoholics and | 
heroin user). Bipolar depression was found in all three 
groups, in 3 of the subjects and 8 and 4, respectively, 
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of the 2 comparison groups. Reactive depressions 
were limited to the 2 comparison groups, but second- 
ary depressions were found in all 3. Probable and un- 
certain types of affective disorder did not differentiate 
the 3 groups. Schizophrenia, too, was found in all 3 
groups, but nuclear schizophrenia (hebephrenic, cata- 
tonic, paranoid, ana undifferentiated) was 2 to 4 times 
more common in tbe control groups than in the sub- 
jects. 


DISCUSSION 


Any diagnosis made by history alone carrfes the per- 
il of retrospective falsification. However, lacking 
physical signs or laboratory tests for the diseases he or 
she treats, the psychiatrist must base any valid diagno- 
sis almost exclusively on history (6). In my previous 
study the prevalence of the diagnosis of hyperactive 
child syndrome varied inversely with age, which sug- 
gests that advancing age produces underreporting of 
childhood symptoms rather than the reverse. Includ- 
ing only those cases that involved scholastic or dis- 
ciplinary problems provides some protection from 
false positives which might be reported by overly en- 
thusiastic patients and investigators. 

Controlling for economic status diminished but did 
not eliminate some of the diagnostic differences be- 
tween subjects and comparison patients. Had the two 
comparison groups shown equal rate and type of psy- 
chopathology further discussions could ignore so- 
cloeconomic status, but tables 1 and 2 suggest that 
payment status may be correlated with some qualita- 
tive differences in diagnosis. These findings occur with 
reports of higher rates of schizophrenia among the 
lower social strata (7). Population surveys do not show 
strong associations between affective disorder and so- 
cloeconomic status, but in any group of people already 
identified as psychiatric patients an increase of one di- 
agnosis necessitates a relative decrease of others. 

Most strongly differentiating formerly hyperactive 
adult patients from those who were not hyperactive 
was personality disorder. Morris and associates (4) 
and Menkes and associates (5) noted that some aggres- 
sive and hyperactive children had developed criminal- 
ity or delinquency at follow-up, but neither study ad- 
dressed itself to the specifics of diagnosis. In her ex- 
haustive study of adults who had attended ‘child 
guidance clinics as children, Robins (8) found many 
sociopaths and alcoholics, but childhood diagnoses 
had not been made within the specific framework of 
hyperactivity. Most of the evidence relating childhood 
hyperactivity to adult personality disorder has come 
from family studies, at least two of which (1, 2) report 
a high degree of sociopathy in male relatives. All of the 
evidence thus supports the concept that a subgroup of 
sociopathy has its beginnings in this childhood dis- 
order, but we cannot even estimate the percent of hy- 
peractive children who come to this end. 

Briquet’s syndrome (hysteria), increasingly re- 
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Primary and Secondary Diagnoses of 48 Adult Patients with Childhood Hyperactivity and 2 Control Groups? 





Formerly 
Hyperactive 


Diagnosis Patients 


—————————— lH A Tn HAN — — k Tl TTS HAAN E E d 


Primary 

Affective disorder I 
Primary 
Reactive 
Type uncertain 
Probable ` 

Schizophrenia 
Nucleer 
Schizophreniform 
Provable 

Drug or alcohol abuse 
Alcoholism 
Heroin addiction 
Other 

Personality disorder 
Antisocial 
Hysteria 
Other 

Neurosis 

Organic brain syndrome 

No diagnosis 

Secondary 

Depression 

Alcokolism 

Heavy drinker 

Heroin 

Sexual deviancy 

Paranoid state 

Hysterical personality 
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Controls? Subjects vs. Subjects vs." 
Group 2 * Group |! Groupe" 

21 p<.0l* p<. 10° 
12 p«.05* ns. 

3 p-.028? nS. 

2 n.s. Hos 

4 n.s n.s. 
1 n.s D.S. 

9 n.5 p=,0258 

2 n.s. ek 

T p-.0594 p.059" 
11 n.s. pees 

5 n.s n.s. 

5 n.s n.s. 

1 n.s n.s. 

: ii pz.00134 

D n.s p=.04° 

0 n.s n.s. 

0 n.s n.s. 

l n.s n.s. 

l n.s n.s. 

3 n.s n.s. 


c0 0 on S 


*Group | matched for age and sex; group 2 matched for age, sex, and adult economic status. 


"For primary diagnoses only. 


*Chi-square analysis with Yates’ correction. 


“Risher exact probability test. 


garded as a type of personality disorder rather than 
neurosis, was also found in the two family studies 
cited. Wood and associates (3) commented on its ab- 
sence among their 15 patients (9 of whom were female) 
but blamed small sample size. Although 10% of the fe- 
male subjects in the present study had Briquet's syn- 
drome as compared with 6% of my adult practice over- 
all (9). tests for significance will have to await a larger 
sample. 

Familv data also link hyperactivity with alcoholism. 
Goodwin and associates (10) found that adopted alco- 
holics had more often been hyperactive, aggressive, 
truant, and disobedient as children than adoptees who 
did not become alcoholic. These findings were rein- 
forced by a study (1 D that reported more symptoms of 
childhood hyperactivity in individuals with severe, pri- 
mary alcoholism than in those with milder, secondary 
alcoholism or in psychiatric patients and normal con- 
trols. Wood and associates (3) found 4 alcoholics in 
their selected series of 15 formerly hyperactive chil- 
dren. Interestingly, childhood hyperactivity completely 
failed to predict other substance abuse in this popu- 
lation. Such a result might be expected in the case of 
amphetamines and other psychostimulants since 70% 
or more of hyperactive children are quieted by these 


* 


drugs and recently there have been reports of similar 
‘paradoxical’? reactions to medication in some 
formerly hyperactive adults (12). 

The relative paucity of primary affective disorder 
among the subjects ts no surprise. Although childhood 
hyperactivity is occasionally confused with manic-de- 
pressive disease, a low rate of association with familial 
cases of affective disorder has been noted before (13). 
Why this group showed a total lack of reactive depres- 
sion is an open question, however, particularly in view 
of the chronic low self-esteem that many of these pa- 
tients show as teenagers (14). Perhaps the formerly hy- 
peractive adult under stress turns to alcohol to release 
tension. 

Also unresolved is the possibility that hyperactivity 
may culminate in psychosis or schizophrenia. Morris 
and associates (4) and Menkes and associates (5) em- 
phasized this outcome, but I suggested (15) that family 
history data do not support a relationship between 
childhood hyperactivity and schizophrenia, a con- 
clusion echoed by the present data. 

How far can we generalize these data? Because the 
practice draws from the widest possible range of social, 
classes, it may be more representative of psychiatric 
patients in general than the usual clinic research Sépu- 
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this metropolitan population is strikingly similar to 


that reported by Munoz (16) from a small-city-rural 
practice in the midwest. Despite the apparent repre- 

ntativeness of this populatien and the consonance of 
ddtà derived from it with those of other studies, 
enough questions remain unanswered to support the 
traditional call for further research. 
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Informed Consent for Neuroleptic Therapy | 


BY JOSEPH DEVEAUGH-GEISS, M.D. 


The author suggests that the frequency and severity of 
tardive dyskinesia in patients treated with neuroleptic 
drugs requires that informed consent be obtained from 
all patients receiving such treatment. The three basic 
conditions for obtaining informed consent are 
reviewed with discussion of some of the ethical 
problems encountered in the informed consent 
proceaure. Most of these problems will be resolved if 
specific, written, informed consent is obtained from 
the patient, or his representative, within six weeks of 
initiating therapy, although in some cases questions 
may be raised about the very possibility of obtaining 
consent. 


ALTHOUGH TARDIVE DYSKINESIA as a complication of 
neuroleptic therapy was first described in 1957 (1) and 
was recognized as a serious problem as early as 1968 
(2), only recently has the requirement of informed con- 
sent for neuroleptic therapy been articulated. Ayd (3) 
has suggested that informed consent be obtained after 
three months of neuroleptic therapy because tardive 
dyskinesia rarely occurs before that time. The depart- 
ments of mental health in New York! and Con- 
necticut have adopted this recommendation through 
memoranda to the directors of their mental hygiene fa- 
cilities. Sovner and associates (4) have suggested that 
informed consent should be obtained after one year of 
neuroleptic therapy, and while they are more liberal 
regarding the interval between instituting therapy and 
obtaining consent, they are more stringent than Ayd in 
their recommendation that such consent should be 
written. | 
Given the present medical-legal climate, it is diffi- 
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cult to ascertain whether such guidelines bave devel- 
oped in an effort to protect physicians from sub- 
sequent litigation (although Sovner and associates are 
explicit in their acknowledgment of the need for such 
protection) or to protect psychiatric patients from the 
hazards of treatment. While these potentially conflict- 
ing motives—protecting the doctor from the patient 
and protecting the patient from the doctor—may pose 
an ethical dilemma for the treating physician, jt is most 
likely that obtaining informed consent for treatment 
would, in actual practice, satisfy the need for pro- 
tection on both sides without engendering confiict., 
There are, however, other ethical problems inherent in 
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applying the doctrine of informed consent to persons - 


who are to be treated with neuroleptic drugs. 


THE THREE BASIC CONSENT CONDITIONS 


There are three basic conditions that prevail with re- 
spect to consent. The first involves the person who is 
deemed incompetent to give consent. Certainly, there 
are many brain diseases in which legitimate question 
may be raised about an affected individual’s ability to 
be informed and to give consent. Such persons are typ- 
ically treated under a pediatric model, i.e., informed 
consent is obtained by proxy, usually from a relative 
or other legally appointed guardian. Although this situ- 
ation is fraught with moral and ethical problems, this 
inechanism is recognized as having legal, moral, and 
social validity. It should be noted, however, that in 
many psychiatric conditions there is no demonstrable 
cerebral pathology, and the judgment of a physician 
may be the only criterion on which the decision of 
competency to give consent resides. It is important in 
such instances to obtain opinions from external, dis- 
interested third parties. 

The second condition is that of a competent person 
for whom neuroleptic therapy is believed to be in- 
dicated and of potential benefit. Since there is no clear 
way of predicting which patients will develop tardive 
dyskinesia, it must be assumed that some degree of 
risk exists for anyone receiving neuroleptic drugs. Al- 
though debate has focused on a presumed low risk/ 
benefit ratio, recent epidemiologic studies indicate that 
the risk of tardive dyskinesia in people taking neuro- 
leptic drugs is much higher than had been previously 
recognized (5, 6). Thus it appears that informed con- 
sent would be advisable for all patients who receive, 
neuroleptic drugs. Because tardive dyskinesia usually 
appears late in the course of therapy, postponing the 
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‘decision Xo obtain informed consent may be justified 
on two grounds: the risk is minimal during the initial 
period of treatment, and the condition of the patient 
. who is psychotic may interfere with his or her ability 
XE i give truly informed consent. On the former point, I 

wôùld disagree with Ayd and, Sovner because I have 
seen two young men, aged 30 and 32, who developed 
tardive dyskinesia within 5 weeks of the initiation of 
- neuroleptic therapy. in one case, the dyskinesia was 
reversible, but in the other it has persisted for more 
than one year. On the latter point, certain moral and 
philosophical questions arise, but assuming that the 
changes in thought process and content brought about 
by neuroleptic treatment are both desirable and direct- 
ed toward a proper ''reality'' orientation, one could 
justify delaying consent procedures until the psycho- 
sis has remitted. In this connection, 4-6 weeks of 
neuroleptic treatment will be sufficient to achieve this 
end in most instances. Patients who are refractory to 
treatment after this interval are likely to remain so for 
an extended period of time, and when drug treatment 
“is still deemed advisable in these cases, proxy consent 
could be obtained for the legal protection of the doc- 
tor. : 

This approach represents a conventional psychiatric 
viewpoint on consent for treatment of psychosis. A 
person with disordered and “‘delusional’’ thinking is 
unable to be informed and to give consent, but after 
being restored to rational and ordered thinking by che- 
motherapy, such a person is able to give consent. Al- 
though this may seem obvious and is taken as ax- 
iomatic in psychiatric practice, in the absence of de- 
monstrable organic disease of the brain it is disputable. 
Many metabolic and nutritional disorders may cause 
disturbances in thinking, perception, and behavior, 
but most of these have demonstrable pathophysiology. 
Specific treatments will correct the pathologic pro- 
cesses and secondarily produce improvement in the 
behavioral disorders. Examples of such disorders are 
thyrotoxicosis and pellagra. If functional psychosis 
represents a similar pathophysiologic process occur- 
ring in the brain, restoration of normal cerebral func- 
tioning by chemotherapy would enable the patient to 
give informed consent. 

Such a model for psychosis is currently only theo- 
retical, however, and the evidence for this hypothesis 
is no more compelling than that for many other para- 
digms of psychosis. Thus, while the analogous argu- 
ment that psychosis represents a physiologic disorder 
similar to endocrine disease or nutritional deficiency is 
attractive, the evidence seems insufficient to justify 
delaying informed consent procedures in all cases of 
functional psychosis until treatment has been success- 
ful. In this connection, it is often difficult to dif- 
ferentiate between delusions and peculiar or idiosyn- 
cratic ideas, or between thought disorder and political 
dissidende, as critics of Soviet psychiatry have sug- 
.gested. 

Another model for treatment without consent exists 
in the presence of acute brain dysfunction. The com- 
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atose or delirious patient is frequently treated without 
consent and, once restored to a state of consciousness 
or nondelirium, either gives consent for continued 
treatment or withholds consent and the treatment is 
discontinued. In such cases, the restored, or normal, 
state usually is maintained without drugs that alter 
thinking. In functional psychoses, the restored, or ra- 
tional, state often cannot be maintained without the 
continued administration of neuroleptic drugs. Thus a 
special type of ethical problem is raised when consent 
is obtained only after the objectives of treatment have 
been achieved. The similarities between remission of 
psychosis and religious conversion cannot be over- 
looked (7, 8), and it must be considered thatthe person 
whose thinking is controlled, by drugs or by any other 
means, may not be able to give the same type of con- 
sent as a person whose thinking 1s not controlled. 

The third condition necessitating informed consent 
for continued neuroleptic therapy is that of the com- 
petent patient who already has a drug-induced dyski- 
nesia and for whom continued treatment with neuro- 
leptic drugs 1s deemed necessary or advisable. The 
dyskinesia 1s known to be caused by the drug treat- 
ment in such cases, so the risk of potentially reversible 
dyskinesia becoming irreversible or of the existing 
dyskinesia worsening poses another ethical dilemma 
for the physician. Although the disability associated 
with tardive dyskinesia can be severe (9) and is easily 
assessed in most cases, it has been argued that the 
harmful aspects of discontinuing neuroleptic treatment 
may outweigh the potential hazards of continuing 
treatment (10, 11). Only a very careful and unemotion- 
al review of the benefits and detriments of treatment 
will suffice to inform the patient properly so that he 
may give or withhold consent as he sees necessary. In 
such instances, when consent is given for continued 
treatment the severity of the movement disorder must 
be reassessed periodically (probably every three or 
four months) to maintain a current perspective on the 
benefit/detriment equation. It would seem essential al- 
so to provide a supervised drug-free period at least 
once annually to reassess the benefit side of this equa- 
tion. In addition, consultation with external, dis- 
interested third parties—ideally, a neuropsychiatrist 
with training and experience in the evaluating psychi- 
atric and movement disorders—is advisable in these 
cases. 


RISKS ASSOCIATED WITH THE CONSENT 
PROCESS 


One hazard of obtaining informed consent deserves 
mention, and this is best expressed by Alexander 
Pope's maxim, “A little learning is a dangerous 
thing.” Providing information about risks and benefits 
to an individual who lacks the comprehensive training 
and experience of the physician may frighten or other- 
wise discourage the patient from electing a relatively 
safe and therapeutic treatment regimen. Although this 
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possibility does not alter the physician's obligation to 
obtain consent, it emphasizes the necessity for honest 
and unemotional review with the patient of the per- 
tinent information regarding a proposed treatment. À 
patient-physician relationship that is founded on trust 
and honesty will rarely fail to promote judicious deci- 
sions regarding treatment, even when such decisions 
are the patient's responsibility. Although it could be 
argued that giving such responsibility to the patient 
might hamper the physician's ability to render the best 
pcssible treatment when the patient chooses not to ac- 
cept the physician's recommendations, this need not 
be a serious problem. External consultation or second 
opinion cán reinforce the judgment of the primary phy- 
sician or even lead to.suggestions of alternative forms 
of treatment that might be more acceptable to the pa- 
tient. Finally, the patient is free to seek treatment from 
arother practitioner whose expertise and therapeutic 
skills may be more congruent with his order needs, 
and a physician has no ethical or legal responsibility to 
provide a form of treatment he does not recommend or 
to treat a patient who chooses not to follow his recom- 
mendations. This problem becomes more complex, 
however, when the responsibility for such a decision is 
transferred to the representative of a patient deemed 
incompetent. It is in this context that the welfare and 
best interest of the patient may be obscured by the per- 
sonal needs of involved third parties, including the 
physician. This situation, more than any other, re- 
quires additional consultation from disinterested phy- 
sicians whose clinical judgment is unlikely to be influ- 
enced by personal knowledge of the patient, the pa- 
tient's family, or the primary physician involved. 
There is no absolutely satisfactory method of dealing 
with this difficulty and there is a recent trend to place 
the uitimate responsibility for such judgments in the 
courts. Although this method is less than ideal, it must 
be accepted now as the only legally safe procedure for 
the physician who is attempting to provide proper 
medical care in a climate of conflict, controversy, and 
threats of malpractice litigation. 


CONCLUSIONS 


in summary, it appears that all patients receiving 
neuroleptic drugs are at risk for tardive dyskinesia and 
saould be informed of this risk. Ideally, informed con- 
sent should be obtained before initiating treatment, 
and this can usually be done verbally through a general 
discussion of risks and benefits between the physician 
and patient. The best proiection from subsequent Hiti- 
gation would be provided by a written summary of the 
discussion that is read and signed by the physician and 
patient, although this is not always necessary. When 
consent procedures are postponed for any of the rea- 
sons outlined above, it is advisable to obtain general 
written consent by the end of the sixth week of treat- 
ment. Written informed consent is essential for pa- 
tients who have had reversible dyskinesia in the past 
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or who currently have symptoms of tardive flvskinesia 

and for whom neuroleptic therapy is thought to be in- 

dicated. This consent procedure should be specific in 

describing the symptoms of movement disorder ob- 


served, the presumed relationship between the symp- - 


toms and drug treatment, the fact that continued Mug 
treatment may mask the svmptoms while possibly 
making them worse or causing them to become Irre- 
versible, and stating that there is no known effective - 
treatment for the movement disorder. Ir. addition, a 
statement regarding the need for continued neuroleptic 
therapy and the risks of discontinuing this therapy 
should be included. l 

Most of the common ethical conflicts regarding in- 
formed consent for neuroleptic therapy have been cov- 
ered in the foregoing remarks, and the practitioner 


may find that,by observing the doctrine of informed 


consent as outlined above the potential for conflict 
may be minimized. However, I have observed, a prob- 
lem that 1s peculiar to patients with tardive dyskinesia 
which further complicates the matter of obtaining in- 
formed consent. | i 

In a recent survey of 15 patients with tardive dyski- . 
nesia, I inquired repeated about the existence of the 
dyskinesia and specifically about the patient's aware- 
ness of his movement disorder. Seven of these patients 
consistently and repeatedly denied that they had ab- 
normal or involuntary movements, despite the fact 
that most of them had symptoms thai were severe 
enough to cause some difficulty with speech, ambula- 
tion, or coordination of ordinary motor movements 
such as those used in eating or dressing. Three patients 
stated that they were not.aware of the involuntary 
movements and only noticed them because I had in- 
quired. The remaining 5 patients were aware of their 
movement disorder. 

Although this may not be a representative sample, 
others involved in studying tardive dyskinesia have al- 
so found that a considerable number of patients with 
movement disorders are not aware of their involuntary 
movements, and some also deny the existence of the 
disorder. These observations raise the question of 
whether it is possible to obtain consent for neuroleptic 
treatment in such cases because this would require the 
patient to consent to a risk for something he apparent- 
ly believes does not exist. Further, in such instances, 
it is not at all clear whether one would be acting ethi- 
cally or responsibly by continuing treatment or by dis- 
continuing treatment. 

It seems that ethica] problems such as those posed 
by tardive dyskinesia will require clarification along a 
number of lines. As more sophisticated investigations 
in biological psychiatry unravel some of the mysteries 
of neurochemistry and cerebral metabolism that may 
underlie certain behavioral problems, many psychiat- 
ric syndromes may come to be recognized as phys- 
icochemical disorders for which specific tréatments, 
hopefully with less devastating side effects than neuro-, 
leptic drugs, are available. This transformation from 
psychiatric disorder to medical disease entity will as- 
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' sist in. regolving ome of the current ethical dilemmas. 
The frequency of prescription of and long-term main- 
tenance with neuroleptic drugs will probably diminish 
as awareness of problems such as tardive dyskinesia 
. increases. Better definitions, of “‘informed consent” 
areneeded, particularly in the obscure areas delimited 
by such questions as the following: Can a person 
whose thinking itself is modified by a treatment prop- 
erly give consent to continuing that treatment, espe- 
cially if it could reasonably be expected that discontin- 
uing tne treatment would result in refusal to consent? 
Is a person who has been disabled by treatment able to 
give informed consent to continue treatment and ac- 
cept exposure to the risk when he denies the disability 
and, implicitly, the risk involved? 
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BY A. PRESTON WEST, M.D., AND HERBERT Y. 


There have been many reports of probable lithium- 
induced organic brain syndromes occurring when 
serum lithium levels are within or close to the 
therapeutic range. The authors report on five patients 
who developed clinical syndromes suggestive of 
severe neurotoxicity during lithium treatment. In ail 
cases lithium levels were between .75 and 1.7 mEq/ 
liter. The patients who developed neurotoxicity had 
markedly higher global ratings of psychotic 
symptomatology and anxiety in the pretoxic period 
than did patients who never developed neurotoxicity. 
When the acute manic state is characterized by 
marked psychotic symptoms and intense anxiety, it 
may be associated with increased vulnerability to the 
development of severe lithium neurotoxicity. 


LITHIUM can produce a variety of neurotoxic phenom- 
ena. Early in treatment lithium may cause tremors; 
prolonged treatment has been reported to produce 
nonprogressive cogwheel rigidity in some patients (1, 
2). The most serious lithium-induced neurotoxicity 
consists of tremor, drowsiness, confusion, disorien- 
tation, muscle fasciculation, ataxia, extrapyramidal 
symptoms, and, in some cases, even seizures, coma, 
and death (3, 4). This syndrome is usually asso- 
ciated with serum lithium levels greater than 2- 
2.5 mEq/liter. However, some cases of relatively se- 
vere neurotoxic effects of lithium have been reported 
(5, 6) in patients whose serum lithium levels were with- 
in or close to the commonly accepted therapeutic 
range (0.6-1.2 mEgq/liter). 

In this report we present five instances of definite (3 
cases) or possible (2 cases) lithium neurotoxicity 
that occurred at paradoxically low serum lithium lev- 
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Paradoxical Lithium Neurotoxicity: A Report of Five Cases and a ' 
Hypothesis About Risk for Neurotoxicity 


| els. The patients came from a population of 35 lithium- 


treated inpatients seen over a 60-month period on a 
psychiatric inpatient research unit at the Illinois State 
Psychiatric Institute. 


CASE REPORTS 


Case I. During a normothymic period, a 42-vear-old mar- 
ried man was placed on lithium carbonate therapv for pro- 
phylactic treatment of a fluctuating disorder of mood, which 
had consisted of relatively brief periods of exoansive mood, 
paranoia, and hypomanic behavior every 1-2 years over the 
previous 7 years. These episodes usually responded to 
neuroleptics or remitted spontaneously. Between episodes 
the patient was sometimes moderately depressed but other- 
wise functioned adequately as a laborer, husband, and fa- 
ther. A serum lithium level of 1.2 mEg/liter was achieved 
without noticeable side effects. 

Four months after beginning lithium the patient became 
increasingly excited and uncontrollable at home. He did not 
sleep and manifested a wide variety of bizarre behavior. 
Shortly thereafter he was admitted to the Illinois State Psy- 
chiatric Institute for treatment. He spoke circumstantially 
and had a flight of ideas, but no organized delusions were 
present. The patient also had a seborrheic dermatitis of the 
face and scalp and a scaling dermatitis of both feet, com- 
plicated by an area of cellulitis on the dorsum of one fcot. 
His white blood cell count at the time of admission was 
19,000/cu mm. 

The patient's serum lithium level was 1.25 mEq/liter on 
admission, and the level did not exceed 1.3 mEg/liter during 
hospitalization. During the first 5 days of hospitalization the 
patient became confused and disoriented, and he developed 
a low-grade fever and tachycardia. Chlordiazepoxide was 
given orally. Two days later lithium was discontinued be- 
cause it was thought that it was producing the toxic con- 
fusional state. Within 24 hours there was a marked clearing 
of the patient's delirium; within 48 hours he was manic but 
with a clear sensorium. The cellulitis responded well to a 
course of antibiotic treatment. Serum creatine phosphoki- 
nase (CPK) activity, a frequent concomitant of acute psy- 
chosis (7), was elevated tenfold during the first week of hos- 
pitalization. 

The patient and his family have been known to the treat- 
ment staff for a number of years. Neither alcoholism nor in- 
take of other drugs could explain his confusional syndrome. 
The area of cellulitis on the patient's foot and his low-grade 
fever were also not likely to be relevant to his organic brain 
syndrome. Since the delirium cleared promptly after lithium 
was discontinued, we concluded that lithium itself either 
caused the toxic syndrome or played a majcr role in its. de- 
velopment. 
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. The patient, has*been consistently diagnosed as manic-de- : 


pressive, although there have been'some atypical features. 
Some deterioration in his work and marital adjustment was 
noted during the course of his illness. Bizarre delusions, in- 


'cluding delusions of thought control, stereotypic manner- 
"iss, and thought disorder occurred in association with the 


manic states. According to the Research Diagnostic Criteria 
(RDC) of Spitzer and associates (8), this patient had a diag- 
nosis of schizo-affective disorder, manic type, mainly af- 
fective. 


Case 2. A 30-year-old unmarried mother of five children 
was hospitalized for the first time after several days of bi- 
zarre, agitated behavior. Before the onset of these symptoms 
she had been trying to terminate a long relationship with a 
man of whom her family disapproved. 

The patient, a disheveled woman who spoke in a dis- 
organized fashion, rapidly alternated between sobbing, 
moaning, dancing, scolding, laughing, and engaging in repe- 
titious, ritualistic gestures with her arms and hands. In- 
creased motor activity was present, and her rate of speech 
was increased: normal pausing was not present. The pa- 
tient's behavior manifested fragments of both elevated and 


- depressed affect, although none persisted for more than a 


few minutes. The patient's face and body movements fre- 
quently expressed a frizhtened, confused, dysphoric state. 

The patient's symptoms decreased a great deal in a few 
days without medication, but when they returned a week lat- 
er lithium carbonate treatment was begun. After several 
days of lithium treatment paranoid symptoms appeared and 
withdrawal increased. On the sixth day of lithium treatment, 
2 hours after a blood sample with a lithium level of 0.75 mEq/ 
liter was obtained, the patient had a grand mal seizure that 
included collapse. loss of consciousness, and tonic and clon- 
ic movements. No further lithium carbonate was adminis- 
tered. The patient manifested a severe confusional syndrome 
that persisted for 4 days after the seizure. She was dis- 
oriented, could not remember words for even a few minutes, 
and picked at her clothes. Her psychotic behavior developed 
a more formless and definitely less exaggerated quality. A 
face-hand test showed a typical organic pattern of extinction 
of hand stimuli. She improved rapidly thereafter. It was be- 
lieved quite unlikely that such a severe confusional syn- 
drome would persist for 4 days due to a seizure alone. The 
patient had no history of seizures. Neurological examination 
revealed no abnormalities except for a mild increase in 
muscle tone. Brain scan, EEG, and lumbar puncture were 
normal. There was a sixfold increase in the patient's serum 
CPK activity on the morning before the seizure, and serum 
CPK levels were subsequently elevated for over a week. 
Treatment with phenytoin sodium, 300 mg per day, was 
started and continued for 6 months as a precautionary mea- 
sure. There has been no recurrence of seizures or psychosis 
during the follow-up period of a year and a half. 

The patient's family described her as having been a shy 
child. with only one good friend during her childhood. There 
was no evidence of a mood disorder before the present epi- 
sode. (Her father was believed to have been hospitalized in a 
psychiatric facility, but the nature of his illness is unknown.) 
This patient's elevated mood was not severe or persistent 
enough to clearly meet the RDC for a primary disorder of 
mood. Because of the persistence of hallucinations for sever- 
al days and her catatonic excitement, which included repeti- 
tious, excited motor activity not influenced by external stim- 
uli. she met the RDC for acute schizophrenia. We have ob- 
served only one episode of psychiatric illness in this patient. 
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Her changeable affective symptoms might also represent pri- 
mary affective illness. ; 


Case 3. An 18-year-old unmarried woman college student, 
who had returned home for the Christmas holidays. devel- 
oped progressive irritability, inability to sleep, and ideas of 
being able-to read the minds of others. Her family suspected 
that she had been taking drugs, and confrontation about this 
led to angry argumenis in which the patient lost control. She 
was then evaluated for psychiatric hospitalization. On ad- 
mission she was fully oriented. Her thought processes were 
tangential, and.during the interview it was difficult for her to 
focus on any subject for any length of time. She denied audi- 
tory or visual hallucinations but said that she could read oth- 
ers’ minds. 

For the first 9 days of hospitalization the "patient Was 
treated without medication. She was provocative, intrusive. 
irritable, and talked at an increased rate. Her psychiatric 
symptoms responded immediately to lithium carbonate and 
cleared entirely in less than a week. Because it was believed 
that this might have been a spontaneous remission, lithium 
was discontinued. Eight davs later her symptoms returned 
and lithium was restarted. The patient's agitation. and 
thought disorder became more pronounced this time, and 
she was explosively angry and had no meaningful verbal 
contact with others. She was confused and repeatedly in- 
continent of urine. The patient's agitation alternated with in- 
creasingly prolonged periods of withdrawal, almost com- 
plete lack of response to others, and catatonic. immobile 
postures. The patient was observed to have three episodes of 
loss of consciousness. On one occasion she collapsed while 
eating breakfast. She lost bladder control and did not com- 
municate for several minutes afterward. Twice while in bed 
the patient was observed by a staff member to have sudden 
loss of muscle tone followed by rhythmic jerking of all ex- 
tremities and then an inability to respond for a few minutes. 
Lithium was discontinued after 7 days; the maximum serum 
lithium level was .9 mEg/liter. The patient subsequently re- 
sponded well to chlorpromazine treatment. 

This patient had no history of seizures but had a very 
strong family history of mental illness. Her father and two 
brothers have had repeated psychiatric hospitalizations due 
to symptoms of psychosis and angry agitation. although de- 
tails are unknown. One of these brothers was described as a 
very withdrawn persen who is almost "impossible to talk 
to." Based on the RDC this patient was diagnosed as schizo- 
phrenic, schizo-affective type, other. 


DISCUSSION 


We consider these first three patients as definitely 
manifesting lithium neurotoxicity. We did find two 
other patients in whom lithium neurotoxicity was 
strongly suspected. Patient 4 was a 21-year-old schizo- 
affective (mainly affective) woman who had a paranoid 
psychosis and who developed an acute organic brain 
syndrome while on lithium therapy. Patient 5 was a 30- 
year-old manic patient who also developed an organic 


brain syndrome while on lithium therapy. Since these . 


patients did not have seizures or localizing neurologi- 
cal signs and did not demonstrate rapid clearing of 
their delirium when lithium was discontinued, they are 
considered as possibly (not definitely) manifesting lith- 
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ium neurotoxicity. It does not appear possible to defi- 
nitely cetermine whether they represent lithium neurc- 
toxicity or a delirious mania such as that described by 
Kraepelin (9). 

Carlson and Goodwin (10) have also presented ev:- 
dence that confused behavior and even some instances 
of disorientation may be due to severe psychiatric ill- 
ness alone. They reported on the course of acute man- 
ic illness in 20 manic-depressive patients and noted 
that 6 patients developed disorientation to time and 
place during their most intensely disorganized phase of 
mania. However, there is evidence that the mixed psy- 
chotic and confusional syndromes tn our patients 1, 2, 
and 3 wefe not simply due to functional psychiatric 
illness but also involved a toxic organic brain syn- 
drome. Patient 1 demonstrated a clearing of con- 
fusional symptoms in a single day when lithium was 
discontinued. Patients 2 and 3 had grand mal seizures 
during their confusional syndromes, although they had 
never experienced seizures before. Patient 2 also had a 
diffuse increase in muscular tone during her con- 
fusional state. These features make it appear unlikely 
that the confusional episodes in these three patients 
were simply secondary to their psychiatric illnesses. 
There was not as much specific evidence for organicity 
in the other 2 patients. 

The course of patient 1 was of particular interest be- 
cause he received lithium carbonate for four months, 
with a serum lithium level of 1.2 mEg/liter, and then 
developed a neurotoxic syndrome during an acute psy- 
chotic state at the same serum level of lithium. When 
lithium was discontinued his disorientation cleared 
within 24 hours without an appreciable change in his 
psychosis. This suggests an association between the 
acute psychotic phase of mania and precipitation of 
lithium neurotoxicity in this patient. We have sub- 
sequently found reports of six other patients! who de- 
veloped severe neurotoxic syndromes while receiving 
lithium during acute exacerbations of manic-depres- 
sive illness (i.e., mania, hypomania, or agitated de- 
pression) but who tolerated lithium at comparable 
serum levels without toxicity during remission (5, 11- 
14). Cases such as these suggest that one should accept 
with caution the notion that vulnerability to lithium 
neurotoxicity at therapeutic levels of lithium is largely 
confined to schizophrenic patients (6). There are now 
many reported cases of lithium neurotoxicity at serum 
levels of lithium that are within or close to the thera- 
peutic range in actively ill manic-depressive patients in 
both manic (5, 11, 13-19) and depressed (12, 20) 
phases of illness. 

The fact that lithium neurotoxicity occurred in pa- 
tient 1 and in some other reported cases (5, 11-14) 
when the patients were acutely psychiatrically ill but 
not when they were less severely disturbed suggests 


! Additional follow-up information was obtained in three cases by 
personal communications with G. Heninger and J. Kao (Sept. 29, 
1975). J. Ananth (Sept. 22, 1975), and I. Ray (March 1, 1976). 
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that some state-related effects of Psychiatfic Allitess. 
may have increased their vulnerability to the toxic ef- 
fects of lithium. We wish to suggest two possible 
causative factors in lithium neurotoxicity that emerged 
from analysis of our data. We compared behavioral -- : 
ratings of our 5 cases of definite or possible lithiim 
neurotoxicity with the ratings of 30 nontoxic lithium- 
treated hospitalized patients. We found that the 5 pa- 
tients who became toxic had markedly higher peak : 
global ratings of psychotic symptomatology and anx- 
iety during their lithium treatment than did the 30 pa- 
tients who did not develop neurotoxicity. The patients 
who became neurotoxic also had markedly more fre- 
quent in-hospital exacerbations of psychotic svmp- 
tomatology than did the nontoxic patients. Anxiety 
and psychotic behavior have been described as promi- 
nent features of patients most severely affected by lith- 
ium neurotoxicity. Patients sustaining nonreversible 
(6, 19) or more slowly reversible (12, our patient 2) 
neurotoxic conditions have been described as psychot- 
ic and agitated or as psychotic with anxious or hostile 
hyperactive behavior early in their course of lithium’ 
treatment. These findings indicate the need for a pro- 
spective study to determine whether certain aspects of 
psychiatric illness such as severity of psychotic symp- 
tomatology or severity of fear and anxiety might be 
useful in predicting the development of lithium neuro- 
toxicity. 

The idea that the acute psychotic phase of mania in- 
creases the risk of lithium neurotoxicity must be rec- 
onciled with the clinical experience that some manic- 
depressive patients can tolerate higher doses of lithium 
without side effects when manic than while euthymic. 
However, it is likely that not all manic staies are close- 
ly comparable. For instance, mania that is associated 
with schizophreniform symptomatology (10), delirium 
(11), or massive anxiety may differ considerably in bio- 
logically important ways (e.g., endocrinologically) 
from less complicated manic states. Since psychiatric 
diagnosis alone has not proved greatly helpful in pre- 
dicting vulnerability to lithium neurotoxicity, it seems 
useful to look at state-related factors that might ex- 
plain the reversible vulnerability to lithium neurotoxi- 
city that we and others have observed (14, 20). For 
instance, Elizur and associates (14, 20) have reported 
shifts in intracellular/extracellular (I:E) red blood cell 
(RBC) lithium ratios when patients develop lithium 
neurotoxicity. These LE RBC lithium ratios are re- 
ported to normalize after recovery from lithium neuro- 
toxicity. 

The hypothesis that some aspects of acute major 
psychiatric illness (i.e., schizophrenia, mania, and de- 
pression) may be associated with an increased risk of 
lithium neurotoxicity can be tested. Patients who de- 
velop lithium neurotoxicity while psychiatrically ill, 
despite therapeutic serum lithium levels, should be 
able to tolerate comparable serum levels of lithium 
while in remission from psychiatric illness. Severe lith-. 
ium neurotoxicity (i.e., neurotoxicity including dis- 
orientation or seizures) at therapeutic levels of lithium 
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found in patients in remission from ma- 


jor psychiatric illness (possible exceptions are elderly 
patients and patients with organic brain disease). No 
such cases have been reported. The identification of 

',., psychological factors such as severe states of psycho- 
st or fear and anxiety that are associated with lithium 
neurotoxicity may help us understand the biology of 
this puzzling toxic syndrome. 
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BY CARL M. PFEIFER, M.D., GRAHAM A. ROGENESS, M.D., RICHARD L. RUBIN, M.D., 


AND ALBERTO C. SERRANO, M.D. 


The authors describe their experience with the 
implementation of a systematic evaluation of child 
psvchiatry fellows and adult psychiatry residents 
rotating through a child psychiatry program. They 
found that the semiannual evaluations not only 
defined the competence of the fellows and residents 
but also enhanced the program by pointing out areas 
of weakness. The evaluation process had many other 
beneficial effects on the program, the faculty, the child 
psychiatry fellows, and the adult psychiatry residents. 


CERTIFICATION OF COMPETENCE in adult and child 
psychiatry has become a prominent issue in recent 
years; training programs are being asked to take a 
more «active role in the certification process (1). Certifi- 
cation of competence requires that core areas of skill 
and minimum competence be defined and that valid 
methods of evaluation be used to measure compe- 
tence. Adult psychiatry training programs have done 
more than child psychiatry training programs in defin- 
ing core areas and educational objectives (2, 3) and in 
attempting to develop methods of evaluating minimum 
competence in core areas (3). Core areas in child psy- 
chiatry training programs have been discussed more 
from the theoretical than the practical point of view, 
and there are marked differences in content among 
various training programs in child psychiatry (4). Ling- 
as and associates (5) surveyed the evaluation methods 
used in a number of child psychiatry training pro- 
grams. None of the programs that had some form of 
evaluation (about half of the programs surveyed) pro- 
vided a formal description of how they used the data 
from their evaluation. Lingas and associates called for 
more sharing of information among training programs. 
In 1976 we started a formal evaluation program for 
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our child psychiatry fellows and the second-year adult 

psychiatry residents rotating through child psvchiatry. 

The examination process was modeled after the exam- 

inations in child psychiatry of the American Board of 
Psychiatry and Neurology. The evaluation process 

was initially viewed as a way of evaluating the compe- 

tence of the trainees—the way most examinations are 

used (6). What happened is that the other uses of an 

examination, i.e., asa teaching device and a method of 
evaluating a teaching program (6), have become as 1m- 

portant or more important. In contrast to fears that the 

evaluation process might have a disruptive effect on’ 
the training program, it has helped bring the faculty 

closer together as well as bringing the faculty and fel- 

lows closer together. It has pushed us toward more 

clearly defining core areas and minimum competence. 

In this paper we will describe the evaluation process 

and the effect the process has had on the child fellows, 

the faculty. and the training program. 


IHE EVALUATION PROCESS 


Our examination consists of four sections and runs 
from 8:30 a.m. until 1:00 p.m. or 2:00 p.m. All of the 
child psychiatry faculty participate in the evaluation 
process, and several of the child psychiatrists in pri- 
vate practice in the community have also participated. 
The first section is a written examination that consists 
primarily of multiple-choice questions and some write- 
in questions on development. The questions are based 
on material presented and discussed at seminars. The 
rationale behind the written examination is that it en- 
ables us to have a formal measure of whether or not 
the fellows are learning the material presented in the 
seminars. It also offers a chance for the faculty to re- 
view the didactic program. 

The second section consists of a 30-minute inter- 
view with a preschool, latency-aged, or adolescent pa- 
tient. During the four interview examinations that a 
fellow has during his or her two-year program, he or 
she has an opportunity to interview and be examined 
with a patient in each of these three age groups. There 
are usually two child psychiatrists present during the 
interview and during the 30-minute examination that 
follows the interview. The rating scale used, for this 
examination consists of four sections.' The first sec- 


Rating scales used in the three oral examinations are available from* 
Graham Rogeness, M.D., 2939 West Woodlawn Ave., San An- 
tonio, Tex. 78228. 
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€ second section rates the 
diagnòstic formulation and differential diagnosis, the 
third section rates the fellow’s practical and theoreti- 
cal understanding of development, and the fourth sec- 


tion rates the fellow's ability to develop a treatment 


"plan. The examiners spend about 10 minutes on each 


of the last three sections. Immediately following the 
examination, and before the examiners and the child 
fellow leave the room, the examiners complete the 
rating sheet and then go over it with the fellow, pro- 
viding feedbazk on the interview and examination. 
The third section of the examination is an evaluation 
of the child fellow's therapy skills. The fellow prepares 
a videotape of a segment of therapy with a patient he 
or she has seen for a minimum of six sessions’. The 
videotape can be a segment from family therapy, indi- 
vidual treatment, or a group. A rating scale is used to 
structure the examination process and to provide feed- 
back to the fellow at the end of the one-hour examina- 
tion. Four areas are covered in the rating scale: 1) the 
fellows' therapeutic skill as shown on the tape; 2) the 


. fellows’ description of the videotape segment, their 


understanding of the dynamics of the therapeutic ap- 
proach used, and their rationale for choosing that ap- 
proach; 3) the fellows' understanding of the psycho- 
therapy process they are using and their rationale for 
it; and 4) the fellows' rationale for not using other ther- 
apeutic modalities (e.g., if medication is not being 
used, what is :he fellow's reason for not using it). 

In the fourth section of the evaluation the child fel- 
lows are shown a 10- or 15-minute segment of an inter- 
view with a child and are then examined on their abili- 
ty to process and organize the data shown and to de- 
velop a treatment plan. This section is based on the 
videotape sections of the Board's child psychiatry ex- 
amination. The rating scale is taken directly from the 
four areas covered in this part of the Board examina- 
tion: observations, differential diagnosis, additional in- 
formation, and management/treatment. The fellows 
are given feedback immediately after completion of 
the examination. 

When all four parts of the examination have been 
completed, members of the faculty meet each of the 
fellows and review the performance of each, recording 
a summary of their performances. A folder is then pre- 
pared for each fellow containing the rating sheets, the 
written examination, the summarizing statement, and 
a statement of how the fellow's performance compares 
with that of the others. In one or two weeks the 
fellows meet with their career supervisor, who reviews 
their overall performance on the examination and dis- 
cusses strengths and weaknesses. The fellows are thus 
provided a more integrated picture of their overall 
performance as well as immediate feedback following 
each examination. 


EFFECTS. OF THE EVALUATION 


Our semiannual formal evaluations of the child psy- 
chiatry fellows have a number of important effects on 
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the child psychiatrv training program, its faculty, and 
the trainees. : 


Program and Faculty Effects 


Before we started the formal evaluations, the faculty 
felt that our child psychiatry training program was 
comprehensive, providing experience and instruction 
in psychotherapy, extensive opportunities for consul- 
tation with schools, pediatrics, and community 
agencies, and the chance to deal with patients with 
various diagnoses from all age and socioeconomic 
groups. Experience and training in research was the 
one area we felt was weak. However, after the second 
evaluation we became aware of another important area 
that was weak. The child fellows consistently had 
more difficulty demonstrating knowledge and practical 
applications in the area of child development than we 
thought they should have. This finding resulted in the 
development of a 24-week seminar in child develop- 
ment voluntarily taken by the residents in both years 
of the fellowship. 

Another interesting aspect of the evaluation process 
has been our experience in applying it to second-year 
general psychiatry residents who were rotating on the 
child psychiatry service. For these evaluations we in- 
vited the general psychiatry members of the depart- 
ment's residency training committee to be coexam- 
iners with the child psychiatry faculty; about half of 
these general psychiatry faculty members partici- 
pated. After a year and a half the department's resi- 
dency training committee began formal evaluations of 
the general psychiatry residents that were modeled to 
a great extent after our approach. 

Faculty members were asked if the examination pro- 
cess had influenced their approaches to supervision or 
teaching. Several of the faculty reported that the pro- 
cess influenced the way they supervised diagnostic as- 
sessments. They taught and expected more organized 
and complete presentations. Several of the fellows re- 
ported that the examination process had made them 
aware that they needed to work on organizing data and 
making formulations based on the data. The examina- 
tion process promoted changes in both faculty and 
child fellows, who worked to correct deficiencies. 

The faculty also reported focusing on specific areas 
of weakness in individual supervision that had been 
elicited or clarified by the examination process, such 
as a ''too distant, intellectual approach to psychother- 
apy or inadequate experience with certain types of 
patients (e.g., preschool children). Several child fel- 
lows reported working with the supervisors to improve 
in these areas. The major complaint of the second-year 
residents was that the evaluation came at the end of 
the rotation so that tbey did not have time to work on 
correcting deficiencies before they left the rotation. 
Therefore, we changed the time of their examination 
to two months before they finish their rotations. 

The examination process also influenced how the 
faculty taught the weekly child psychopathology 
course to the second-year residents. More interviews 
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with children were made a part of the course. The fac- 
ultv also *discussed developmental issues in more 
-depth than they had before the examination process 
started. 


The Fellows’ Responses 


The first- and second-year fellows' opinions were 
solicited immediately after the examination series in 
June 1977-— before results were known. They were 
polled by questionnaire about each of the four parts of 
the examination with three questions: 1) whether to 
continue each part, 2) how each was helpful, and 3) 
recommendations for modification. The results in- 
dicated uhanimous ‘support for continuing all four 
parts. Descriptions of the value of each of the sections 
were extensive and varied. The value of developing 
familiarity and decreasing anxiety with a Board exami- 
nation format was mentioned often. There were fewer 
suggestions for modification; each fellow offered a dif- 
ferent thought. There were several requests for expan- 
sion, such as including written test material beyond 
the seminar curriculum to account for individual inter- 
ests and providing more videotapes on age groups and 
forms of therapy. In general, the responses presented 
minimally traumatic and educationally valuable im- 
pressions of the process. 

The testing exercise represented more than the tech- 
nical task of evaluating fellows’ achievement. The 
event became a major ritual of the academic year, with 
fellows and faculty sharing concentrated efforts for 
mutual accounting. From the fellows' point of view, 
the examinations represented rites of passage marking 
major steps in the training process. Evaluation results 
are important material for embryonic professional 
identities. As a group experience the exercises aug- 
mented the program's cohesiveness and morale. 


DISCUSSION 


The evaluation program has clearly had more posi- 
tive than negative effects and has become a teaching 
and learning experience for the faculty, fellows, and 
adult residents. It has also led to changes in our pro- 
gram. We are currently attempting to more clearly de- 
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fine core areas and minimal competence: this is a-di- 
rect outgrowth of our evaluation process. 

The evaluation process was originally concep- 
tualized primarily as an evaluation of the child fellows; 
its other beneficial effects were not foreseen. Several. 
characteristics of the evaluation process appear*to 
have made it more of a learning and teaching experi- 
ence, promoting cohesiveness. Repeating the process 
every six months decreased the anxiety and made it . 
more of a learning experience, as did the immediate 
feedback following each section of the examination. 
Involving the entire faculty in the examination process 
created problems of reliability among the group of ex- 
aminers, but this was more than made up for by the 
benefits. The entire faculty gather periodicallv to eval- 
uate each of the fellows. Thus each faculty member 
has a chance to observe the clinical abilities of at least 
two of the child fellows. This enables one faculty 
member to validate another's observation or make an- 
other aware of deficiencies or strengths he or she may 
have missed.by being too closely involved with the fel- 
low. The involvement of all the faculty helps facilitate ` 
communication and helps define all the faculty as part- 
ners in the teaching-learning process. The fact that the 
examinations are conducted in one day also brings all 
of the fellows together at one time so that thev share in 
the experience as a group. 
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Intestinal Dilatation Associated with Phenothiazine Therapy: A : 
Case Report and Literature Review 


BY, DWIGHT L. EVANS, M.D., JOHN F. ROGERS, M.D., AND STEPHEN C. PEIPER, M.D. 


The authors describe a fatal episode of intestinal 
dilatation associated with chlorpromazine therapy. A 
total of 26 similar cases associated with phenothiazine 
or tricyclic antidepressant therapy, including 9 
fatalities, has been reported in the literature. The 
authors cite experimental evidence supporting this 
association. They emphasize the difficulty of 
recognizing this syndrome in the psychotic patient; 
careful evaluaiion is indicated in the constipated 
‘patient who exnibits vomiting, abdominal pain, 
. distension, or tenderness. 


THE ANTICHOLINERGIC side effects of the phenothia- 
zines and tricyclic antidepressants are well recog- 
nized. Adverse autonomic reactions such as dry 
mouth, blurred vision, and constipation are commonly 
seen in patients taking these agents. Profound loss of 
intestinal motility, seen clinically as adynamic, para- 
lytic ileus or megacolon, has been associated with phe- 
nothiazine therapy (1). A similar syndrome has been 
described in association with tricyclic antidepressant 
therapy alone and in combination with phenothiazines 
(2, 3). The syndrome of intestinal dilatation and its po- 
tential fatal ouccome has not been emphasized in the 
psychiatric literature. In this report we describe a fatal 
episode of intestinal dilatation in a manic patient 
treated with chlorpromazine, benztropine, and lithium 
carbonate. 


CASE REPORT 


A 2]-year-old man was admitted in June due to ex- 
acerbation of a manic process. A diagnosis of manic-depres- 
sive illness, manic type, had been made during his first psy- 
chiatric hospitalization in April of the same year. He was 
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hospitalized for | week and discharged against medical ad- 
vice on the following medications: lithium carbogate, 600 mg 
three times a day, chlorpromazine, 200 mg four times a day, 
and benztropine, 2 mg twice a day. During that hospital- 
ization he experienced a dystonic reaction associated with 
chlorpromazine, for which benztropine was administered. 

The patient was seen regularly over the next 6 weeks. 
Lithium carbonate was reduced to 1200 mg per day. Chlor- 
promazine and benztropine were discontinued 3 weeks be- 
fore the current admission because of complaints of seda- 
tion, photosensitivity, blurred vision, and constipation. 

In June the year before the patient had been injured in an 
automobile accident and underwent an exploratory celiotomy 
for repair of a serosal tear of the colon. 

At the time of the second admission he was agitated and 
hyperactive. Speech was loud, with occasional flight of 
ideas. His mood was labile, with alternating anger and ela- 
tion. No hallucinations, delusions, or illusions were elicited. 
He was alert and orien-ed, and cognitive functioning was in- 
tact. 

Before admission the patient's serum lithium level ranged 
from 0.6 to 0.8 mEgq/liter on 1200 mg of lithium carbonate 
daily; the dose was initially increased to 1500 mg per day and 
later to 1800 mg per day, with serum lithium levels stabilizing 
at 1.3 mEg/liter. Chlorpromazine therapy was begun, and 
doses were progressively increased to 1200 mg per day; the 
patient was also taking benztropine, 2 mg twice a day. Initial 
laboratory tests including complete blood count, serum 
creatinine, and electrolytes were within normal limits. Tctal 
serum bilirubin was 2.8 mg/dl, but on a second test 3 days 
later it was 1.3 mg/dl. Serum glutamic oxaloacetic trans- 
aminase and alkaline paosphatase were normal. 

The patient's behavior gradually improved, but he re- 
mained irritable and restless. There were no signs of lithium 
toxicity or extrapyramidal symptoms. Benztropine was de- 
creased to 1 mg twice a day on June 27 and discontinued on 
July 1. He complained of blurred vision and dry mouth regu- 
larly during his hospitalization, but reported normal bowel 
movements through June 28 and did not complain of consti- 
pation until July I. He received 30 cc of milk of magnesia at 
bedtime on July 1 with unknown results. On July 3 he again 
complained of constipation and abdominal discomfort and 
refused breakfast and lunch. By noon he had received 30 cc 
of milk of magnesia and 5 cc of cascara twice over a 4-hour 
period with no response. He was restless, but this was con- 
sistent with his previous behavior. Át approximately 6 p.m. 
he was noted to have a distended abdomen, but was afebrile 
and had stable vital signs. The abdomen was firm and dif- 
fusely tender without rebound. Bowel sounds were absent. 
Rectal examination revealed a fecal impaction that was digi- 
tally removed. An oil retention enema was administered, but 
it could not be retained. The patient then reported that he felt 
better. 
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At approximately 8 p.m. the patient vomited foul-smelling 
material. Within a few minutes he became diaphoretic and 
tachycardic, had a blood pressure of 170/100 mg Hg, and was 
afebrile. He was noted to be in moderate respiratory dis- 
tress, with rapid breathing. During nasal suctioning he be- 
came unresponsive, apneic, and pulseless. Resuscitative ef- 
forts were instituted, and after the administration of 
intracardiac epinephrine and endotracheal intubation, 
supraventricular rhythm was obtained within approximately 
40 minutes. The patient was transferred to the medical in- 
tensive care unit; he was comatose and had a systolic blood 
pressure of 50-60 mm Hg that was maintained with dopa- 
mine infusion. The pupils were fixed and dilated. The abdo- 
men was tense and distended. Copious amounts of feculent 
bloody material were aspirated by means of nasogastric suc- 
tion. The arterial blood pH was 7.15, with pO, of 57 mm Hg 
and pCO, of 28 mm Hg. The white blood cell count was 
25,000/cu mm, and the serum lithium level was 1.3 mEg/liter. 
A chest X ray revealed bibasilar subsegmental atelectasis. 
Abdominal X rays revealed dilated loops of large and small 
bowel with air fluid levels, but no evidence of free intra- 
peritoneal air. Blood cultures were not obtained. The patient 
was treated for presumed septic shock with intravenous hy- 
drocortisone, gentamicin, and chloramphenicol. However, 
he remained comatose, with systolic pressures never ex- 
ceeding 60 mm Hg, and developed cutaneous and gastroin- 
testinal bleeding due to disseminated intravascular coagu- 
lation. Urine output never exceeded 20 cc per hr. A second 
cardiac arrest occurred on July 4, and no attempt at resusci- 
tation was made. 

Postmortem examination, performed 24 hours after death, 
revealed cerebral edema (weight of the brain was 1,600 g). 
There was inflammation and congestion of the tracheal and 
bronchial mucosa and diffuse pulmonary congestion, with 
areas cf hemorrhagic consolidation in both lower lobes. 
There was no evidence of aspiration. The heart and liver 
were normal. The gall bladder contained multiple black bili- 
rubin stones less than 2 mm in diameter and one 3-mm stone 
in the cystic duct. There was no evidence of inflammation in 
the gall bladder, common bile duct, or hepatic ducts. The 
peritoneal cavity contained foul-smelling fluid and an early 
fibrinous exudate over the serosal surfaces. Focal hemor- 
rhagic areas were noted over the small and large bowel sero- 
sa and mesentery. The colon and small bowel were markedly 
dilated and filled with air and liquid feces. No perforating or 
obstructing lesions were found. Severe necrosis of the small 
intestinal and colonic mucosa was present, with complete 
obliteration of mucosal architecture. The abdominal arteries 
and mesenteric vessels were patent. Cultures of peritoneal 
fluid grew Eschericia coli and Citrobacter, and postmortem 
cardiac blood cultures, obtained before bowel manipulation, 
grew Bacteroides fragilis. 


DISCUSSION 


This patient died as a result of refractory shock, pre- 
sumably secondary to sepsis. Before his first cardiac 
arrest he vomited fecal material, indicating that stasis 
of intestinal contents had been present for some time. 


. Intestinal dilatation, peritonitis, and evidence of an- 


aerobic bacteremia (Bacteroides fragilis in the culture 
of heart blood) were noted at autopsy, yet no per- 
forating or obstructing lesions were found. We believe 
that the anticholinergic effects of chlorpromazine and 
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benztropine resulted in decreased périftaltic! activity, 
leading to intestinal dilatation. The retention of large 
amounts of gas and fluid may have been sufficient to 
impair mucosal blood flow, with subsequent loss of 


mucosal integrity and vascular invasion by enteric or-, 


ganisms, producing peritonitis and shock. The course 
and autopsy findings in this patient closely resemble 
those of a patient reported by Giordano and associates 
(4), who first proposed this hypothesis. In both of 
these cases hemorrhagic necrosis of the small bowel 
was noted without obvious occlusive vascular disease. 
This could be secondary to the mechanisms proposed 
above or to prolonged hypotension and vasopressor 
therapy. 

Including this patient, we have been able to identify 
27 cases of intestinal dilatation, including 10 deaths, 
associated with phenothiazine and/or tricyclic antide- 
pressant therapy (1-11). Nine patients were taking 
concomitant antiparkinsonian agents. The patients 
ranged in age from 14 to 81 years; 21 were women. The 
reports vary greatly in the details of their clinical and 
laboratory findings. Constipation and abdominal dis- 
tension were described in 20 and 21 cases, respective- 
ly. Abdominal pain or cramps were reported by 13 pa- 
tients. Vomiting occurred in 11 cases, and in 7 of these 
fecal vomiting was observed. Shock occurred in 7 pa- 
tients, all of whom died. Temperature and bleod pres- 
sure were infrequently reported and could not be ana- 
lyzed. Abdominal tenderness was noted in 6 cases, 
and bowel sounds were decreased or absent in 11 pa- 
tients. Fecal impactions were noted in 9 patients. Ab- 
dominal X rays revealed dilatation or air fluid levels in 
the small bowel or the colon in all 8 cases in which 
they were reported. Postmortem examination of 7 pa- 
tients revealed megacolon in 3 cases and intestinal di- 
latation in 3 others. Peritonitis was found in 3 cases. ! 

Constipation and abdominal distension are common 
findings in this syndrome. Fecal vomiting, an unusual 
event, can be seen in a variety of bowel obstructions. 
Its occurrence is ominous; 4 of the 7 patients ex- 
periencing this died. Shock was uniformly followed by 
death in this series of patients. 

An additional 11 cases of intestinal dilatation in psy- 
chotic patients have been reported since the early 
1950s, when phenothiazines were first widely used 
(12-15). Drug histories were not given in these reports; 
thus we can only speculate about the role that pheno- 
thiazines may have played in these illnesses. 

Constipation and intestinal dilatation had been re- 
ported in psychotic patients for many years before the 
advent of phenothiazine and tricyclic antidepressant 
therapy (16-18). What role, then, does concurrent 
therapy with these drugs plav in this syndrome? Clini- 
cal and experimental evidence suggests an association 
between phenothiazines and intestinal dilatation. Ri- 
tama and associates (19) compared the frequency of 
intestinal dilatation in 82 autopsy reports from a men- 


'A table of medications and clinical findings is available from Dr. 
Evans on request. 
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tal hospilal amt 239 similar reports from a general med- 


ical hospital over a 2-year period. All of the autopsies 
were done by the same pathologist, and the mean ages 
of the two groups were similar. Intestinal dilatation 


* » «was noted in 10 (12%) of the psychiatric patients and in 


5 1296) of the general hospital patients. All of the psy- 
chiatric patients noted to have dilatation of some or all 
parts of the large intestine had been treated with phe- 
nothiazines for several years. The same authors 
treated rats with intraperitoneal injections of chlor- 
promazine, 2) mg/kg daily, for 5 weeks. This was fol- 
lowed by intestinal dilatation within 8 weeks after ces- 
sation, but the frequency of this finding was not de- 
scribed. Zimmerman (20) found that 41% of 99 adult 
rats developed megacolon after one or several intra- 
peritoneal injections of 46 mg/kg of chlorpromazine, 
with a lag period of 7 days to over 5 months_after the 
last injection. We have not found similar studies with 
tricyclic compounds. Although this evidence is limit- 
ed, it provides the basis for an association between 
phenothiazines and intestinal dilatation. : 

The difficulties of evaluating the psychotic patient 


. - are well demonstrated by the case reported in this pa- 


per. The patient reported normal bowel movements 
until 5 days before his cardiac arrest, and he com- 
plained of constipation for only 1-1!/2 days. His ab- 
dominal discomfort seemed mild; his restless behavior 
was not believed to be unusual for him. Lewis (21) em- 
phasized the difficulties in recognizing acute surgical 
abdominal conditions in psychotic patients. He noted 
that symptoms and signs of the underlying condition 
were often absent or misleading. Marchand and asso- 
ciates (22) later observed painless acute surgical dis- 
orders in psychotic patients. Phenothiazines might 
contribute to pain insensitivity in this situation. 

We do not believe that the complaint of constipation 
alone should be cause for great concern; however, the 
additional finding of vomiting, abdominal distension, 
pain, or tenderness should lead to a thorough evalua- 
tion, including abdominal X rays of the patient while 
supine and standing. If colonic dilatation or air accu- 
mulation in the small bowel is noted, phenothiazines 
should be withheld and a surgical consultation ob- 
tained. We favor decompression with nasogastric, 
small bowel, or colonic intubation depending on the 
area of dilatation. It is hoped that such measures will 
obviate the need for surgical decompression. If large 
fecal impactions appear to be adding a mechanical 
component to the intestinal distension, digital removal 


of impactions and saline enemas may be of value. The | 


use of enemas or cathartics, by increasing reflex peri- 
staltic activity. may increase the likelihood of mucosal 
ischemia and thus be harmful. 

Several ideas, none of which is of proven value, 
emerge as to how to prevent this syndrome. First, the 
more salective addition of antiparkinsonian drugs to 
a phenóthiazine regimen might reduce the anti- 


. cholinergic effects produced in a given patient. Sec- 


ond, the employment of drug holidays, which may also 
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be beneficial in preventing the tardive dyskinesias, 
could ellow for intermittent recovery of peristaltic 
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function. Finally, the regular use by such patients of ' 


bulk-forming agents such as bran might decrease the 
frequency of constipation and impactions. 

Physicians caring for patients receiving phenothia- 
zine and tricyclic antidepressant therapy should be 
aware of the intestinal dilatation syndrome and its pos- 
sible fatal outcome. Since patients with this syndrome 
may have nonspec:fic and often misleading signs and 
symptoms, careful evaluation and follow-up are re- 
quired. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ''Infor- 
mation for Contributors” in each issue; papers that do not adhere to these criteria will be returned to the author. 


Schizophrenia-Like Psychosis Associated with Anticonvulsant Toxicity 


BY RONALD D. FRANKS, M.D., AND A. JASON RICHTER, 


Psychotic reactions have been reported as a toxic 
effect of anticonvulsants but not in a specific associa- 
tion with chronic organic brain syndrome or mental re- 
tardation (1-6). In this paper we will describe three pa- 
tients with chronic organic brain syndrome or border- 
line mental retardation who developed a psychosis 
that was functional in appearance but was associated 
with anticonvulsant toxicity. The psychoses were all 
characterized by a clear sensorium with minimal signs 
of anticonvulsant toxicity, which made the diagnosis 
of a toxic psychosis less obvious. 

There are several reports in the literature (2, 6, 7) 
of patients who have been overmedicated with anti- 
convulsants but have not shown the usual signs of tox- 
icity (nystagmus, ataxia, lethargy, and dysarthria). Lo- 
gan and Freeman (2) described atypical anticonvulsant 
toxicity in four mentally retarded children who were 
taking normal dosages. These children had various 
symptoms, two of which, choreoathetoid movements 
and a psychotic behavior disturbance, were seen in the 
patients we will describe. This choreoathetoid move- 
ment disorder has been reported in adults as an unusu- 
al manifestation of anticonvulsant toxicity (7, 8). Psy- 
chotic responses to excessive anticonvulsants, with 
the exception of one case, have been reported to be 
organic in appearance, i.e., clouded sensorium, de- 
creased short-term memory, visual hallucinations, etc. 
(3, 4). We found only one report of a patient with a 
functional-looking psychosis (6). This woman had had 
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a paranoid psychosis in the past, which complicated 
the distinction between toxicity and exacerbation of 
her psychiatric illness (6). 


Case Reports 


Case 1. Ms. A, a 25-year-old single teacher's aide who 
lived with her parents, was admitted to the psychiatric serv- 
ice after | week of increasingly bizarre behavior. She initial- 
ly appeared frightened, infantile, tearful, and clinging, at 
times crouching in a corner wrapped in a blanket and an- 
swering questions with only "yes" or "no." The patient had 
been receiving treatment since 1971 for an idiopathic major 
motor seizure disorder. Previous psychological testing had 
shown a mild chronic organic brain syndrome, possibly sec- 
ondary to childhood encephalitis. Initial and repeated mental 
status examinations revealed intact orientation. short- and 
long-term memory, and calculations, with loose associations 
but without evidence of delusions or hallucinations. She had 
been taking phenytoin, 100 mg t.i.d.; primidone. 250 mg 
t.i.d.; and diazepam, 5 mg q.i.d. The initial neurologic exam 
was unremarkable except for mild ataxia that appeared vol- 
untary, as well as an equivocal horizontal nystagmus. The 
initial blood level of phenytoin was 25 ug/ml (normal- 10-20) 
and of primidone was 36 ug/ml (normal= 15-30). These biood 
levels were thought to be within the therapeutic range for 
this patient, and in the absence of other signs of toxicity her 
illness was thought to be functional. Later, when no im- 
provement was observed, the dosages of primidone and phe- 
nytoin were decreased, and Ms. A's psychosis cleared with- 
in | week. Repeat blood levels on discharge showed 9 g/ml 
of phenytoin and 16 ug/ml of primidone. 


Case 2. Ms. B, a 23-year-old divorced woman with border- 
line retardation, had had psychomotor seizures singe age 5, 
for which she was given primidone, 650 mg/day; cafbarraze- 
pine, 600 mg/day; and clonazepam, 10 mg/day. Ms. B was 
admitted to the neurology service after she inadvertently 
took an overdose of clonazepam because of confusion about 
her dosage schedule. She had slurred speech and bizarre be- 
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havior. All T were stopped, and there was mini- 


mal improvement over the next 6 days. An EEG revealed 
moderate slow wave activity without evidence of an epilep- 
tic focus. It was thought that whatever toxic reaction there 


b e .was had subsided, so Ms. B was transferred to the psychia- 


try service for control of her ‘hysterical psychosis.” The 
carbamazepine was restarted at' 200 mg t.i.d. for psycho- 
motor seizure control. Over the next several days the psy- 
chosis worsened and the bizarre motor behavior increased, 
i.e.. compulsive cleaning, forceful rubbing of her eyes, and 
choreoathetoid writhing of her hands and body. In addition, 
her affect became more labile and she exhibited thought dis- 
order, with autistic, loose associations, paranoid delusions, 
and auditory hellucinations in the presence of intact orienta- 
tion and memory. Complete physical examination showed 
minimal instability on the Romberg examination. with writh- 
ing movements as described above. Three days later, her ori- 
entation and short-term memory were also disturbed. The 
possibility of a toxic psychosis was entertained, so dosages 
of medication were decreased. Ms. B's psychosis cleared 
within 1 week. 


Case 3. Mr. C, a 47-year-old single man with borderline 


> retardation, had an idiopathic major motor seizure disorder 


that started in infancy. He had been. treated with phenytoin, 


* 7100 mg t.i.d., and primidone, 250 mg t.i.d. He was admitted 


because of frequent spells of choreoathetoid movements of 
the extremities, falling and crawling on the floor, bizarre ste- 
reotypic movements, and autistic thinking, with no distur- 
bance in orientation or memory. A CT scan and EEG were 
normal and serum drug levels were 9 ug/ml for phenytoin 
and 6 ug/ml for primidone. The patient's psychosis wor- 
sened, and he was given haloperidol, 15 mg/day, without im- 
provement. Repeat phenytoin and primidone levels were 43 
ugím|] and 6 ug/ml, respectively. The patient's phenytoin 
dosage was decreased and his serum level dropped to 11 ug/ 
ml. At this time his psychosis cleared. We later determined 
that before his admission, Mr. C had been taking his anti- 
convulsants erratically and at times in excessive quantities, 
wnich led to unstable blood levels. 


Discussion 


These patients’ mild chronic organic brain syn- 
drome or milc mental retardation appeared to make 
them more sensitive to the toxic effects of anti- 
convulsants and to an atypical presentation, i.e., the 
appearance of a functional illness. All three patients 
appeared schizophrenic at first, with symptoms of a 
thought disorder, inappropriate affect, and bizarre be- 
havior in a clear sensorium. Further, choreoathetoid 
movements were observed in two of the three patients. 
These atypical presentations did not occur in response 
to a specific anticonvulsant but rather were found with 
phenytoin, primidone, carbamazepine, and clonaze- 
pam. Surprisingly, the initial anticonvulsant blood lev- 
els were not helpful in establishing the diagnosis. The 
extent of the psychiatric disturbance could not be ex- 
plained by the slight abnormality found in the blood 
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levels, a finding similar to the report by Logan and 
Freeman (2) on toxicity in four mentally retarded psy- 
chiatric outpatients. Thus, a trial of lower drug dosagé 
was needed to confirm the diagnosis. Only later did we 
discover that two of the three patients had been taking 
their medications erratically, which decreased the reli- 
ability of the blood levels. This phenomenon of tox- 
icity with normal blood levels has been described else- 
where (9). 

One could possibly explain these psychotic episodes 
as a coincidental functional psychosis in association 
with anticonvulsant toxicity. This seems unlikely, 
however, given the dramatic improvement in the pa- 
tients’ thinking and behavior when the dosage of anti- 
convulsant medication was lowered. Raising the anti- 
convulsant dosage would answer the question, but ob- 
vious ethical issues prevented this. It is also possible 
that we missed the diagnosis because of faulty clinical 
appraisal. However, in each case, repeated mental 
status examinations failed to show signs of disturbed 
memory or attention, and the bizarre psychological 
symptoms in the absence of the usual neurologic signs 
of toxicity were misleading. 

We hope that our findings will aid in the evaluation 
of those patients with an underlying brain impairment 
who are being treated for both a seizure disorder and 
schizophrenia. Some of these patients may simply be 
suffering anticonvulsant toxicity rather than functional 
illness. Cautiously reducing their seizure medication 
could lead, as in these cases, to dramatic improve- 
ment. 
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Galaetorrhea Associated with Molindone 


BY CLYDE E. WESP, JR., WILLIAM ANNITTO, M.D., AND 


Molindone HCl, a relatively new neuroleptic, is a 
dihydroindolone compound and is not structurally re- 
lated to the phenothiazines, butyrophenones, or thio- 
xanthenes. Davis (1) has pointed out that since molin- 
done's therapeutic activity is similar to the activity of 
those compounds, one could expect similar side ef- 
fects. However, the marketing of this compound has 
focused on a different profile of side effects. We are 
reporting the association of molindone and galac- 
torrhea. This is to our knowledge the first such report 
in the literature, as indicated by a computer search of 
the pas: 5 years literature and information supplied by 
a representative of Endo Laboratories, manufacturer 
of the drug. 

It is acknowledged that galactorrhea can occur in 
095-8066 of patients receiving neuroleptics (2). An in- 
crease in serum prolactin is associated. with the lacta- 
tion. Dopaminergic receptors in the pituitary inhibit 
prclactin, and it has been postulated that their block- 
ade ''disinhibits" this system. Creese and associates 
(3) found that molindone has a pattern of dopaminergic 
blocking activity similar to the other classes of neuro- 
leptics. Therefore, we were surprised to find that there 
was no literature on galactorrhea and molindone. 


Case Report 


Ms. A, a 25-year-old woman, was admitted to our unit 
with an acute schizophrenic ep:sode (her second). Results of 
a physical examination and basic laboratory evaluation (in- 
cluding CBC, SMAC. ECG, VDRL, urinalysis, and chest X 
ray) were normal. She was given haloperidol, 5 mg t.i.d. and 
10 ng h.s. Approximately 7 deys after admission she devel- 
oped severe galactorrhea. Her symptoms of schizophrenia 
had subsided. In an attempt to control the galactorrhea, the 
haloperidol was discontinued. The galactorrhea subsided, 
but the symptoms of schizophrenia recurred. She was then 
started on molindone. 10 mg t.i.d. and 20 mg h.s. Within 3 
hours of her first dose, her psychotic symptoms abated, but 
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the galactorrhea recurred. The lactation persisted for the rest 
of her hospitalization. A work-up for galactorrhea, including 
serum levels of adrenocorticotropic hormone, cortisol, pro- 
lactin. T4. and T,, revealed no explanation for the galac- 
torrhea. Ms. A was discharged on a regimen of molindone, 
30 mg h.s. Her history included neuroleptic use associated 
with galactorrhea. 


Discussion 

It has been found that molindone produces an in- 
crease in the release of prolactin (4), and increased 
prolactin is responsible for the lactation associated 
with neuroleptics. It would be inconsistent with these 


findings to state that lactation 1s not a possible side 
effect of molindone. Moreover, the reappearance of 





severe galactorrhea in the case we have reported was ' 
temporally related to a moderate oral dose of molin-__ 


done. One could hypothesize that this patient, who 
had a history of galactorrhea with many other neuro- 
leptics, was particularly susceptible to this neurolep- 
tic-induced side effect. However, in this case, molin- 
done was the active precipitant of the galactorrhea. 
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BY CHALISSERY JOSE, M.D., ASHOK MALLYA, M.D., DINESH MEHTA, M.D., RICHARD EVENSON, PH.D., . 


AND RICK HOLLAND, M.A. 


* 


Depot flupnenazines are, now an accepted part of the 
management of psychotic disorders. However, there is 
a paucity of clinical studies on the adverse effects of 
fluphenazine injections, especially in elderly patients 
with psychiatric illnesses. This report emphasizes the 
positive relationship between age and severity of ex- 
trapyramidal side effects in patients receiving depot 
fluphenazine. 


Method 


The subjects were 76 outpatients (40 men and 36 
women) at a clinic of a large urban midwestern state 
hospital. Subiects had all been receiving intramuscular 
depot fluphenazine decanoate for varying periods and 


" were selected at random when they visited the clinic 


qunm 


for their injections. The age range was 20-77 years 
(mean-4]1). All the subjects were rated by one of us 
(D.M.) for parkinsonism on Simpson's Scale (1) and 
for tardive dyskinesia and motor restlessness on the 
Abnormal Involuntary Movement Scale (AIMS) (2). 

We calculated the total parkinsonism score (Simp- 
son's scale items 1-10), as well as individual scores for 
rigidity (items 1-7), glabella tap (item 8), tremor (item 
9), and salivation (item 10). A tardive dyskinesia score 
(AIMS items 1-4) and a motor restlessness score 
(AIMS items 5-7) were also obtained. Correlations of 
these scores were done with the following variables: 
age. fluphenazine index (current dose divided by 
weeks between injections), length of fluphenazine 
treatment in months, length of treatment with other 
major tranquilizers, length of antiparkinsonian treat- 
ment, organic brain dysfunction as assessed by the 
Missouri Mental Status Examination (3), and the sub- 
jects own awareness of abnormal movements (AIMS 
item !0). The drug histories were obtained via chart 
review by one of us (A.M .). 


Results 


Thirty-four patients (45%) had evidence of park- 
insonism. One-way analysis of variance showed age 
(divided into decades) to be positively related to park- 
insonism (p«.01). The magnitude of this relationship 
was shown by a product-moment correlation of .33 be- 
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tween age and parkinsonism. The relationship was 
maintained for individual parkinsonism items (rigid- 
ity=.36 glabella tap=.36, tremor=.33, and saliva- 
tion=.29). 

Six patients (8%, all women) had tardive dyskinesia. 
One-way analysis of variance showed age to be posi- 
tively related to the severity of tardive*dyskinesia 
(p<.001). The product-moment correlation between 
age and tardive dyskinesia was .43. 

Sixteen patients (21%) showed motor restlessness. 
Analysis of variance did not show any significant rela- 
tionship between age and this symptom. Fluphenazine 
index and length of treatment with fluphenazine did 
not generally show significant correlation with park- 
insonism, tardive dyskinesia, or motor restlessness. 
Length of treatment with antiparkinsonian drugs, how- 
ever, was positively correlated with the severity of 
parkinsonism (r=.24). Length of treatment with oral 
neuroleptics did noz show significant correlations, ex- 
cept in the case of thiothixine, which was significantly 
correlated with parkinsonism (r=.34). 

There was a significant correlation between im- 
paired orientation/memory and tardive dyskinesia 
(r= .26). However, a partial correlation coefficient with 
age controlled dropped to .18. Patients with tardive 
dyskinesia were no: aware of their tardive dyskinesia 
at a significant level, but patients with motor restless- 
ness were significantly aware of their disability 
(r=.77). 


Discussion 


This study brings up a number of salient points, 
which will be discussed below. There was a significant 
positive relationship between age and severity of park- 
insonism in our patients, not only for the total park- 
insonisir. score but also for individual items of rigidity, 
glabella tap, tremor, and salivation. 

There was also a significant positive relationship be- 
tween age and tardive dyskinesia. Although there were 
only six patients with tardive dyskinesia, they were 
older than the sample population (means of 63 years 
and 41 years). 

The common belief that older patients are more 
likely to have organic brain damage and that this may 
be a factor in their alleged vulnerability for extra- 
pyramidal side effects (4) was not confirmed in the 
parkinsonian patients, but this could be the case with 
the tardive dyskinesia patients. 

All of the patients with tardive dyskinesia were. 
women. A disproportionate incidence among women 
has been noted by various authors (5), but this associa- 
tion was not found in a study by Gipson (6) of a large 
number >f patients receiving depot injections. More- 
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over, in a recent study male patients were more sus- 


ceptible to the severe form of tardive dyskinesia (7). 
* Almost half (45%) of our patients showed evidence 
of parkinsonism, although all had received anti- 
parkinscnian drugs. This may mean that parkinsonism 
is drug-resistant in some patients, at least with the con- 
ventional dosages. There was also a significant posi- 
tive relationship between the severity of parkinsonism 
and length of antiparkinsonian treatment in our pa- 
tients. The early emergence of parkinsonism might tn- 
dicate increased susceptibility in certain individuals 
for this side effect. 

We found no significant relationships between the 
fluphenazide index and parkinsonism, tardive dyski- 
nesia, or motor restlessness, or between the length of 
flupaenazine treatment and these side effects. In a re- 
cent study, Smith and associates (8) fcund a positive 
correlation between the total amount of depot flu- 
phenazine enanthate and tardive dyskinesia. Their 
study included 12 patients with tardive dyskinesia 
compared with our 6 patients with tardive dyskinesia. 

Fifty-eight percent of our patients had received an- 
other major tranquilizer at some time during their 
treatment with fluphenazine. This polypharmacy did 
not increase the likelihood of side effects, except for 
the positive correlation between thiothixine and park- 
insonism. This curious finding should be replicated be- 
fore it 1s accepted. 

We did not find a relationship between tardive dys- 
kinesia and length of treatment with antiparkinsonian 
drugs. This is in contrast to an earlier study (9) in 
which we found a positive relationship between the 
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two variables. However, there was’ d difference ‘in ' 
methodology—the amount of drug was quantified in 
the ea-lier study and the sample was larger. 

Finelly, we would like to emphasize that, even 
though iatrogenic morbidity may not be higher in pa- - 
tients receiving depot fluphenazines than in those giV- 
en other major tranquilizers (10), great caution must be 
entertained when this drug is prescribed for elderly 
psych.atric patients. 
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Sleep Disturbance Associated with Fluphenazine HCl: A Case Report 


BY BARRY ALAN KRAMER, M.D. 


Several of the side effects associated with psycho- 
tropic drugs may actually mimic the symptoms that 
they are being used to treat. Psychotic states directly 
resulting from neuroleptic treatment have been de- 
scribed (1, 2). Another common side effect is aka- 
thisia, which is usually described as a feeling of inner 
restlessness, commonly manifested during the day as a 
subjective feeling of anxiety, a need to pace, vague dis- 
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comfort, or "restless legs." Anticholinergic drugs or a 
decrease in the neuroleptic dosage is often helpful in 
allev ating this symptom. However, if akathisia is not 
recognized as a medication effect, the phvsician may 
increase the neuroleptic dosage in an attempt to treat 
these "target symptoms” and thus may aggravate the 
prob em. 

Sleep disturbances are common in psychiatric ill- 
ness2s. Treatment of the primary psychiatric illness is 
ofter sufficient to correct the sleep disturbance, and 
antipsychotic medication is often increased until sleep 
has -eturned to normal. However, the sleep distur- 
bance may be caused by the medication. The case re- 
port that follows illustrates this rather unusual event. 
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Mr. A, a 40-year-old mechanic, had a 16-year history of 
recurrent psychiatric hospitalizations for suicidal ideation, 
paranoia, and/or grossly psychotic thinking. He had been 


'giyen ECT and various neuroleptics during these hospital- 


izations, but records of this treatment are vague. 

For the pas: 6 years, Mr. A had been treated with flu- 
phenazine— either the parenteral decanoate or the oral hy- 
drochloride. Although this helped control the patient's over- 
activity and paranoid ideation, it left him with a sense of 
restlessness during the day, which was successfully treated, 
at various times, with procyclidine HCl or benztropine 
mesylate. 

However, during much of this time, Mr. A's sleep was 
quite disturbed and irregular. He would awaken early in the 
morning (2:00 a.m. to 3:00 a.m.) with varying ability to re- 
turn to sleep until he had to get up for work at 6:00 a.m. This 
led to the patient's sleeping for a few hours at a time on an 
extremely irregular basis. He consulted a sleep laboratory, 
where he was given an evaluation that included a complete 
history, physical examination, psychological testing, a 6- 
week sleep log, and an all-night polysomnograph. No prima- 


- ry sleep disturbance was found, and it was recommended 


— 


that Mr. A increase his dose of fluphenazine. Seven months 
later Mr. À was admitted to an inpatient psychiatric unit for 
overactivity and paranoid ideation. He had stopped taking 
all of his medications 3 months previously. Although he had 
not been sleeping regularly, he did not report feeling tired. A 
diagnosis was made of manic-depressive illness; it was 
thought that the paranoid ideation was mood-congruent (3). 
Mr. A was started on 2400 mg/day of lithium carbonate. 
However, due to the severity of his paranoid ideation and 
overactivity, fluphenazine HCl, 5 mg t.i.d., was added sev- 
eral days later. After two days of fluphenazine administra- 
tion the patient exhibited extrapyramidal symptoms -— visible 
stiffness and subjective complaints of Jumpiness and inability 
to sit still or feel comfortable. Procyclidine HCI, 5 mg t.i.d., 
was then added. Within 24 hours, Mr. A began to improve in 
all aspects except his sleep, which continued to be grossly 
disturbed. He now began to voice subjective complaints 
about this problem. After 3 weeks, the fluphenazine dosage 
was lowered to 5 mg/day and the sleep pattern improved 
somewhat, although there were still occasional sleep distur- 
bances. Mr. A received fluphenazine for a total of 6 weeks. 
Within a week after fluphenazine was discontinued, Mr. A 
had no subjective or objective signs of disturbed sleep. 
The patient was discharged from the hospital and main- 
tained on lithium carbonate only for 4 months. Because of 
the development of paranoid ideation with no concurrent 
mood change, fuphenazine, 10 mg h.s., was added, followed 
I week later by procyclidine HCl. Mr. A's paranoia dis- 
appeared, but 2-3 weeks later the sleep disturbance re- 
curred, with frequent early morning awakenings and a vary- 


4, 


Am J Psychiatry 136:7, July 


ing ability to return to sleep. The following week, fluphena- 
zine was stopped and molindone HCl, 50 mg h.s., was, 
started. Within 5-6 days Mr. A's sleep returned to normal. 
Two weeks later the procyclidine HCl was discontinued, and 
there had been no recurrence of the sleep disturbance at 4- 
month fcllow-up. 


Discussion 


The elusive sense of restlessness and discomfort 
that is associated with akathisia is often incorrectly in- 
terpreted as a worsening of the psychotic illness, and 
the patient's neuroleptic medication is then increased. 
Fortuna:ely, many clinicians and authors have warned 
of this. However, it is uncommon to hear about sleep 
disturbances associated with neuroleptics. Winkelman 
(4, p. 166) discussed akathisia and the possibility that it 
may be manifested by ‘‘painful restless insomnia." 
The patient I have described, however, did not com- 
plain of painful insomnia. He simply woke up ard 
could nct return to sleep. When carefullv questioned, 
he reported being somewhat restless during these 
awakenings but did not regard this as very bothersome. 
It would be easy to blame worsening psychosis for the 
sleep disturbance. In fact, this was the interpretauon 
when the patient consulted a sleep laboratory. He was 
told that the sleep disturbance resulted from his psv- 
chiatric condition and that the best treatment was an 
increase in the fluphenazine dosage. This did not help. 
In fact, the patient's sleep disturbance was present on- 
ly when he was being treated with fluphenazine. 

The recognition of medication side effects is of great 
importance in the effort to ensure treatment com- 
pliance. Only when side effects are recognized can 
they be dealt with effectively. I have presented this 
case to foster awareness of a symptom that is a com- 
mon complaint but is not usually thought of as a side 
effect of psychotropic medications. 
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Hunger in Primary Anorexia Nervosa 


-BY MARTIN CEASER, M.D. 


In her study of anorexia nervosa and obesity, Bruch 
(1) has clarified the distinction between hunger as a 
physiologic need and hunger as a psychological experi- 
ence. The physiologic state of hunger is biologically 
determined and innate, whereas the conceptualization 
and perception of hunger is learned. 

Bruch (1) believes that anoretics have an acquired 
perceptual defect that results from faulty cues during 
early mother-child feeding experiences and prevents 
them from feeling hungry. This defect is postulated as 
a major cause for the anoretic's subsequent psycholog- 
ical difficulties. 

The two cases presented here demonstrate that at 
least some patients with primary anorexia nervosa can 
experience hunger, that the absence of hunger sensa- 
tion is reversible, and that it results primarily from ego 
deficiencies unrelated to perception. The disturbance 
in hunger awareness may produce further psychologi- 
cal difficulty in the developing individual. 


Case Keports 


Case 1. Ms. A, a 22-year-old divorced artistic performer, 
was hospitalized for anorexia nervosa when she was 15. 
Since then, the patient has been amenorrheic and has 
struggled with overwhelming urges to gorge food and then to 
induce vomiting. In the past year, the patient's weight has 
been stable at 47.7 kg. Following a break-up with her 
boyfriend, the patient began twice weekly psychotherapy 
because of depression and her preoccupation with eating, 
vomiting, and the need to be thin. 

The patient described a sense of total ineffectiveness and a 
need to submit to the will of others, especially her mother, 
on whom she depended. She equated being thin, like per- 
forming her art, with speciainess and the achievement of per- 
fection. 

Four months into therapy, the patient left her parents' 
home for a 3-day trip with her lover. She later recalled that 
“For the first time in years I wasn't preoccupied with food 
and | actually felt hungry!’ She described her hunger as a 
desire to eat and to respond tc an empty "growling" feeling 
in her stomach. Upon returning home the patient immediate- 
ly "felt drawn into that bubble again,” and her pleasant ex- 
perience of hunger disappeared. After her parents had gone 
to bed she resumed gorging and then vomited. The experi- 
ence of hunger did not return while Ms. A stayed with her 
parents. The patient then left the city to work elsewhere. 


Case 2. Ms. B, a 27-year-old divorced woman, has had 
primary anorexia nervosa for 7 years. She weighs 40.7 kg 
and is amenorrheic. She had been told to lose weight for her 
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modeling career and continued to diet, obsessed with the 
need to be thin. Ms. B was unhappy in her marriage and 
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returned home to live with her parents. There she continued ' 


dieting, gorging, vomiting, and abusing laxatives. 

The patient felt locked into a struggle with her covertlv 
alcoholic mother, who listened through the bathroom door to 
Ms. B's bowel movements and went through her belongings. 
Ms. B's attempts to live apart from her mother had failed. 
During therapy, the patient began to recognize the ambiva- 
lent dependent ties to her mother and was able to confront 
her about issues of privacy and intrusiveness. Ms. B also 
resumed relationships with men. In the eighth month of ther- 
apy she took a 5-day trip to a distant city with a male physi- 
cian she had been dating. During this period she unequivo- 
cally experienced hunger daily, ate regularly. and did not 
feel the need to gorge or vomit. When she came home her 
hunger ceased and her bulimia and vomiting resumed. 


—— 


Discussion 


* 


These two patients were temporarily ab.e to experi- 
ence hunger when they were away from home. Phys- 
ical separation from parents is not, however, an an- 
swer to the anoretic's problems. In fact, depression 
resulting from maternal separation often precipitates 
anorexia nervosa (2, 3) in a predisposed person. 

As with other anoretics, these two patients had 
strong maternal longings but also intense hostility over 
this dependence. In addition, they engaged their 
mothers in power struggles of an anal sadistic and 
masochistic type. Removed from this destructive in- 
terpersonal relationship, the patients were free to ex- 
perience hunger because aggression ard primitive 
longings were diminished through a merger of self with 
an idealized object image-—the lover. 

These patients have the ego defects of the borderline 
personality (4). In addition, they have specific dis- 
tortions in body self-representations, as seen in their 
profound narcisisstic overinvestment in the alimentary 
tract (5). 

The presence of hunger in these and other anoretic 
patients I have seen leads to the following specula- 
tions. Some anoretics have the capacity to experience 
hunger, while others may not. This difference may be 
related to other psychophysiologic variables. For ex- 
ample, the ability to ovulate in response ta clomiphene 
is present in some but not other anoretic patients (6). 

The two women I have described represent one 
group of anoretic patients who have no defect in hun- 
ger perception. Instead, they have undergone a regres- 
sion in ego functions, including the substitution of bu- 
limia for hunger. The bulimia (compulsive gorging). 
serves multiple functions: 1) a primitive restitution for 
a sense of object loss (3), 2) an attempt to replenish 
lost narcissistic supplies, and 3) a defensive with- 
drawal to an early autoerotic behavior. 
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gm awalkriess can be restored through therapy 
or changes in life circumstances by a lessening of the 
defective sense of self and of primitive drive states. 
Psychotherapy should focus on the severe impair- 


ments in self-esteem regulation and on the resolution 


of “incomplete intrapsychic separation and individ- 
uation. 
In a second group of anoretic patients the absence of 


- hunger awareness may result from an acquired per- 


ceptual defect (1). Here therapy might include sycific 
instructions or behavioral techniques to help in the dis- 
crimination of bodily perceptions. However, these pa- 
tients also deserve long-term insight-oriented psycho- 
therapy to modify their maladaptive defenses against 
envy and aggression. 


Treated with Imipramine 
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_ —Effects of Triiodothyronine on Drug Levels and Cardiac Function in Depressed Patients 


BY JAMES GARBUTT, M.D., BAHMAN MALEKPOUR, M.D., DAVID BRUNSWICK, PH.D., 


MURALI RAO JONNALAGADDA, M.D., LULU JOLLIFF, M.A., ROBERT PODOLAK, M.D., 


AND ARTHUR PRANGE, JR., M.D. 


In several systematic trials the potent, short-acting 
thyroid hormone /-triiodothyronine (T4) was reported 
to accelerate the onset of therapeutic response to tri- 
cyclic antidepressants, at least in women (see refer- 
ence | for a review). T4 also appears to be useful in 
treating both male and female tricyclic nonresponders 
(1). In a recen: reappraisal of this phenomenon, Fred- 
erick Goodwin and colleagues (personal communica- 
tion) found that T, produced rapid remission from 
depression in 7 of 12 patients who had previously 
shown no response or inadequate response to imipra- 
mine or amitriptyline. 

In an effort to understand the mechanism of the T,- 
tricyclic antidepressant phenomenon, we have exam- 
ined the effects of T4 on imipramine and desmethyl- 
imipramine blood levels. In the past several years ac- 
curate techniques to assay blood levels of the tricyclic 
antidepressants have become available (2, 3). Recent 
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evidence suggests that adequate blood levels of certain 
tricyclic antidepressants are critical for a therapeutic 
response (2). In addition, a variety of pharmacologic 
agents alters tricyclic antidepressant blood levels (2), 
which provides impetus for investigating whether T, 
affects tricyclic antidepressant blood levels and, if so, 
in which direction. 

A seccnd important consideration is concern for the 
cardiac toxicity of the T,-tricyclic antidepressant com- 
bination. The cardiac effects of the tricyclic antide- 
pressants are well documented (4); they primarily in- 
volve disturbances of conduction, such as prolonga- 
tion of tke P-R and Q-T intervals. Cardiotoxicity also 
occurs in hyperthyroid individuals and can include 
conduction disturbances (5). Because at least one case 
report (61 has documented toxic interactions between 
imipramine and thyroid hormones after the induction 
of hyperthyroidism, further understanding of the ef- 
fects of the combination of T, and tricyclic antidepres- 
sants on cardiac function is crucial. 


Method 


The study included 5 women with primary depres- 


sion. Their mean age was 37.5 years with a range of 
27-52 years. The pacients were selected from the ad- , 


mission wards of Cherry Hospital, Goldsboro, N.C., 
and were eligible for the study only if they were in 
good physical health, were not pregnant, and had no 
abnormahties on laboratory screening tests that in- 
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TABLE 1 Ud. 
Effects of /-Triiodothyronine on Imipramine and Desmethylimipramine Serum Levels and Selected ECG Indices 
c—— j ] T : . 
Imipramine | ——— loupradune and Imipramine 
Baseline Day 9 Day 16 __ Day 21 Day 23 Day 30 un 
Item Mean SEM Mean SEM Mean SEM Mean SEM Mean SEM Mean SHM" 
Serum drug levels 
Imipramine (ng/ml) 69 17 66 20 76 24 68 18 9] 30 
Desmethylimipramine (ng/ml) 86 8 72 7 84 8 81 8 88 8 
Desmethylimipramine/imipramine? ].9 0.7 2.1 0.8 1.8 0.7 2.3 0.9 1.9 0.8 
ECG indices 
Q-T interval (seconds) 35  .003 35 009 .34 .01 — — .35 .006 .35 .004 
P-R interval (seconds) .16  .006 .16 .009 .16 .01 — — 17 .008 .16 .01 


*Mean of ratios of individual patients. 
s 


cluded assessment of thyroid and cardiac function. Af- 
ter giving written informed consent, the patients un- 
derwert a 5- to 7-day drug washout. In fact, none of 
the patients had received any psychoactive drugs oth- 
er than anxiolytics (see below for exception). 

On day 1, the patients were given imipramine, 50 mg 
t.i.d. p.o. The administration of imipramine was con- 
stant throughout the 30 days of the study. On day 12, 
25 ug of T, (oral) was given in the morning. T4 was 
given daily through day 24 and then stopped; the pa- 
tients continued.on imipramine only thereafter. 

Venous blood was taken before breakfast and before 
medication. Blood was allowed to clot and serum was 
immediately separated, divided, and frozen at —40?C 
for later assay. ECGs were performed about mid- 
morning in a standard fashion. 

All biochemical assays for a given variable, with the 
exception of imipramine and desmethylimipramine 
plasma levels, were performed at a single laboratory 
session to reduce variability. Thyroid-stimulating hor- 
mone (TSH), thyroxine (T4) index, and total T, were 
measured in our laboratories by previously described 
methods (1). Total (free plus bound ) imipramine and 
desmethylimipramine were measured at two laborato- 
ry sessions by radioimmuncassay (3). Treatment con- 
ditions under which samples were obtained were un- 
known at the time the laboratory determinations were 
performed. ECGs were evaluated by a cardiologist 
blind to the study design. Patients completed the Zung 
Self-Reting Scale for Depression (SDS) (7) about mid- 
morning toward the end of each treatment condition. 

Statistical analysis of the data was done by Stu- 
dent's t test for paired values and the Spearman rank- 
order correlation coefficient. The values for one pa- 
tient wzre deleted from computation of baseline means 
because she was found to have had low serum levels of 
imipramine and desmethylimipramine at baseline, pre- 
sumablv because of earlier unreported use of imipra- 
mine. 


Results 


Table 1 presents the data obtained under the four 
‘treatment conditions. As shown, the serum levels of 
imipramine and desmethylimipramine and the des- 
methylimipramine/imipramine ratio did not change sig- 


* 


nificantly when T, was added or withdrawn. The levels 
remained steady over time for each individual. Rank- 
order levels were maintained between all treatment 
conditions (p«.05). ECG indices did not change from 
baseline, either with imipramine alone or with imipra- 
mine plus T,. The values for two measures of cardiac 
conduction are shown in table 1. All ECG values were ~ 
within normal limits at all times throughout the study... 
With the administration of T4, serum T, rose but the T ' 
index and serum TSH dropped, confirming that the ex- 
ogenous T, had altered thyroid function significantly. 
The scores on the SDS dropped significantly during 
the trial to scores compatible with remission. 


Discussion 


It should be noted that the addition of T4 to imipra- 
mine did not alter the plasma levels of imipramine or 
desmethylimipramine, nor did it affect the desmethyl- 
imipramine/imipramine ratio. These findings are im- 
portant because many pharmacologic agents either in- 
crease (e.g., methylphenidate, phenothiazines) or de- 
crease (e.g., barbiturates) the plasma levels of the 
tricyclic antidepressants (2). Our results suggest that 
T, does not enhance imipramine response by altering 
total drug levels. Breese and associates (8) and Prange 
and Bakewell (9) have reported evidence supportive of 
this finding. They observed that neither a hypothyroid- 
induced nor a hyperthyroid-induced state in rats signif- 
icantly influenced the distribution of radiolabeled 
imipramine in brain. This implies that T4 may act at 
central synaptic sites to facilitate imipramine-mediated 
actions, perhaps by altering receptor responsiveness 
(10). 

In this pilot study the combination of T, and imipra- 
mine did not adversely affect cardiac functioning. We 
believe that the combination is probablv safe in pa- 
tients without cardiac disease and in the absence of an 
induced hyperthyroid state. It should be emphasized, 
however, that a larger sample of patients must be stud- 
ied before this can be stated definitively. 

In summary, this study has not provided positive 
data to identify the mechanism by which T, acceler- 
ates the response to tricyclic antidepressants. The data 
do suggest that the mechanism does not depend upon 
alterations in pharmacodynamics. z 
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Rapid Opiate Detoxification: Clinical Evidence of Antidepressant and 


Antipanic Effects of Opiates 


BY MARK S GOLD, M.D., A.L.C. POTTASH, M.D., DONALD R. SWEENEY, M.D., PH.D., 


Preclinical biochemical and behavioral studies (1, 2) 
and a recent pilot study (3) have suggested the endoge- 
nous opioid peptides, endorphins, and exogenous 
agonists may have antipsychotic and antidepressant 
efficacy (4-6). However, endorphins and exogenous 
cpiates have not been administered to psychotic pa- 
tients in a double-blind placebo-controlled design to 
test the hypothesis that opiate agonists have antipsy- 
chotic and antidepressant effects. We have additional 
clinical evidence for the antipsychotic, antidepressant, 
and antipanic effects of opiate agonists as a result of 
cur experience with a recently described procedure for 
rapid opiate detoxification with clonidine (7). 

We have treated 25 individuals addicted to meth- 
adone, heroin, or synthetic opiates by discontinuing 
opiates and administering clonidine to suppress the 
signs and symptoms of opiate withdrawal (7, 8). Cloni- 
dine markedly reduces opiate withdrawal symptoms 
and enables addicts who have been maintained for 
years on 55 mg/day of methadone or less to discontin- 
ue use of opiates and clonidine in fewer than 14 days 
without withdrawal symptoms. We have followed 
these patients for at least 8 weeks, in some cases for 9 
months. Within 90 days of abrupt methadone discon- 
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tinuation, four of these opiate addicts had significant 
depressive episodes and two had episodes of panic and 
anxiety that required treatment. We will describe two 
of these patients, one who developed a significant de- 
pressive episode and another who developed a panic- 
anxiety disorder, to illustrate the natural history of the 
phenomenon and the similarities of these episodes to 
naturally occurring major affective and panic-anxiety 
episodes as defined by Research Diagnostic Criteria 


(9). 
Case Reports 


Case 1. Mr. A, a 25-year-old married man, had a 2-year 
history of unsuccessful attempts to detoxify from methadone 
and a 9-year history of episodic opiate use. He was admitted 
to the clonidine study and detoxified from 50 mg/day of 
methadone. Mr. A was able to return to work within a week 
of his hospital discharge, but approximately 2 weeks later he 
complained of difficulty falling asleep; a 2.7-kg weight loss; 
decreased libido, enezgy, concentration, and appetite; ard 
depressed mood. He failed to keep a scheduled appointment 
for follow-up and evaluation of these complaints. Five weeks 
after Mr. A’s discharge from the hospital, his wife found him 
with a large kitchen knife, tearful and expressing the desire 
to die. When he was admitted to a psychiatric hospital, he 
stated that he had been unable to work for the previous week 
and that he was ‘hearing voices in my head saying I'm no 
good and should die." He had a quinine-positive urine and 
said he had transient symptom relief after heroin use. Mr. 
A's family gave a history of two previous depressive epi- 
sodes, one of which resulted in psychiatric hospitalization 


(diagnosis of psychotic depression) and treatment with ECT. . 


He was not addicted to opiates at this time. Methadone was 
administered and he was discharged from the hospital after” 
30 days. Mr. A returned to work on a maintenance dose of 25 
mg/day of methadone. 
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Case 2. Mr. B, a 25-year-old married professional man, 
was successfully detoxified with clonidine from addiction to 


rem hydromorphone after an intermediate stabilization of 35 mg/ 


day of methadone. He said he had used cocaine and am- 
phetamine, but they made him ‘‘too nervous to function.” 
He had had no previous psychiatric hospitalizations or treat- 
ment but gave a history of episodic nervousness and feelings 
of impeading doom when he was not taking opiates. Mr. B 
did well after hospital discharge; he returned to work imme- 
diately. and his urine specimens were negative for opiates. 
He had no complaints of any physical or psvchic discomfort 
for weeks, but he then noted the abrupt onset of one to three 
"attacks" of nervousness, sweating, irritability, and fear; he 
said he sometimes felt like he should "run away somewhere, 
or hide, oredo something, but I didn't know really what to 
do." These symptoms were not clearly relatable to environ- 
mental events or changes. He began to "lose confidence in 
myself” but continued working. There were no neurovegeta- 
tive signs or symptoms of depression, although he said he 
was depressed. Medical consultation and evaluation failed to 
find evidence of a medical syndrome that would explain his 
symptoms. He was given low doses of imipramine (25 mg 


p.o. t.1.d.) and reported that his attacks disappeared within ` 


weeks. He also said he had obtained a prescription for cloni- 
dine and was taking 0.2 mg of clonidine with his imipramine. 


Discussion 


We have also seen three other patients who had 
signs and symptoms of primary major depressive dis- 
order (one with psychotic features) and another who 
had complaints consistent with the diagnosis of panic 
state. These patients had symptoms and courses simi- 
lar to those of the patients described above. Two de- 
pressed patients were successfully treated with tri- 
cyclics end the other two were readmitted to the meth- 
adone program. 

The clinical observations presented here support the 
notion that for some patients methadone maintenance 
does noi merely help contrcl opiate abuse but serves 
as a psychotropic maintenance program (6) for depres- 
sive, psychotic, and panic states. 

Clonidine is an efficacious nonopiate treatment for 
opiate withdrawal; however, it does not prevent read- 
diction or modify the numerous factors that are related 
to opiate use and addiction (7, 8). One of these factors 
may be underlying psychopathology or a vulnerability 
to major psychoses or panic-anxiety states in patients 
maintaired on opiates. If opiate agonists are effective 
or somewhat effective in the treatment or self-medica- 
tion of major psychoses or panic states, then discon- 
tinuation of maintenance treatment might be expected 
to resul: in an exacerbation of the previously con- 
trolled syndrome. Although psychological and social 
factors might be invoked to explain the emergence of 
severe psychiatric symptomatology after clonidine de- 
toxification, neurobiologic explanations may be more 
parsimcnious. 

We have previously described the self-medication of 
schizophrenic patients with opiates in a methadone 
maintenance program (6) anc the theoretic and clinical 
data suggesting the antipsychotic efficacy of opiate 
agonists (4, 6). These schizophrenic patients were 
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well-known to us and were not detoxified ffom meth- 
adone maintenance. We did not observe the emer- 
gence of a schizophrenic or schizophrenic-like psycho- 
sis after rapid detoxification in the samp-e of patients 
reported here. What we did observe was the appear: . « 
ance of significant depression, with and withour psy- 
chotic features, and panic episodes that were virtually 
identical to naturally occurring depressive and panic 
episodes (9). In addition, these patients were success- . 
fully treated with opiates, tricyclic antidepressants, or 
a combination of tricyclic antidepressants and cloni- 
dine, which suggests that opiate discontinuation in 
these patients was similar to the discontinuation of an 
effective psychopharmacologic maintenance treat- 
ment. These clinical data may offer some support for 
the hypothesis that opiates have antidepressant and 
antipanic effects. This hypothesis can be studied di- 
rectly by double-blind studies of the effects of exoge- 
nous and synthetic endogenous opioid peptides in pa- 
tients with major depressive illness, panic and anxiety 

states, schizophrenia, and schizo-affective illness. 
Methadone maintenance is a complicated psychiat-' 


ric, psychological, and social phenomenon. Further _ 


studies are necessary to evaluate the role of oplate 
maintenance in treating underlying psychopathology. 
However, previous psychiatric hospitalization or 
treatment for a schizophrenic or affective illness may 
contraindicate absolutely the use of clonidine or other 
rapid detoxification methods. These data suggest the 
possibility of substituting a nonaddicting psychotropic 
medication for opiates in some patients who are self- 
medicators. The clinical data support other data sug- 
gesting the potential antipsychotic, antidepressant, 
and antianxiety/antipanic effects of the endogenous 
opioids, endorphins, and exogenous opiates (2-6, 10). 
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Imipramine reatment for Hypersomnia 
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BY MARK W. PETERSON, M.D., LT., MC, USNR 


~ 


Hypersomnia and sleeping late are common com- 
. plaints among those who lead active lives (e.g., college 
students, people who work double shifts, and those 
who have two jobs). Chronic hypersomnia can be 
caused by physical illness such as pickwickian syn- 
drome or central nervous system disease (encephalitis, 
as a sequela to brain trauma, etc.). The syndrome de- 
fined as functional hypersomnia includes rapid sleep 
onset, prolonged deep sleep (usually more than 9 or 10 
hours), postdormital confusion, and daytime sleep- 
iness; incomplete forms do not have excessive sleep- 
iness (1). Hartmann (2) studied psychological variables 
in people who require excessive sleep and concluded 
that mild depression. a tendency to worry, and stress- 
- ful life circumstances contribute to this need. The non- 
pharmacologic solutions offered to shorten sleep time 
were psychotherapy (for mildly depressed patients) or 
restructuring of sleep patterns by using a 3-4 hour 
waking period in the middle of the night to add to total 
wake time. Pnarmacologic treatment has been limited 
to administering methylphenidate or d-amphetamine 
about a half an hour before the designated wake time 
(3). Of course, administration of the drug would be 
limited to those patients with well-motivated and con- 
scientious roommates or family members. These psy- 
chopharmacologic agents have offered dramatic help 
in other sleep disorders, such as narcolepsy. Such 
drugs are CNS stimulants, but they also depress the 
amount of REM sleep (4). 

Imipramine has been found to have similar REM- 
suppressing properties and is quite useful in other 
sleep disorders such as enuresis (5), pavor nocturnus, 
and somnambulism (6). However, although the exact 
mechanism of action remains obscure and imipramine- 
induced changes in sleep stages may not be related to 
the drug's therapeutic effects (7), it may be useful in 
treating hypersomnia. 


Case Report 


A 20-year-old sailor came to the outpatient psychiatry 
clinic because he had been sleeping beyond his normal wak- 
ing time. During the previous 4 months he had received nu- 
merous fines and restrictions because he had repeatedly re- 
ported to work late. Usually he was awakened by a room- 
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mate because he did not always awaken to tke alarm clock. 
Often in the morning he would look fully awake and stand up 
and talk fairly sensibly for a few minutes with his roommate. 
However, if he was left alone within these few minutes, he 
would return to bed and sleep for another hour or two. He 
had amnesia for these episodes or thought they were part of 
a dream, and he became quite upset when he started receiv- 
ing fines Tor lateness. His normal undisturbed sletp time was 
9-10 hours. His difficulty at work resulted from the ex- 
pectatior that 8 hours of sleep would be enough for everyone 
on his sh:ft. He recalled similar episodes of oversleeping dur- 
ing high school but was never severely punished or repri- 
manded for this. His father also was considered a "heavy 
sleeper.” 

This oversleeping was not due to poor work motivation: 
the patient had an excellent military record, enjoyed his 
duties, and often worked overtime. His medical health was 
excellent, and he deried drug or alcohol abuse. He did not 
have a h.story of insomnia. narcolepsy. daytime sleepiness, 
pavor nocturnus, or enures:s. Mental status examination and 
psychoicgical assessment revealed no abnormalities. He had 
no current family stresses and only one job-related stress, 
rotation to a night work shift every 3 or 4 weeks. He could 
accompLsh this nighttime work easily if he increased his 
sleep the next day. ; 

The ciagnosis was functional, incomplete-type hvper- 
somnia exacerbated by stringent work times and night shift 
work. A trial of imipramine, 50 mg p.o. at bedtime. was be- 
gun. Within ] week the patient noted a significant increase in 
his ability to awaken at the correct time (he was using two 
alarm clocks). This improvement continued for the next 6 
weeks aad there was a 3-week period during which he did 
not oversleep at all. To substantiate that the improvement 
was due to imipramirie and not to a placebo effect, a 2- week 
substitution trial was undertaken. The patient was instructed 
to take z new. unfamiliar medication (enteric coated acetyl- 
salicylic acid) that he was told would also improve his abili- 
ty to wake up. He overslept twice during the second week of 
this placebo therapy. Reinstitution of imipramine resulted in 
prompt :mprovement in his ability to wake up. The patient 
tested his ability to awaken by alarm clock after just 3 hours 
of sleep and found this previously impossible task very easy 
to do. His total daily sleep time (as dictated by his work re- 
quiremeats) fell to 7 or 8 hours. He was able to assume rou- 
une duties, including night shift work, with no difficultv. He 
had no distressful medication side effects and was quite ea- 
ger to continue the medication while in his current Job posi- 
tion. 


Discussion 


As evidenced by this case report, imipramine may 
be a useful treatment for functional hypersomnia. Its 
mode cf action may be related to REM suppression 
(8) a clinical effect it shares with the psycho- 
stimulaats. Since it is known that monoamine oxidase 
inhibitors strongly suppress REM sleep (9), a drug 
such as phenelzine might also be useful in hyper- 
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somnja if REM sleep suppression is the reason for the 
clinical efficacy of these drugs. Increased sleep time 


iem can also be caused by depression, and in such cases 


J 
y 
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imipramine or phenelzine would be of benefit because 
of their antidepressant effects alone. 

Hypersomnia is a common complaint. When medi- 
cal and psychological assessments prove that the prob- 
lem is not motivational or related to intercurrent medi- 
cal illness, it is designated functional hypersomnia. 
Because hypersomnia can cause psychiatric diffi- 
culties. such as irritability and postdormital confusion 
(10), or lead to difficulty in the patient's home or work 
environment, a trial of imipramine might be very help- 
ful. If the drug is effective in shortening total sleep 
time, its use should be limited to those periods when it 
is necessary to improve work or family situations, and 
frequent drug holidays should be built into the treat- 
ment schedule. Imipramine is not habit-forming and is 
self-administered by the patient at or before bedtime. 


Thus, it has clear advantages over the psycho- 


stimulants. 
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Seven Cases of Somnambulism Induced by Drugs 


BY LUIS V.M. HUAPAYA, M.D. 


I have observed several cases of somnambulism in 
patients receiving bedtime medication, the first four of 
which have been described briefly (1). During the past 
year I have seen three more cases, all involving out- 
patients. Sleepwalking was always accompanied by 
amnesia. The medication included hypnotics, neuro- 
leptics, antidepressants, minor tranquilizers, stimu- 
lants, and antihistamines. Alcohol use was associated 
with some of the drugs. 


Case Reports 


Case I. Ms. A, a 30-year-old woman suffering from 
schizo-affective psychosis, had two episodes of sleepwalking 
while she was taking perphenazine, 6 mg h.s., and chlor- 
prothixene, 100 mg h.s. She had no history of somnambulism 
but reporied that she had talked in her sleep in the past. The 
chlorprothixene dosage was reduced to 65 mg h.s.. and there 
was no recurrence of sleepwalking during a follow-up of over 
2 months. 


Case 2. A 54-year-old-woman. Ms. B, suffered from in- 
volutional depression and was taking two types of com- 
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pounds at bedtime. One contained 50 mg of amobarbital so- 
dium and 50 mg of secobarbital sodium and the other, 250 mg 
of methaqualone and 25 mg of diphenhydramine. Ms. B re- 
ported sleepwalking during this period. She had no previous 
history of somnambulism. The second medication was modi- 
fied and the methaqualone discontinued. There was no re- 
currence of sleepwalking during almost I year of follow-up. 


Case 3. Ms. C, a 29-year-old woman, had a reactive de- 
pression. Her family physician reported that Ms. C's baby 
required hospitalization after Ms. C gave him a dose of 
chlorpromazine, but she had no recollection of the event. A 
few months later she was taking methaqualone, 300 mg h.s., 
and during this period she reported sleepwalking once. She 
had a history of somnambulism at age 8. Methaqualone was 
discontinued and she was given first glutethimide and then 
methyprylon. There was no recurrence of sleepwalking dur- 
ing a 4-month follow-up. 


Case 4. Ms. D, a 49-year-old woman with chronic anxiety. 
received thioridazine, 10 mg q.i.d., plus a compound con- 
taining 250 mg of methaqualone and 25 mg of diphenhydra- 
mine at bedtime. During this period she sleepwalked three 
times. Each time she had been fighting the effect of the hyp- 
notic in order to stay up late. Once she woke up pouring hot 
tea into a glass . On another occasion she awoke and found 
she was trying to get into her car. The third time. her hus- 
band woke her up when she was opening the door of the 
house. She had a history of sleepwalking when she was 14. 
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‘The hypnotic compound was replaced by diazepam, 5 mg 
h.s., plus a compound containing 25 mg of amitriptyline and 
2 mg of perphenazine. There were no further episodes of 
sleepwalking during several months’ follow-up. 


Gase 5. Mr. E was a 48-year-old man with a history of 
reactive depression, alcoholism, and drug dependence. He 
reported that 10 years earlier, when he was still drinking, he 
had abused methylphenidate, taking more than 200 mg/day. 
' During that period, one night he found himself in the bath- 
room. drinking a bottle of acetone, which he had mistaken 
for alcohol. Some time later, he was abusing ethchlorvyol in 
addition to alcohol and woke up once in the kitchen, with an 
open jar of enamel he had mistaken for ice cream. Several 
years later, he gave up alcohol but was abusing a syrup con- 
taining diphenhydramine. He woke up twice in the kitchen 
and found that the gas stove was open. although he had 
checked it before falling asleep. He had no history of sleep- 
walking in childhood. There were no further episodes 3 years 
after he stopped abusing these drugs. 


Case 6. Mr. F, a 40-year-old man with no previous history 
of somnambulism, was suffering from an endogenous de- 
pression. He was taking maprotiline, perphenazine, and lith- 
ium carbonate during the day. At night he took 2 mg of per- 
phenazine plus 30 mg of oxazepam. During this period he 
sleepwalked several times and found himself walking in the 
street at night. His medication was changed to protriptyline, 
lithium carbonate, and diazepam during the day, and at night 
he took 25 mg of amitriptyline and 300 mg of methyprylon. 
One week later he was still depressed and sleepwalking. Pro- 
triptyline was increased to 50 mg/day. The diazepam and 
methvprylon were discontinued. and Mr. F was given per- 
phenazine, 2 mg q.i.d., and flurazepam, 30 mg h.s. His sleep- 
walking ceased, and there has been no recurrence during a 
10-month follow-up. 


Case 7. Mr. G, a 50-year-old man, suffered from reactive 
depression and had a history of heavy drinking. He was tak- 
ing amitriptyline, 50 mg h.s., when his wife told him that he 
had gotten up at 2 a.m. and started to shave, as if he were 
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preparing for work. That day he had drunk whiskey 3 hours 
before he took the medication. Prior to this, he Had had rest- , 
less sleep for several months. He had talked in his sleep al^ ~~ 
his life and sleepwalked between ages 8 and 10. Amitriptyl- 
ine has been decreased to 25 mg, and he is under observa- 
tion. 


Discussion 


Isolated cases cf somnambulism related to drugs 
have been reported in the literature (2-4). In one case, 
the phenomenon was demonstrated by careful study in 
a sleep laboratory (4). Pavor nocturnus and hypno- 
pompic hallucinations related to bedtime medication 
have also been reported (3, 5). In the cases described 
above, all of the patients were taking drugs that affect 
the CNS, but these drugs belong to several different 
pharmacologic groups. 

I am aware of other altered states of consciousness 
(dreamlike and twilight states) associated with medica- 
tion, but no case records are available. These phenom- 
ena indicate that different types of drugs affect the 
physiology of sleep, arousal, memory, and awareness 
and may produce potentially hazardous reactions in 
susceptible individuals. 
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Testosterone Treatment of Depression in Two Patients with Klinefelter's Syndrome 


BY PANTELIS M. RINIERIS, M.D., DEMETRIOS E. MALLIARAS, M.D., MENELAOS L. BATRINOS, M.D., 


AND COSTAS N. STEFANIS, M.D. 


Klinefelter's syndrome is characterized by a 47, 
XXY chromosome abnormality, gynecomastia, small 
testes, azoospermia, eunuchoid body proportions, un- 


Received Jan. 25, 1979: revised March 16, 1979; accepted March 26, 
1979. 


Drs. Rinieris and Malliaras are Senior Lecturers and Dr. Stefanis is 
Professor and Chairman, Department of Psychiatry, Athens Univer- 
sity Medical Sckool. Eginition Hospital, 74 Vasilissis Sophias Ave., 
Athens 611, Greece, and Dr. Batrinos is Professor, Department of 
Experimental Pharmacology, Athens University Medical School. 
Address reprint requests to Dr. Stefanis. 


derdeveloped secondary sex characteristics, increased 
excretion of follicle-stimulating hormone, low-normal 
excretion of 17-ketosteroids, and subnormal to low- 
normal urine and plasma testosterone levels (1-3). 
Klinefelter's syndrome has been reported in associ- 
ation with various psychiatric disorders: mental retar- 
dation, alcoholism, sexual deviance, personality dis- 
orders, neuroses, affective disorders, paranoid psy- 
chosis, and schizophrenia (1-5). Hitherto, psychiatric Ne 
treatment of mental patients with Klinefelter's syn- 
drome has been limited to supportive or reeducative 
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psychotherapy (2), drug therapy (neuroleptics, tri- 
cyclic antidepressants, or lithium) (1, 3, 5), and ECT 


"«(1). Testosterone treatment has been used in a schizo- 


phrenic subject with Klinefelter s syndrome, with un- 
satisfactory therapeutic results (1). The purpose of this 
paper is to report on testosterone treatment of depres- 
sion in two subjects with Klinefelter's syndrome. 


Case Reports 


Case 1. Mr. A, a 40-year-old farmer, had gynecomastia, 
eunuchoid body habitus, atrophic testes, no facial hair, buc- 
cal smear indicative of Klinefelter's syndrome, and an XXY 
karyotype. He was mentally retarded and had a passive-de- 
pendent parsonality. Mr. A had been married for 11 years 
and his wife often complained about their poor sexual life 
and their childlessness. 

Fifteen months before his admission to our clinic. Mr. A 
became ar.xious and depressed, complained of dizziness and 
fatigue. and reported decreased sexual drive, loss of interest 
in usual activities, poor appetite, and sleep difficulty. He was 
unable to carry out his regular duties because he felt sick and 
had hypochondriacal complaints. He showed loss of libido 
and his mental state worsened gradually. During the 2 weeks 
before his admission, he had a very depressed mood, rest- 
lessness associated with anxiety, early morning awakening, 
and suicidal thoughts. At the time of his admission Mr. A 
was severely depressed (his Hamilton Depression Rating 
Scale score was 38) and lacked insight. 

For the first 8 weeks of his treatment he was given twice 
weekly intramuscular injections of a testosterone depot 
preparation that contained 50 mg of testosterone phenylpro- 
pionate. His depressive symptoms gradually subsided during 
the testosterone treatment and cleared within 7 weeks. After 
the eighth week he was treated once every 3 weeks with an 
intramuscular injection of another testosterone depot prepa- 
ration thet contained 250 mg of testosterone esters. He was 
followed for 6 years, during which time the depression did 
not recur. physical changes due to testosterone treatment 
were not observed, and his family relations improved. 


Case Z. Mr. B. a 38-year-old man, had gynecomastia, 
small testes, buccal smear indicative of Klinefelter's syn- 
drome, an XXY karyotype, and no facial hair. He was a 
mentally retarded factory worker with a passive-dependent 
personality. Mr. B had been married for 10 years to a woman 
who was also mentally retarded. Childlessness was his 
wife's only complaint. 

A year before his admission he became anxious and de- 
pressed, expressed a variety of somatic complaints, such as 
headache, dizziness, muscular weakness, fatigue. poor ap- 
petite, ar.d constipation, and showed a loss of interest in usu- 
al activit:es and a decrease in sexual drive. He had difficulty 
falling asleep and awakened during the night. In the few 
weeks that followed the onset of depression he had a loss of 
libido, stopped working, started consuming alcohol, and ex- 
pressed ideas of worthlessness, feelings of hopelessness, and 
suicidal thoughts. He was treated with diazepam. 15 mg/day 
p.o., anc amitriptyline, 100 mg/day p.o.. for 2 months. with 
poor therapeutic results. For th:s reason he was advised by 
his physician to enter our clinic On admission he was mod- 
erately depressed (his Hamilton scale score was 27) and had 
partial insight. 

He was given the same treatment that Mr. A received. His 
symptoms cleared within 5 weeks. Unlike Mr. A, he showed 
more masculine facial and body hair, decreased gyneco- 
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mastia, and a deepening of his voice that began in his first 
year of testosterone treatment. During the 6-year follow-up 
period he has not experienced a depressive episode. 


Discussion 


Our two subjects, aged 37 and 39, with Klinefffíter's 
syndrome had depressive symptoms that gradually 
worsened and lasted for about a year before the sub- 
jects were admitted to our clinic. A prominent feature ` 
of their symptomatology was decreased sexual drive, 
followed soon by loss of libido. The early loss of libido 
in patients with Klinefelter's syndrome (2, 4) appears 
to result from hypogonadism (4). The premature loss 
of libido increases feelings of inadequacy and may 
cause reactive depression (2), a not infrequent occur- 
rence; 29% of Sørensen and Nielsen's (5) psychotic 
patients with Klinefelter's syndrome received this di- 
agnosis. 

Treatment with large doses of testosterone for 8 
weeks resulted in the patients' depressive symptoms 
subsiding and clearing within 5 to 7 weeks. Evidence, 
for an antidepressant effect of testosterone has already 
been provided (6). Testosterone, which is taken up by 
brain discretely (7), enhances the activity of the norad- 
renergic system (8) via its inhibitory effect on mono- 
amine oxidase (MAO) activity (6). Elevated plasma 
MAO activity was found not only in depressed com- 
pared with nondepressed men (6), but also in men with 
endocrine disorders who had low libido and impotence 
compared with normal men of the same age (6). Tes- 
tosterone treatment reduces MAO activity in the di- 
rection of normality in both depressed men and men 
with hypogonadism (6). The possibility that the antide- 
pressant effect of testosterone treatment in our two pa- 
tients may derive from a primary action of testoster- 
one on sexual potency that secondarily alleviates their 
feelings of inadequacy and raises their impaired self- 
esteem should also be considered. 

When our patients’ depressive symptoms subsided, 
they were given testosterone replacement therapy and 
were followed for as long as 6 years, during which time 
there was no recurrence of depression. These observa- 
tions may be consistent with the view tha: depressive 
symptomatology in patients with Klinefelter's syn- 
drome is linked to their hypogonadism and the sub- 
sequent early loss of libido. However, further work is 
needed to support this view and establish the efficacy 
of testosterone treatment in depressive states associat- 
ed with Klinefelter’s syndrome. 
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BY MARCIA KRAFT GOIN, M.D., PH.D., R.W. BURGOYNE, M.D., PH.D., AND JOHN M. GOIN, M.D. 


Lindemann's study of the bereaved and his descrip- 
tion of the acute grief syndrome defined certain symp- 
toms as a part of a normal grief reaction (1). Sensations 
of physical distress, extreme hostilitv, guilt, and pre- 
occupation with an image of the deceased were recog- 
nized as normal reactions during the first months after 
aloss. The deleterious effects of bereavement on phys- 
ical and mental health in the year or two after a loss 
have also been well described (2-4). However, little 
has been written about the long-range intrapsychic 
outcome and adaptation to the death of a loved one. 

A commonly held contention ts that grief work is 
completed only when the bereaved accepts the reality 
of the loss, withdraws energy from the lost person, and 
invests this energy in the living. It is our belief that this 
view is incomplete and that attachments can be much 
more tenacious than it implies. 

The illustrative case reports we will present concern 
2 of 30 women who had a face-lift operation and agreed 
to participate in a study to evaluate the psychological 
effects of the operation. All subjects had pre- and post- 
operative interviews with a psychiatrist, during which 
information was obtained about their past and present 
lives and some specific information about their motiva- 
tions for and expectations from the operation was elic- 
ited (5). Subjects also completed the Minnesota Multi- 
phasic Personality Inventory and the Beck Depression 
scale. 

During the interviews, 2 women, both of whom had 
been widowed for more than 5 years, revealed infor- 
mation about their continued emotional involvement 
with their dead spouses. They did this in an almost 
confessional manner. 
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Case Reports 


Case 1. Ms. A, a 64-year-old woman, had been widowed 8 
years previously. Her husband had been an invalid for the 
last 20 years of his life because of heart disease and high 
blood pressure. 

Ms. A remarried a year after her husband's death and al- 
though she admired and loved her second husband, they did 
not share as many interests as she and her first spouse had. 
Her second husband. although financially well-off, was cau- 
tious about spending money and reluctant to travel or take 
vacations. She had accepted this and enjoyed their friends 
and life together. He had an attitude of negative neutrality 
toward her plan to have a face-lift operation. but reluctantly 
agreed, especially since she had earned the money. Before 
the operation she mentioned that her first husband, unlike 
the second, would have encouraged her to have the opera- 
tion. 

One month after the operation she began rather hesitantly 
to tell the psychiatrist about her first husband. She said that 
she sensed a feeling of support from him. Seeing that the 
psychiatrist remained nonjudgmental, she confessed that de- 
spite her husband's death she felt they had a continuing rela- 
tionship. After the operation she had a "funny feeling" and 
seemed to hear him say, "You're going to feel so happy.” 
When she looked in the mirror and was excited about the 
surgical result she felt his pleasure also. The relationship 
with her dead husband gave her life a sense of added fulfill- 
ment. 

Ms. A's MMPI pat:ern was normal and her Beck Depres- 
sion Scale score was 0. 


Case 2. Ms. B, a 49-year-old woman, had been widowed 6 
years previously. Her husband had been ill for the last 10 
years of his life. She had friends at work, but her free time 
had been devoted to her husband. After his death, she did 
not remarry. but said she had many friends and considered 
herself gregarious and independent. 

She admitted talking with friends at work as if her husband 
was sti] waiting for her to come home. She had started 
thinking about having a face-lift while her husband was still 
alive and he had indicated this would please him. 

In the interview one month after the operation her ties to 
her dead husband were more thoroughly revealed. She said 
she had used the morey from his life insurance to have the 
operation and to buy a Cadillac because this would please 
him. He had suffered so much during his illness and she now 
believed her happiness was giving him pleasure. 

Ms. B's MMPI pattern was normal and her Beck Depres- 
sion Scale score was 9. 


0002-953X/79/08/0988/02/$00.35 € American Psychiatric Association 


4 “Am J Psychiatry 136:7, July 1979 


"d 


Comment 


These two widows, both of whom were evaluated 
clinically and by psychological testing as normal, had 
emotional experiences that would not necessarily be 
thought of as normal. 

Freud (6), Pollock (7), and Bowlby (8) have written 
valuable papers about mourning in which they general- 
ly agree that the final stage of mourning involves a 
decathexis of the lost object and an investment of libi- 
do in the living. Bowlby has stated that the final phase 
of healthy mourning results in a new and different rela- 
tionship with a lost loved one, in which, through iden- 
tification, the griever continues to carry out the goals 
and ideas attributed to the lost loved one. However, in 
another paper he pointed out that *' descriptions of this 
[final phase of recovery] are less clear” (9). 

Certainly, patients who have not worked through 
thei- grief successfully and are immersed in what could 
be called pathologic mourning show dominant dynam- 
ics similar to those these authors describe. It is our 
thesis, however, that successful psychological adapta- 
tion and pathologic adaptation have more in common 
than has previously been emphasized. The existence 
of aa intrapsychic attachmen: to a loved one is present 
in both. It is the nature of this attachment and the in- 
terference it causes with ego runctioning that separates 
pathological from successful adaptation. 

Tais conception is similar to Schaefer's description 
of the immortality’ of object representations (10). It 


is his contention that since death cannot be conceived . 


of in primary process ideation, the object (person), as 
experienced in one's psychic unconscious, cannot be 
lost. By implication the person is immortal. We be- 
lieve that our patients’ reports are a reflection of this 
type of object immortality. 

We think pathology is present when the intrapsychic 
energies are significantly involved or totally devoted to 
struggles with this internalized object representation. 
However, when the individual faces the pain of the 
reality loss and resumes involvement with the living 
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but has a comfortable continued relattonship with the 
immortal psychic representation of the loved one, this 
continuing attachment should be viewed as an inevi- 
table means of ego adaptation rather than as patholo- 
gy. At certain times, as under conditions of stress or - 
pleasure, this lost but immortal object can take art in-. 
creased emotional importance. Surgery, life decisions, 
and other life crises would predictably increase tempo- 
rarily the intensity of this relationship. 

Psychiatrists must be careful not to jump to the co 
clusion that thoughts and behavior involving a déad 
loved one are necessarily pathologic, even whert they 
extend to a continuing relationship which includes 
conversations and the perception of shared feelings. 
Instead, we must carefully evaluate each situation to 
see if it represents a failure to resolve the conflict or is 
instead a successful adaptation to the loss of a valued 
loved one. 
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Interpreter Effects with Deaf Patients 


Sir: In "Effects of Interpreters on the Evaluation of Psy- 
-chopathology in Non-English-Speaking Patients" (February 

1979 issue), Luis R. Marcos, M.D., described the problems 
posed by interpreter-related distortions of the interview ex- 
change between clintcian and patient. My experience using 
sign language to interview deaf patients, alone or with an 
interpreter, supports these observations and points to the 
need for trained, professional interpreters in providing serv- 
ices to a non-English-speaking group that might not be able 
to use services otherwise. A registry of interpreters for the 
deaf! has developed guidelines for certifving competent in- 
terpreters which emphasize a code of ethics involving impar- 
tiality and confidentiality. 

Although the effects of interpreter-related distortions on 
the clinical exchange are important and have been discussed 
elsewhere (1), clinician-related distortions must be explored 
to understand fully the poteritial pitfalls of interviewing a pa- 
tient who uses a different language system. Factors that con- 
tribute to potential errors in assessment of deaf patients in- 
clude cultural biases and misunderstandings, lack of knowl- 
edge about developmental and psychosocial aspects of 
deafness, and myths and stereotypes about deaf people or 
the handicapped. One needs to understand the differences in 
language expression and affective display between users of 
spoken English and users of American Sign Language. Emo- 
tional communication, emphasis, and nuance must be trans- 
mitted in visual forms by deaf people who use sign language, 
and this involves body language and facial expressions that 
may seem exaggerated or inappropriate to a hearing clinician 
unfamiliar with deaf people. Of course, a good interpreter 
should try to convey affective nuance and emphasis by voice 
when speaking what the patient has communicated in signs, 
but clinician-related distortions of what is perceived often 
affect clinical judgments and recommencations. Since sign 
language interpreting for deaf people is a simultaneous rather 
than a sequential process, unlike interpretation with other 
non-English-speaking people, the clinician is forced to at- 
tend to the patient's communication without waiting for the 
translation. Pre-interview meetings with a skilled interpreter 
are often most useful to the clinician, who can be informed of 
certain basic aspects of deafness and the particular patient's 
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languag2 skills. The goal of such a meeting is to decrease 
prejudgment by the clinician of the patient's condition based 
on inad2quate knowledge or stereotyping, which might dis- 
tort the psychiatric assessment. 

Taped interviews in which interpreters are used, as men- 
tioned 13 Dr. Marcos’ research, represent an excellent meth- 
od to study this process more fully. Of course, videotaped 
interviews will be required in the case of interviews with 
deaf patients where sign language is used. Much can be 
learned about interpreter-related distortions of clinical mate- 
rial as well as more subtle effects of this crucial, yet "neu- 
tral" th rd party on the interview or on the therapeutic rela- 
tionship, such as effects on transference phenomena or pro- 
jective defenses. 
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The Mental Health Bureaucracy as ‘‘Whipping Person" 


Sir: * The Fiscal Crisis in New York City: Effects on the 
Mental Health Care of Minority Populations" by Pedro 
Ruiz, M.D., (January 1979 issue) is, unfortunately, over- 
simplified. The mental health care of disadvantaged minor- 
ities, given the restrictions on and retrenchment of public 
funds in both urban and rural America, is acomplex prablem 
that reqiires continued attention. An oversimplified answer 
based 01 making a whipping person of the city's ‘mental 
health EFureaucracy' is misleading. Particularly vexing to 
those familiar with the situation in New York City is that the 
author's suggestions are established policies that have been 
employed by the city's Department of Mental Health, Men- 
tal Reta-dation, and Alcoholism Services since 1972.! 

When city and state governments mandated a one-third 
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budget reduction comprehensive services were no longer 
feasible. With little time to plan, the city department in- 


. volved consumer-provider federations, organized on bor- 


ough and on catchment area levels, to develop guidelines for 
services. Direct services (emergency and inpatient) were 
preserved at the expense of outpatient and indirect services. 
This was a difficult decision, but the city department and the 
federations felt that provision of triage and emergency serv- 
ices to the most disturbed clients should be continued. 

Dr. Ruiz insinuated that the city preserved direct services 
because such services generated collectible revenues. This is 
erroneous. The city Medicaid budget. especially the portion 
allocated to the Health and Hospitals Corporation, is a politi- 
cal football. The supposedly collectible revenues are subject 
to intense*negotiation between city and state governments, 
depending on many political considerations, rather than 
being a straightforward insurarce program for health and 
mental health services for the poor. 

The author blames the city's "mental health bureaucracy 
for transforming a one-third budget cut into a 1096 service 
cut, while preserving the services needed most urgently by 
the impoverished, disadvantaged minority population. He 
seems ta have a fantasy about a mental health bureaucracy 
with many more powers than exist in reality. It is not unusu- 
al for a program director to blame those most proximate, in 
terms of funding sources, for difficulties, but it is unfortu- 
nately a partial view of history. 

There can be a sense of helplessness when one confronts 
the fact that public funds are going to be allocated to those 
areas where the public feels the greatest need. Traditionally, 
when the public is demanding police, fire, and sanitation 
services. health services particularly mental health ser- 
vices— get short shrift. Unless one looks at that fact squarely 
and then tries to deal with the situation, one misses the point 
and inaccurately attacks fellow professionals. A more con- 
structive yet more difficult effor: involves educating the pub- 
lic, politicians, and medical professionals to the importance 
of mental health services. 


WILLIAM R. NADEL. M.D. 
Summit, N.J. 


Dr. Ruiz Replies 


SIR: I regret Dr. Nadel’s opinion that my paper was "over- 
simplified," as well as his overidentification with the '*local 
governir.ent bureaucracy. During the preparation of my pa- 
per Í had no specific individual in mind. I attempted to pre- 
sent solutions based on my socially oriented ideology as well 
as careful data analysis. 

] respect the fact that Dr. Nadel's ideology is different 
from mine. Nevertheless, the readers of the Journal should 
be exposed to diverse opinions on models of service delivery 
and treatment philosophy. 

When fellow professionals ozcupy public positions, they 
immediately become public servants. As such, they are sub- 
ject to even greater accountability and scrutiny. The basic 
differences between Dr. Nadel and myself undoubtedly stem 
from the different positions and ideologic orientations we 
have assumed within the mental health delivery system. 

After careful reading of Dr. Nadel’s letter, I still stand by 
all the statements made in my article. 


PEDRO Ruiz. M.D. 
Bronx, N.Y. 
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Short-Term Therapy Applauded and Amplified ' 4 


SIR: "Short-Term Dynamic Psychotherapy ' by Judd Mar- 
mor, M.D., (February 1979 issue) was informative and com- 
prehensive in regard to individual therapy. 

We have devised an effective treatment method at the,Ma- 


EI » PE . » - zt 
son Clinic that utilizes short-term dynamic therapy prin- 


ciples in an intensive group format. Six to nine patients come 

to the Psychotherapy Unit for approximately eight hours dai- 

ly (Monday through Friday) for three or four consecutive. 
weeks. Analytically oriented group sessions are held for 

three to five hours each day and are supplemented by thrice- 

weekly art therapy sessions, extensive use of audigerfStral 
aids both individually and in the group, and weekly facilita- 

tive, individual sessions. UA 

This very intense format seems to work bécause of the 
supportive atmosphere provided by the staff and the setting, 
and the built-in advantage of group support and encourage- 
ment. Our patients are mainly middle-class working people 
who participate while they are on medical feave, and we 
have not encountered difficulties with their taking time off 
from work. 

The staff is composed of three psychiatrists (who rotate 
periodically), a social worker who serves as cotherapist, a 
program director, an art therapist, and a psychologist. ' | 

We cannot be as rigid in our selection criteria as most re- 
searchers in short-term therapy, but we do exclude individ- 
uals who are actively psychotic, addicted to drugs or alco- 
hol, or who are acutely suicidal. Most patients fall into the 
traditional neurosis/personality disorder/borderline spec- 
trum. All are evaluated by a staff psychiatrist or psychologist 
before admission and are considered reasonable candidates 
for intensive psychotherapy. We routinely interview spouses 
and other family members during the course of treatment. 
We recommend conjoint attendance for one or more weeks 
when this seems appropriate. The drop-out rate is only about 
2%. 

We are now in our fifth year of the program and have had 
the same cotherapist and program coordinator throughout 
this period. We have retained the original structure although 
we Often tinker with the day-to-day schedule. We plan to do 
a prospective, controlled outcome study of the program 
soon. We believe this program offers an innovative and ef- 
fective approach to many patients’ problems, especially in 
the context of large medical centers. We would be pieased to 
hear from any other centers that are working with short-term 
intensive group therapies. 


STEPHEN J. MELSON. M.D. 
The Mason Clinic 

1100 Ninth Avenue 

P.O. Box 900 

Seattle, Wash. 98111 


Str: "Short-Term Dynamic Psychotherapy" by Judd Mar- 
mor, M.D., (February 1979 issue) beautifully presents the 
subject in historical perspective. To one interested in the rel- 
atively neglected work of Otto Rank, the article is especially 
gratifying. 

In attempting to put Rank's term "will" in modern dress, 
Dr. Marmor did not quite convey its complexity or impor- 
tance. "Motivation" and willingness” are approximations, 
but Rank's own brief definition was “a positive guiding or- 
ganization and integration of self which utilizes creatively, as 
well as inhibits and controls the instinctual drives?" We 
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‘might say that'it includes ego identity and self-actualization. 
if we want to add concepts developed in the 50 years since 
Rank wrote Technik der Psychoanalyse (1929). which be- 
came Will Therapy in English (1). Like Marmor. Rank distin- 
.guished between the therapeutic and research uses of psy- 
cheanalysis. His emphasis on end-setting. while vital to 
short-ferm therapy. was present in all of Rank's therapy. 
However. rather than fixing the termination date or number 
of sessions, Rank preferred to let the patient do so (2). 
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E. JAMES LIEBERMAN. M.D. 
Washington, D.C. 


Sig: Dr. Marmor s article on short-term dynamic therapy 
is the best of ‘ts kind. He indicated that when psychoanalytic 
goals became more ambitious, not only did the followers of 
Freud increase the length of treatment until it often became 

"interminable, but their undue preoccupation with the his- 
torical past neglected the paramount importance of the cur- 
rent analytic situation and the transference implications 
therein. 

By using an anachronistic, closed system and a quasi- 
concept of psychic energy, these individuals overlooked the 
historical fact that excellent results had been obtained by 
brief psychotnerapy in which there was no detailed investi- 
gation of the patient's historical past. Classical psycho- 
analytic. practice became exclusive and unconscionable 
when spouses were prohibited from participating in the total 
treatment plan. The modern therapeutic insights described 
by Dr. Marmor are in large part the resuit of the investiga- 
tions of the clinically astute Franz Alexander and his col- 
leagues. They concluded that more frequent interviews over 
a longer time did not mean that the therapeutic effect was 
deeper, that fewer interviews were not necessarily superfi- 
cial or temporary, and that the prolongation of analysis was 
not more likely to achieve better therapeutic results. 

All psychotherapists can now agree that only when the pa- 
tient is ready, willing (motivated), and able to live without 
his neurotic defenses can he begin to select a therapist and 
endow him with the power to heal. Adequate treatment al- 
ways includes the needs of a particular patient at a specific 
time and in a special life situation, as well as the transference 
implizations of the current analytic situation. The patient's 
needs are seldom if ever the same as the therapist's needs 
and rarely fit neatly into the therapist s preoccupations, sys- 
tem of beliefs, and indoctrination. 

For my own puproses | have arranged Dr. Marmor's sig- 
nificant factors in the following mnemonic manner: 


Freedom of expression in a nonjudgmental setting 

Aliance (working), acceptance and approval, activity 
(therapeutic) 

Identification (modeling), insight (cognitive learning) 

Trust (basic), transference, setting of time limits 

Hope, helpfulness (caring) 

Corrective emotional experience, coping methods, con- 
ditioning (operative), catharsis (release) 

Understanding and support 

Reinforcement (covert-overt), rehearsal of new coping 
methods, and repeated reality testing 
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Empathy. enthusiasm, expectation of change, 

Suggestion and persuasion 

Dr. Marmor's superb contribution, which also included 
those patient qualites that indicate the capacity to achieve 
short-term therapeutic goals, should be read and applied by 
every practicing psvchiatrist. 


JACOB H. Conn, M.D. 
Baltimore, Md. 


SIR: In his excellent discussion of the differences between 
crisis intervention and short-term psychotherapy, Judd Mar- 
mor, M.D., did not mention that there are also differences in 
the transference reactions seen in these two treatment mo- 
dalities. 

In crisis intervention, because of the helplessness felt by 
the patient in crisis. a regressed dependent relationship with 
the therapist can occur readily (1). The strong attachment 
that is formed early in crisis intervention. in which the thera- 
pist is experienced as a powerful helper, is used to sustain 
the patient until he is able to remobilize his own defenses and 
achieve some mastery of the crisis situation. Although the 
therapist tries to avoid deepening the regression. no attempt 
is made to analyze or otherwise change the relationship until 
the patient feels less helpless. 

In short-term dynamic psychotherapy. on the other hand. 
the patient-therapist relationship is carefully controlled from 
the outset to avoid the degree of regression seen in crisis 
intervention. Indeed, all of the essential elements of short- 
term therapy— selection of patients, setting of time limits. 
selection and maintenance of a focus for the treatment. 
weekly face-to-face sessions, activity of the therapist. and 
early interpretations of the transference—all serve to mini- 
mize dependency and regression. It is this controlling of the 
transference that permits both genetic and transference in- 
terpretations to be made without unduly deepening the at- 
tachment of the patient to the therapist, so that separation 
after brief treatment can be achieved without deleterious ef- 
fects. 

It is important to keep these differences in the level of the 
transference during crisis intervention and short-term thera- 
py in mind and to avoid making uncovering interpretations 
during crisis intervention: not only is the pazient in crisis un- 
likely to be able to use such interpretations. but they also 
tend to intensify the patient's already strong feelings of de- 
pendence on the therapist. When a patient in crisis is tc be 
treated thereafter with short-term dynamic psychotherapy, 
the crisis should be resolved first. and only then should the 
techniques of short-term therapy be employed. 
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WALTER V. FLEGENHEIMER. M.C. 
New York, N.Y. 


Janus: The God of Multiple Perspectives 


SIR: Dr. Albert Rothenberg's paper "'Einstein's Creative 
Thinking and the General Theory of Relativity: A .Docu- 
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mented Report” (January 1979 issue) brings both new mate- 
rial and new concepts to an understanding of the "elusive" 
creative process. His thesis is that "Janusian thinking con- 
sists of actively conceiving two or more opposite or anti- 
thetical concepts, ideas, or images simultaneously, both as 
existing side by side and/or as equally operative or equally 
true." I can agree with his definition in the main, but I have 
difficulty with the term “‘opposize or antithetical” and with 
the restriction of creativity to ‘‘antithetical’’ situations. 

Hy what criteria does one define meaningful opposites? 
Thet the mind produces them in profusion is evident. Kant 
deszribec the categorizing nature of the mind (antitheses 
being one category natural to the mind) and the arbitrary and 
conventional nature of the categories. The psychoanalytic 
concept of splitting also addresses this propensity. The fact 
that the mind sees opposites says only that once reality has 
been coded into concepts, the mind cannot easily resist split- 
ting these concepts Into opposite categories. Thus we find 
antithetical concepts everywhere: good-bad, pleasure-pain, 
up-down, rest-motion, me-not me, etc. I think the concept of 
opposites is too inclusive to be defined in a heuristically 
meaningful way. 

Therefore, rather than using the term "'antithetical,"" I 
would suggest the concept “Imaginative perspectives” and 
would take the liberty to redefine Janusian thinking as ac- 
tively conceiving two or more imaginative perspectives— 
conceptual, ideational, or perceptual—as existing side by 
side and/or as equally operative or true. 

Let us look at the Einstein example from this view. First 
he imagines the magnet-conductor system from two per- 
speztives and realizes that "judged from the magnet there 
were certainly no electric fields." He then decides that the 
difference resides in the perspective and that an adequate 
deszription of the system would have to include both per- 
speztives (electric and magnetic fields). Then while trying to 
modify gravitational theory to fit his new special theory, his 
efforts "did not satisfy me because they had to be supported 
by hypotheses without physical basis." His “happiest 
thought" is to imagine this physical basis from the per- 
spective of "an observer in free fall from the roof of a 
house” who notes that "there exists, during his fall, no grav- 
itational neld.'' The analogy to the situation with the magnet 
is clear. Einstein was able to supply the physical basis for his 
theoretical goal by imagining a perspective where there 
would be no gravitational field (free fall) and relating it to a 
previously imagined perspective (on a moving magnet) 
where there would be no electric field. I suggest that the ac- 
tive conceiving of these two imaginative perspectives side by 
side led to the formulation. The creative step was recogniz- 
ing the similarity in the two imagined instances of 
mozion (magnet and free fall rather than simply con- 
ceiving of opposites (rest and motion) operating simulta- 
necusly. 

My second objection to the concept of opposites concerns 
the limits placed on what is creative if it of necessity must 
dezl with opposites. Picasso’s comment on beauty and its 
"opposite" seems relevant: 


Beauty . . . what a strange thing. ... For me it isa 
word cevoid of meaning for I don’t know from where its 
significance comes nor to what it leads. Do you know 
exactlv where to find its opposite? (1, p. 159) 


Such seems to me the ambiguity of opposites. 
The dawn of the twentieth century saw the rejection of the 
Renaissance concept of absolute perspective," i.e., the sci- 
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entist, artist, or theologian standing outsitle his subject mat- 
ter and commenting on it. All observers were seen to bé in- 
extricably involved with their observations. This clearly gen- 
erated a need for a multiple-perspective approach to reality 
and for genius-created new perspectives from which to view . 
reality. Janus has truly been the twentieth-century god. i 


. 
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JOHN J. McCanTuY, M.D. 
Sacramento, Calif. 


Dr. Rothenberg Replies 


Sir: To reply to Dr. McCarthy, I must separate out the 
multiple perspectives he himself uses. First, in criticizing the 
factor of opposition or antithesis in Janusian thinking, he in- 
troduces the concept of juxtaposing "imaginative per- 
spectives.’’ Through such juxtaposition, he says, the crea- 
tive thinker ts able to see similarities leading to such formulas 
tions as Einstein’s step to the general theory of relativity. 
The process Dr. McCarthy describes, although he does not 
specifically label it as such, is the process of reasoning by 
analogy. Second, when Dr. McCarthy questions whether it 
is proper to limit what is creative to dealing with opposites or 
antitheses, he equates the entire creative ou:come or the 
created product with the creative process. Third, although 
discussing creativity in general, he adopts a perspective em- 
phasizing factors in the twentieth century. Fourth, he applies 
a philosophical and semantic perspective to the single ex- 
ample of Einstein’s report 1n my article. 

The critical step or “happiest thought'' in Einstein's for- 
mulation of the general theory of relativity was not a matter 
of reasoning by analogy, as Einstein himself made clear in 
the context of his essay. He underscored the words, "Thus. 
for an observer in free fall from the roof of a house there 
exists, during his fall, no gravitational field." This physical 
hypothesis, rather than the analogic construction in the pre- 
vious sentence—''Just as in the case where an electric field 
is produced by electromagnetic induction, the gravitational 
field similarly nas only a relative existence” —was his key tc 
the elaboration of the general theory. He tells us that he tried 
for some time to find similarities and analogies between grav- 
itational and electromagnetic phenomena. It was not, how- 
ever, the search for analogies—or, as Dr. McCarthy puts it, 
conceiving multiple imaginative perspectives—that pro- 
duced the creative leap. Merely conceiving the perspective 
of a person in free fall from a roof, together with many other 
perspectives, would not lead to that formulation. The crucial 
element was the capacity to conceive the inconceivable in 
the free fall perspective, i.e., antithetical forces of motion 
and rest operzting simultaneously. 

This is not to say that analogic thinking is unimportant in 
creativity. Searching for and positing analogies, dual or mul- 
tiple, is a productive factor in many aspects of the creative 
process, just as it is a productive factor in all types of logical 
and high level thought. However, it is not a distinctively cre- 
ative form of cognition. A similar criticism applies to Dr. 
McCarthy's particular concept of multiple imaginative per- 
spectives. It has long been known that all abstract and pro- 
ductive thinking involves the capacity to keep two or more 
factors (perspectives) in mind. As creative thinking is both 


= k . t 
. LETTERS TO THE EDITOR 


a 
€ 


productive and primarily abstract, such a capacity would 
certainly be involved. Adding the term "imaginative" does 
not seem to facilitate clarity or specificity; the nature of 
imagination is, at this point of our knowledge, neither clear 


. nor well understood (1). Moreover, because creativity and 


imagination are often considered similar or equivalent, the 
definitión is virtually a redundancy. 

Although categorizing opposites is certainly profuse and 
ubiquitous in human thought, this does not mean that oppo- 


' sition is necessarily ambiguous or too inclusive. Indeed, one 


of the reasons that opposites are useful for creative thinking 
is that they are quite specific. The opposites, e.g., radical 
and reactionary, are not merely two "perspectives"; they 
are specifically different and at different poles from each oth- 
er. If one knows the radical position on an issue, one can 
guess fairly specifically and accurately the reactionary point 
of view, but it is often difficult to know how the dissimilar 
but nonopposite liberal perspective will define itself. It is 
partly because of this specificity (and also because of the 
ubiquity) that opposites appeal to creators in every field. The 
quote from Picasso does not constitute a linguist's or philos- 
opher's authoritative comment about the ambiguity of oppo- 
sites but shows, I think, the characteristic fascination and 
'preoccupation with opposites of a great artistic creator. Ask- 
ing for the exact location of the opposite of beauty suggests a 
new and meaningful antithesis. Picasso goes beyond the ab- 
stract and banal opposition of beauty and ugliness to con- 
ceive of a concrete opposition of location. The answer to Dr. 
McCarthy's query regarding the criteria for meaningful op- 
posites is that artists define meaningful opposites according 
to their knowledge of form, emotions, and values, and crea- 
tive scientists additionally define meaningful opposites ac- 
cording to applications to factors in the natural world. 

As for limiting the creative to dealing with opposites, I will 
emphasize what [ have stressed elsewhere (2): Janusian 
thinking is a factor in the creative process; simultaneous op- 
positions produced along the way often are modified and 
transformed and do not appear in the created product. Cre- 
ators deal with opposites early, but the final product contains 
far more than opposition. Moreover, with respect to creativ- 
ity both before and during the twentieth century, the dynam- 
ic tension of simultaneous opposition rather than multiple 
perspectives seems to be the consistently important factor. I 
base this not only on my analysis of the Einstein material but 
on my collected reports from numerous great creators, past 
and present, which repeatedly indicate the formulation of si- 
multaneous antitheses in the process of creating (3). My em- 
pirical studies and experimental data provide evidence that 
opposites and antitheses rather than general and vague mul- 
tiple perspectives have been related to creating and creativ- 
ity. Although multiplicity is, as Dr. McCarthy's thoughtful 
letter shows, both suggestive and provocative, it also in- 
troduces the risk of confusion. 
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Misidentification Syndromes: Erotic and Psychomotor- Com- 
ponents ° 
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GEORGE N. CHRISTODOULOU, M.D. 
DEMETRIOS E. MALLIARAS, M.D. 
Athens, Greece 


On Blaming the Bureaucracy 


Sir: This letter is in response to “The Impact of Political 
Process cn Hospital Psychiatry" (February 1979 issue) by 
George L. Hogben, M.D., and associates. 

I question whether the elimination of Medicaid reimburse- 
ment for therapeutic leave should have caused the diffi- 
culties cescribed therein. How much was triggered by the 
staff's refusal to develop new methods of obtaining a trial 
outside zke hospital for their patients? 

Patients for whom the staff wanted passes might have been 
discharged with the understanding that they could be read- 
mitted a day or two later. The usual admission workup might 


Sin: John L. Barton, M.B., Ch.D., was correct in pointing 
out in this section (November 1978 issue) the erotomanic ele- 
ment in the case of intermetamorphosis syndrome we report- 
ed previously (‘Organic Contributors to the Inter- 
metamorphosis Syndrome," August 1978 issue). The origi- 
nal intermetamorphosis patient described by Courbon and 
Tusques (1) did not express erotic delusions. However, in 
addition to the patient we described in the Journal, we have 
seen arcther intermetamorphosis patient and two patients 
with otaer delusional misidentification syndromes (one with 
Capgras syndrome and one with the syndrome of Frégolt) 
who had pronounced erotic admixtures in thei®symptom- 
atology. Another patient with Capgras syndrome had 
marked ideas of jealousy. It seems possible, therefore, that 
the association of delusional misidentification syndromes 
and erctic delusions may not be entirely fortuitous. 

With reference to the psychomotor component of the syn- 
dromes cf disordered recognition commented on by Dr. Bar- 
ton, we have encountered many patients with syndromes of 
the Capgras, Frégoli, intermetamorphosis, and "subjective 
doubles" subtypes who have marked EEG abnormalities 
suggest ve of a "dysrhythmic"' contribution to the pathogen- 
esis of these syndromes (paper in preparation). Further- 
more, rsychometric investigation of these patients revealed 
evidence of organic brain dysfunction pertaining to the non- 
dominaat cerebral hemisphere (2). In this light, proso- 
pagnosia (a condition associated with right hemisphere dys- 
function) may be pathogenetically related to Capgras syn- 
drome end, although this was not the case with our group of 
patients (3), Luaute and colleagues (4) described a case in 
which there was a close association between the two syn- 
dromes 


LÀ 


æ 


«d 


Am J Psychiatry 136:7, July 1979 


have been eliminated for readmitted patients. With a census 


. of 22 and àn average of one 24-hour pass per patient per 


.Week three patients would be out on pass each day. By al- 
lowing patients trials outside the hospital the unit could have 
kept 25 rather than 22 patients "'in active treatment," thus 
mainiaining hospital income. 

Al-owing non-Medicaid patients to have passes while 
denying trial discharges to Medicaid patients also gives an 
additional realistic basis to Medicaid patients' belief that 
they are treated badly. 

The experience of these patients may have been a self- 
fuifil.1ag prophecy precipitated by the psychiatrists’ decision 
to fight Medicaid rather than to find new solutions. It seems 
to me that one cannot argue with the authors’ statement, ''Tt 
is logical rot to charge Medicaid when the patient does not 
occupy a bed.” A patient must be physically present to re- 
ceive care Inpatient staff should not receive salaries for car- 
ing for patients who are not present. The "political factors" 
that " overwhelm time-honored clinical practice and health 
plann:ng activities’’ were based on an awareness of this real- 
ity. Should not psychiatrists adapt their practices, including 
their billing practices, to reality? Wil] not patients be angry 
with psychiatrists who refuse to adjust to reality, given that 
patier.ts believe psychiatrists are experts in helping others to 
do this? Will not patients also resent being used in a struggle 
to prove the bureaucrats wrong? Nonpsychiatrists, including 
politicians, may occasionally show us a better way. 


Lewis GLICKMAN, M.D. 
Brooklyn, N.Y. 


Dr. Hogben and Associates Reply 


Sia: Dr. Glickman states that we made ''a decision to fight 
Medicaid" and used Medicaid-financed patients in ''a 
struggle to prove the bureaucrats wrong." He apparently 
based this interpretation on his feeling that we did not adapt 
to tFe reality of pass restriction by developing new methods 
to provide patients with trials outside the hospital. 

We were told to stop all passes immediately. We had no 
time to develop elaborate alternative procedures for care. 
DiscFarging and readmitting Medicaid-financed patients to 
provide lengthy out-of-hospital experience would have re- 
quired a great deal of time in terms of coordinating all con- 
cerned personnel and administrative procedures. We oper- 
ated in a crisis atmosphere that prevented, at least during the 
short observation period reported in the paper, the type of 
planning Dr. Glickman's concept would require. 

We thought other solutions were more important for pa- 
tien's recovering from major psychotic reactions. We ques- 
tion 2roviding large blocks of time to recovering patients 
witFout first giving them short periods away from hospital. 
We described methods to provide short out-of-hospital peri- 
ods in our paper. Dr. Glickman apparently did not consider 
these adaptive attempts significant. 

We disagree with Dr. Glickman's interpretation that our 
behavior expressed authoritarian, paternalistic attitudes 
abou: Medicaid-financed patients and their care. Medicaid 
polizies directly affect Medicaid-financed patients. Govern- 
mert guidelines dictate the care of Medicaid patients, and 
chaages in the political sphere may dramatically alter that 
care. For example, Medicaid funds cannot be used for abor- 
tion in most of the country. Medicaid-financed patients must 
be 'rformed about the economic conditions affecting their 
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care. They also have a right to express 'themselves about 
their care. di 

Many Medicaid patients recognize the precaricus nature 
of their benefits and take a vigilant stance toward threatening 
political forces. Our Medicaid-financed patients expressed 
their own feelings in the pass restriction matter with no 
prompting. We shared many of the feelings, but the patients 
made the decision to speak out and to circulate a petition to 
Medicaid officials. 


An. 


Perhaps the most chilling message in Dr. Glickman’s letter : 


is the proscription against fighting for health care rights. We 
are told to be expert in the process of adapting to govern- 
mental control of medical matters. The ultimate conse- 
quence of such passivity is a state-medical complex. In this 
medical counterpart to the military-industrial complex, we 
would dispense homogenized treatments devoid o? sensitivi- 
ty, creativity, and intelligence. Real caring would be re- 
placed by cunning in manipulating an oppressive system. Ul- 
timately, even this would fail. I would ask Dr. Glickman, 
when do we fight? When we are told not to hospitalize needy 
patients? Or to hospitalize all poor people because they of- 
fend someone in authority? Or, maybe, when shock treat- 
ments are the treatment of choice for political dissenters? 


Nonpsychiatrists did show us a better way in the pass re- 


striction incident. The patients worked tirelessly to gain the 
support of the whole Mount Sinai community in the petition 
against the pass restriction. Thanks to their efforts and oth- 
ers who spoke out, Medicaid-financed patients may now 
again have passes for therapeutic reasons. 


GEORGE L. HoGBEN. M.D. 
TECLA CRITELLI, M.D. 
RALPH HOFFMAN, M.D. 
New York, N.Y. 


Thiothixene-Induced Tardive Dyskinesia 


SiR: Tardive dyskinesia associated with thiothixene has 
been described in the literature, to our knowledge, only in 
one case report (1). We have recently observed severe tar- 
dive dyskinesia in another patient who had taken thio- 
thixene. 


The patient, a 55-year-old woman, was referred after 
a 3-year history of jerking of the left leg, a l-year history 
of almost constant movement of the mouth and tongue, 
and an 8-month history of spasmodic chest movements. 
At age 51 she developed severe depressive symptom- 
atology after a vaginal hysterectomy. She was treated 
with thiothixene, 10 mg/day, and protriptyline, 10 mg/ 
day. The patient continued at the same dosage of pro- 
triptyline for 2 years and thiothixene for 3 vears. She 
was not taking medication at the time of the examina- 
tion. There was no family history of depression, suicide, 
dementia, or abnormal movements. 

Examination revealed that her speech and respiration 
were interrupted at frequent intervals by spasms of the 
diaphragm. She exhibited a fine tremor of the right hand 
and left ring finger, frequent licking and smacking move- 
ments, and protrusion of the tongue. She had a tremor 
of both legs at a rate of about four cycles per second, 
especially when she was sitting or standing. She also 
showed infrequent rocking of the body and occasional 
titubation of the head. The following laboratory studies 
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" were normal: serum electrolytes, liver enzymes, T,/T,, 
complete blood count, urinalysis, 24-hour urinary cop- 
per excretion, serum ceruloplasmin, and roentgeno- 
graphic stedy of the skull and lumbosacral spine. An 


"+ , EEG and a CT scan were normal. The disorder has per- 


sisted despite treatment with phenytoin, diazepam, phe- 
nobarbital, carbidopa, and reserpine. 


A review of Food and Drug Administration files! revealed 
' 8 other cases of thiothixene-induced tardive dyskinesia. The 
movement disorders in these and the one previous case re- 
port (1) involved only orofacial structures. The case reported 
in this letter of presumed thiothixene-induced tardive dyski- 
nesie differs from the previous reports in that our patient 
manifested the full spectrum of dyskinetic movements: oro- 
facial-lingual dyskinesia, akathisia, choreiform and dystonic 
movements, body rocking, diaphragmatic spasm, hand trem- 
or, and titubation of the head. 

Tricyclic antidepressants may induce and/or potentiate 
tardive dyskinesia (2). It is possible that the protriptyline our 
patient had taken concomitantly with the thiothixene for 2 
years contributed to her symptoms. However, there have 
been no reports of protriptyline-induced dyskinesia, and the 
reported incidence of movement disorders associated with 
tricyclic antidepressant medication is extremely low (2, 3). 
Thus, thiothixene seems the most probable cause of this pa- 
tient’s tardive dyskinesia. Close supervision of patients 
treated with this drug ts indicated. As with other structurally 
dissimilar neuroleptics of the phenothiazine or butyrophe- 
none class, there is no reason to assume that thiothixene, a 
thioxanthene, incurs no risk of tardive dyskinesia. 
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Significance and Meaningfulness 


SIR: I read with interest "Psychological Correlates of Pref- 
erences for Clitoral or Vaginal Stimulation” by Ronald A. 
LaTorre, Ph.D.. (February 1979 issue). I applaud Dr. La- 
Torre's attempt to test empirically some of Freud’s theories. 
However, I find myself unable to accept most of his con- 
clusions. 

Dr. LaTorre concluded that the results of his study "lend 
modest support to Freud’s hypotheses that a woman who 
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prefers clitoral stimulation to vaginal penetration tends to be 
more masculine" and "experiences fewer orgasms during 


coitus” (i.e., during vaginal penetration). The latter part of- 


this statement is a prime example of circular reasoning and 
sheds no light whatsoever on the issue. His only evidence for 
the first part of his argument was a mean difference in scores 
(vaginal versus clitoral) on the McGill Gender Role Invento- 
ry with a probability of random variation of less than .06. Yet 
the mean difference in scores between the student/youager 
group and nonstudent/older group was significant (p<.01), 
with nonstudents scoring in the more masculine range. Is it 
not reasonable to assume that even if one's preference for a 
mode of genital stimulation is a significant variable in deter- 
mining " masculinity,"' it is certainly of less importance than 
one's age or occupational status? s 

It is easy to confuse statistical significance with meaning- 
fulness. Even if one accepts a difference significant at the .06 
level as indicating that women who prefer clitoral stimula- 
tion tend to be more masculine, I! would contend that the 
author's data indicate that this difference cannot be very 
meaningful in the hierarchy of factors that go into the devel- 
opment of a person's psyche. 

After informing the reader that other batteries, designed to 
test "neuroticism"" and “assertiveness, could not differ- 
entiate the two groups, Dr. LaTorre closed with a statement 
that his results indicate "there are psychological differences 
between those who prefer clitoral and those who prefer vagi- 
nal stimulation." If one weighs the premise behind this con- 
clusion (a sweeping theory of psychosexual development) 
with the evidence that is adduced to it, then I submit that the 
imbalance is indeed "significant" and " meaningful." 


ARNOLD RosEN. M.D. 
New York, N.Y. 


Dr. LaTorre Replies 


SIR: Dr. Rosen contends that preference for a mode of 
genital stimulation is of less importance than age or occupa- 
tional status for determining "masculinity" because the 
masculinity scores differed at the .06 level of probability for 
clitoral/vaginal stimulation preference and at the .01 level for 
occupational or age status. His reasoning reflects two popu- 
lar misconceptions. First, he has equated an alpha level with 
size of effect (1.e., a smaller alpha is presumed to represent a 
larger or more important effect). This is statistically incor- 
rect —rejection of the null hypothesis at the .01 level cannot 
make one certain that an effect is more real or more impor- 
tant than rejection at the .06 level (1). Second, he is assuming 
a causal relationship in his statement that the variables of age 
or occupational status determine masculinity. My study was 
an associative inquiry; it was not designed to show causality 
(2). The results of my study show that those who prefer clito- 
ral stimulation are more masculine than those who prefer 
vaginal stimulation. A preference for clitoral stimulation 
may determine masculinity, or masculinity may determine 
clitoral preference, or a third factor like assertiveness may 
determine both clitoral preference and masculinity. I pointed 
out the possibility of a related third factor in my article. 

Dr. Rosen’s second point of contention resembles his first. 
He posits that an alpha level of .06 indicates that the results 
cannot be very " meaningful." This is despite the fact that he 
precedes this contention with the observation that it is easy 
to confuse statistical significance with meaningfulness. This 
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observation is correct, but his argument about an alpha of .06 
not being Very meaningful indicates that he too has made this 
. error. The meaningfulness of my results cannot be argued 
one way or another on the basis of an alpha level (1). 

The final argument offered by Dr. Rosen rests upon the 
fact that preferential mode of stimulation had no significant 
effects on other psychological tests. Given only a few signifi- 
cant results, my conclusion that there are psychological dif- 
ferenzes is outweighed by the premise (Freud's "sweeping 
theory. of psychosexual development’’). There seem to be 
two separate issues here. Because the results showed dif- 
ferenzes on the two most critical variables (masculinity and 
number of orgasms during intercourse), my conclusion could 
only be that there are differences. Perhaps I should have 
qualiied My statement by specifying that there were dif 
ferences on several variables but not on several others. The 
other issue is Dr. Rosen's attempt to balance or weigh a 
premise with conclusions. No study, regardless of whether it 
Is an asscciative inquiry or a rigidly controlled experiment, 
can prove a theory (2). A theory is used to predict an obser- 
vation. The occurrence of such an observation has no logical 
bearing on the truth value of the theory (or premise). To use 
a true conclusion to imply a true premise is an error called 
“affirming the consequent." The failure of a predicted ob- 
servetion to occur, however, would bear clear logical impli- 
cations for the theory or premise. Since my observations 
were as predicted from Freud's theory, my results have no 
impazt on the truth of that theory— however strange that 
may sound. So, in one sense, I must agree with Dr. Rosen's 
overall conclusion that my results were probably not that 
mear.ingful (insofar as any positive result is not meaningful), 
but I disagree with the premises on which he bases his con- 
clusion. 
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Titrating Intramuscular Dosages for Elderly Patients 


Sig: One of the more frequent management problems seen 
with organic brain disorders is the hyperaroused and agitated 
or combative patient on medical or surgical wards or in nurs- 
ing homes. These individuals often require acute treatment 
with antipsychotic agents to contro] such nonspecific behav- 
ior. Jnfcrtunately. they cannot tolerate the usual dosages 
of parenteral antipsychotics nezessary for acute manage- 
ment. Since it is difficult to measure less than | ml with most 
syringes, the elderly patient can be given an overdose of, for 
example, 1 ml (25 mg) of mescridazine or 1 ml (5 mg) of 
haloperidol intramuscularly. 

To avoid this pharmacologic dilemma one can use readily 
available U-100 insulin syringes, which make it possible to 
divide | ml into 50 parts. Thus, if one wishes to start a com- 
bative elderly patient with organic brain disease on meso- 
ridazine, 5 mg I.M. t.i.d., one could write an order for meso- 
ridazine, 20 units (5/25 ml) I.M. t.i.d. Should haloperidol be 
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the agent of choice, an order for haloperidol. 0.5 mg LM. 
b.i.d., would be converted to haloperidol, 10 units (0.5/5 ml) 
I.M. b.i.d. Other parenteral antipsychotic agents could be 
measured similarly. This allows the psychiatrist to titrate the 
dose upward as necessary and enables nurses unfamiliar 


with psychotropic medications to measure microdoseseeas-. 


ily. When control is achieved, the patient can be switched to 
appropriate oral dosages. This approach might help us to 


, 
. 


avoid giving excessive medication to an already compro- 


mised individual. 


RoBERT P. GRANACHER, JR.. M.D. 
Lexington, Ky. 


Differential Bonding and the Triune Brain 


Sir: We are indebted to Charles A. Pinderhughes. M.D., 
for his stimulating elucidation of the differential bonding 
processes occurring in psychic development and manifest in 
human behavior, normal and pathologic (` Differential Bond- 
ing: Toward a Psychophysiological Theory of Stereotyp- 
ing," January 1979 issue). As a student of Dr. Pinderhughes 
in psychotherapy supervision during my residency and later 
as a colleague, I had the privilege of witnessing the evolution 
of his ideas and their capacity to shed'light on clinical prob- 
lems. His paper reflects pioneer work on the bridge between 
psychodynamics and physiology from the "mird'" side of 
the mind-brain gap. Beyond citing Freud's expression of the 
need to "replace the psychological terms by physiological or 
chemical ones," however, Dr. Pinderhughes did not venture 
to propose what physiological mechanisms may underlie dif- 
ferential bonding. 

I would suggest that work has been done on the bridge 
from the other end as well and that neurobiologic findings 
may provide clues to the brain mechanisms involved in what 
Dr. Pinderhughes has described. The work of MacLean (1) 
suggests that the human brain may consist of t/'ree brains — 
the protoreptilian (R-complex), paleomammalian (limbic 
system), and neomammalian (neocortex)—each with some 
capacity for independent functioning (*schizophysiology’’). 
MacLean has labeled the activity of the three camponents as 
protomentation, emotomentation, and ratiomentation, re- 
spectively. According to this model, paranoid emotional 
processes have their substrate in the limbic system, while 
higher discriminative cognitive processes are made possible 
by the neocortex. There is evidence that pathologic activity 
in the limbic system is responsible for at least some manifes- 
tations of paranoia in psychiatric patients (2). Thus schizo- 
physiology may help to explain Dr. Pinderhughes' observa- 
tions on the occurrence of stereotyped exaggerated beliefs 
when there seems to be an equal opportunity for more realis- 
tic appraisal. In such cases, the emotional limbic system may 
have the "upper hand." 

A triune brain explanation of differential bonding becomes 
more attractive when one considers that at the core of the 
limbic system is the dichotomously organized reward-pun- 
ishment (pleasure-unpleasure) system (3). Thus mental rep- 
resentations (body parts, persons, concepts) may in the 
course of development become differentially associated with 
pleasure and hence with affiliative-affectionate bonding on 
the one hand, and with unpleasure and hence differentiative- 
aggressive bonding on the other. 

According to Klein (4), the paranoid position arises early 
in the mental life of the infant, at a time when the moré high- 
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BOOK REVIEWS 


Psychoanalysis, Psychotherapy and the New England Medical 
Scene, 1894—1944, by George E. Gifford, Jr. New York, N.Y., 
Science Histcry Publications/USA ‘Neale Watson Academ- 
ic Publicatiar s), 1978, 430 pp., $35.00. 


] remembe- with great pleasure attending the symposium 
held in Boston in mid-April 1973 titled Psychoanalysis, Psy- 
chotherapy end the New England Medical Scene, 1894- 
1944. Sponscred by the Francis A. Countway Library of 
Medicine of Harvard and the Boston Psychoanalytic Society 
and Institute the symposium was planned and organized by 
George Giffard along with Richard Wolfe, Otto Marx, and 
Sanford Gifford. We must be grateful to George Gifford for 
his admirable persistence in having the papers edited and 
bringing the manuscript to fruition and to Neale Watson for 
publishing the book. 

The conference was divided into two parts; the book fol- 
lows that format. The first and greater portion (amounting to 
three-quarters of the published volume) is devoted to a sur- 
vey of topics of psychiatric imporiance in New England in 
the 50 years after 1890. This part of the conference originally 
consisted of .9 papers prepared by historians and by psychi- 
atrists, psychologists, and social workers investigating the 
history of their respective disciplines. One presentation was 
dropped from this book and two invited papers were added. 

This 1s a fascinating collection. Perhaps the best way to 
categorize it is to follow its four subdivisions. The Begin- 
nings deals with an overview of the turn of the century fol- 
lowed by diszussions of William James, G. Stanley Hall, the 
importance of the Worcester State Hospital, and the over- 
riding influence of Pierre Janet on the New England scene. 

Something of the breadth of the book can be seen from the 
next section. which is devoted to popular psychotherapeutic 
and mental aealth movements. Pre-1890 considerations of 
the mental healing of Mary Baker Eddy and her own early 
therapeutic experiences with Phineas Parkhurst Quimby are 
discussed as well as the later therapy that emanated from the 
Emmanual Church in Boston, another "mind cure move- 
ment" type Df therapy that contributed to the early days of 
group processes. Even broader attempts at social prevention 
can be seen n the initiation of the mental hygiene movement 
by Clifford Eeers in New Haven in 1908 and the enthusiasm 
for settlemer.t houses, which contributed to the development 
of psychiatrie social work. 

The next section of the book, The Age of Putnam. deals 
with James .ackson Putnam, Morton Prince, Isador H. Co- 
riat, and Solomon Carter Fuller. The lattermost was a talent- 
ed and rema-kable black man who early became an influenc- 
tial neuropa hologist and neuropsychiatrist. The next paper 
helps us to understand the decline of Bostonian psychiatry in 
the 1920s afer it had reached a pinnacle and sets the stage 
for its revitzlization during the 1930s. This revitalization is 
* the main toric of the remainder of the book. The formal pre- 
sentations end with individual discussions of such diverse 
figures as George A. Waterman, Abraham Myerson, William 
Healy. and Austin F. Riggs and his center and a discussion 
of 50 years cf research at the Boston Psychopathic Hospital, 
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founded in 1912. Each of the four groupings is followed by 
transcribed discussions that often add valuable bits of infor- 
mation but more often add interpretive comments that stimu- 
late further thinking. 

The last quarter of the book is devoted to a panel dis- 
cussion among those who participated in the growth of psy- 
choanalysis in Boston in the late 1920s, particularly those 
who participated in the founding of the Boston Psycho- 
analytic Society as members of the American Psycho- 
analytic Association in 1933. Here we have oral history in 
action with such participants as Grete Bibring, Helene 
Deutsch. and M. Ralph Kaufman among many others. They 
all bring a personal liveliness to their reminiscences of a peri- 
od that is rapidly passing from living memory. 

J trust the richness of this book appears from the survey - 
above. Psychotherapy, especially psychoanalysis, 1s the pri- 
mary focus. Casual readers will find much to interest them, 
while the serious scholar will mine it for appropriate infor- 
mation. A name index helps tn this search, but the lack of a 
subject index presents a serious handicap. Collections such 
as this one naturally vary in quality and run the risks of 
vague focusing and frequent repetitions. Gifford's volume 
avoids much of this; one finishes reading it with a sense of 
wholeness. It deserves to be in the library of all those who 
are interested in the topics covered, and it certainly should 
be in al] appropriate institutional libraries, whether academi- 
cally or clinically oriented. 


Eric T. CARLSON. M.D. 
New York, N.Y. 


The Mentally Ill in Community-Based Sheltered Care: A 
Study of Community Care and Social Integration, by Steven 
P. Segal and Uri Aviram. New York, N.Y., Wiley-Inter- 
science (John Wiley & Sons), 1978, 312 pp., $18.95. 


The treatment and care of the chronically mertally ill pa- 
tient living in the community is one of the largest problems 
facing psychiatrv today. Despite its importance and the in- 
creasing professional and public concern directed to the 
problem, there is little scientific information on which to 
base public policy, treatment programs, or individual treat- 
ment plans. Segal and Aviram's book tackles this subject in a 
first-rate manner, describing who the mentally ill in the com- 
munity are, where they are, and what patients do best in 
which settings. This is the first detailed description of the 
estimated 3-5 million chronic mental patients living in com- 
munities; it includes their demographic characteristics, the 
medical care and social services available to them, and the 
settings and neighborhoods they live tn. 

The greatest contribution of the book lies in its con- 
clusions regarding the optimally effective settings,for such 
patients, given our current limited resources. Segal and Avi- 
ram conclude that medication is of help for only the most 
disturbed (1.e., symptomatic) patients and actually is coun- 
tertherapeutic for the less disturbed. Although an "ideal Psy- 
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chiatric ehvironment" that provides a high level of social in- 
té"action, a practical orientation to problems. and a tightly 
organized program (e.g.. a halfway house) can benefit pa- 
tients with a variety of levels of disability. the authors advise 
that it too be provided only for those who do not benefit from 


` less clinical and more socially supportive services. On the 


otaer*hand. the less psychologically disturbed can benefit 
from a large number of social interventions and therefore are 
best "sheltered in board-and-care-type facilities with ac- 
cess to socially oriented programs. 

The authors make several important points. They stress 
that although newspaper and television descriptions. of 
deinstitutionalized patients focus on the horrors and hazards 
of community life, the vast majority of discharged patients 
are happier in such settings and do not pose serious prob- 
lems to their caregivers or neighborhoods. Second, they as- 
sert strongly that the goal of total reintegration into the com- 
munity is unrealistic for the majority of chronic mental pa- 
tients. Rather. they urge caregivers to set reasonable and 
limited goals that can be attained to effect both external in- 
tegration (e.g.. increased involvement with the outside 
wcrld) and internal integration (e.g.. increased involvement 
within the care setting). They also state that outcome studies 
- should measure success at maintaining individuals in the 
community without regression or slipping back into more re- 
'str.ctive settings rather than total success. 

The book has several extremely useful features. It gives a 
detailed descriptior. of the changes in the California mental 
health system since World War 1I. It provides a recon- 
ceptualization of the problem of the chronically mentally ill, 
defining the core issue as the "shelter required by these 
individuals. It proposes a split between licensing facilities 
(e.g.. judging structural safety) and certifying them (a clinical 
and social judgment). It also spells out the skill levels needed 
by people working in these facilities and provides a pro- 
longed discussion of placement issues—both of which pro- 
vided more than I needed to know. 

Psychiatric readers may also respond negatively to: 1) the 
obvious social-service bias in the research design and narra- 
live, although it is no more biased than that which might be 
written by a psychiatrist. 2) the omission of the largest com- 
munity shelter, the nursing home, 3) the too-accepting atti- 
tude regarding resource limitations (e.g., a primary con- 
clusion is not that we need more ideal psychiatric environ- 
ments}, and 4) the authors’ implication that drug dosages 
given by the Physicians’ Desk Reference represent profes- 
sionally accepted standards rather than conservatism on the 
part of pharmaceutical houses. 

These are minor quibbles. On the whole this is a superb 
study of a long-neglected population that provides major di- 
rections for the development of a public policy and repre- 
sents a truly relevant contribution to our knowledge base 
about the care and treatment of the severely and chronically 
mentally ill in the community. 


JOHN A. TALBOTT. M.D, 
New York, N.Y. 


The Four Fundamental Concepts of Psycho-Analysis, by 
Jacques Lacan: edited by Jacques-Alain Miller: translated 
by Alan Sheridan. New York, N.Y.. W.W. Norton & Co., 
1978, 283 pp., $18.95. 


The title of this book might easily prove deceptive in that it 
makts the book appear to be an introduction to the basics of 
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psychoanalysis. However. anyone familiar with the.author, 
the French psychoanalyst Jacques Lacan. would know oth- 
erwise, Although regarded by certain French intellectuals as 
the most influential French thinker since Sartre through his 
establishment of a psychoanalytic and philosophical move- 
ment, eponymously called Lacanism. he remains relatively 
unknown to American psychiatrists and »sychoanalysts. 

Above all, Lacan has a fetish for the ambiguous. In a sense 
he contributes to the ambiguity of the ambiguous, proving 
both stimulating and frustrating as he attempts to reinterpret 
Freud in the context of the Cartesian tradition and dealing 
with psychoanalysis as a linguistic and an epistemological 
problem. Lacan is aphoristically brilliant and provocative in 
his thought. but all too often his ideas »rove at once dis- 
parata and seemingly unconnected. An at'emptes now being 
made to translate his work into English, a task his translators 
admit 1s nearly impossible because Lacan remains abstruse. 
plays on words and phrases in German, French, and English, 
and incorporates a vast array of intellectualism. He makes 
one wonder if one is dealing with a significant interpretation 
of Frezud's thought or being presented once again with the 
French penchant for the cult of the unintelligible. However, 
the struggle with translations has been made (1, 2). and re- 
centlv a commentary has appeared on the "French Freud" 
and his influence on French culture and politics (3). 

Lacan recieved his Doctorat d'État in psychiatry in 1932 
and began his training at the Société Psvchanalytique de 
Paris in 1934, becoming a full member before World War II. 
In 1952. after considerable internecine warfare, he broke 
with the Paris society and founded the Société Fraraise de 
Psychanalyse. In 1953 he was excommunicated fror. the In- 
ternational Psychoanalytic Society, and ke has evolved his 
own school of psychoanalysis, with his own distinctive yet 
dense and historically allusive exegesis of Freud's funda- 
mentel writings. Since 1951 he has held a regular seminar, 
initial.y attended largely by psychiatrists and physicians, 
that has become a meeting ground for a vast array of people 
from many disciplines—literary critics, anthropologists. phi- 
losophers. neo-Marxists. linguists, mathematicians, and oth- 
ers. I has become intellectually fashionable in Paris to at- 
tend his lectures and seminars. This book is based on his 
seminars delivered in 1964 and edited by the translator from 
Lacan's original manuscript. This is the first of a series to be 
translated and will include all of Lacan's seminars since 
1953. 

Lacan introduces a new terminology. rarely defining 
terms, and often presents his ideas in a deliberately allusive 
fashion. To observe him lecture may be to experience a mag- 
nificert dramatic performance. but to read and attempt to 
comprehend Lacan proves a near impossitility. The lucidity 
of Freud's work is nowhere present. Lacan's writings show 
the influence of Heidegger and the phenomenological move- 
ment, Hegel and his French commentators. modern structur- 
al linguistics (Saussure, Jakobson), and structural antaropol- 
ogy (Mauss, Levi-Strauss). Therefore, one needs an ac- 
quaintance with these varied schools of thought to begin to 
overcome Lacan s tendency to ambiguity. Basically, Lacan 
aims at a phenomenological description of the psycho- 
analytic experience, including the uncorscious, transfer- 
ence, psychosexual development, and the concept of self. 

For Lacan. the important specific factor of psychoanalysis 
is that the experience of analysis occurs in the field of speech 
and that another language, the unconsc:ous, dissociated 
from the common language. comes to awareness. Symp- 
toms, dreams. parapraxes, and other formations represent 
the unconscious, a basically linguistic concept ("the signify- 
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ing"). Above all, psychoanalysis moves entirely within the 
elements of language with its varied symbolism and significa- 
tion and remains basically a dialectical process. 

It is doubtful that Lacanism will have much impact on the 
pragmatism and the increasing medical orientation of Ameri- 
can psychiatry. However, we shall undoubtedly hear much 
more of Jacques Lacan as the source of an intellectual move- 
ment. 
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Dreaming and Memory: A New Information-Processing Mod- 
el, bv Stanley R. Palombo, M.D. New York, N.Y., Basic 
Books, 1978. 227 pp., $15.00. 


In this thoughtful and thought-provoking book, Dr. Pa- 
lombo makes a heroic attempt to integrate Freud's theory of 
dream formation with ‘research findings in dream physiolo- 
gy anc the recent contributions of information theory and 
cognitive psychology." The resu:t is a theory of how the 
mental apparatus operates, especially exemplified in what is 
called the adaptive function of the dream. Unlike myself, Pa- 
lombo seems very much at home in the field of information- 
processing theory. He admits that the reader unfamiliar with 
information theory may find his book difficult. 

Palcmbo conceives of “an autonomous mechanism of 
noncoascious adaptive ego functioning." which he calls the 
"memory cycle.” (I was not clear about the difference, if 
any, between "nonconscious ` and "unconscious ' and what 
purpose this different locution serves.) Palombo defines the 
memory cycle as "a sequence of processes through which 
experiential information is introduced into adaptively suit- 
able locations in the permanent memory structure." He as- 
similated adaptation into informazion processing: "Success 
in adaptation is closely linked with the capacity of an orga- 
nism to extract information from its environment and store it 
internally in meaningful configurations." 

To illustrate his theory of the adaptive aspect of dreaming, 
Palombo presents thematically related sequences from the 
dreams of a patient recorded during two consecutive analytic 
hours for tne light they shed on "tne continuous and cumula- 
tive relationships between sequences of dreams." He at- 
tempts to show how the dream used a new experience to 
integrate it with (in his word, "match" ) an experience from 
an earlier time through the operation of an "associative 
memory tree.’ He uses this concept, with its "nodal points ' 
of congruence for present and past experience, as a model to 
clarify the associative process. 

Palombo describes how the twc dreams formed a progres- 
sion. the second monitoring the first. He calls the second a 
"correction" dream, meaning that, with the help of analytic 
work done between the two dreams, the analyst's inter- 
vention was incorporated into the patient's experience and 
showed up in the second dream. 

Jus: as Freud noted that every dream contains a contribu- 
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tion from the past as well as one from the present, Palombg: 
stresses the contribution to the dream from "the permanent 
memory store" and from present experience. He reiterates - 
that the dream is a bridge between past and present and that 
dreaming is an attempt to match the two to establish a fit or 
congruence. The impetus for the construction of the dream’ 
comes from the adaptive purpose of matching past and pres- 
ent experience by means of what he calls "superimposition ' 
(condensation) and ''substitution'' (displacement). As | un- 
derstand it, Palombo asserts that the dream, by means of its 
ability to make a comparison and effect a reconciliation of 
present and past experience, can be an instrument enabling 
new experience to exert an influence on and "correct" past 
experience. 

If this understanding is correct, it certainly introduces a 
new theory about the nature and function of dreaming. The 
explanatory power of our theories can always be snarpened. 
Alternative ways of conceptualizing mental functioning 
should expand, not narrow, our field of vision. Theories 
about the adaptive mechanisms of ego functioning are very 
much in the forefront of psychoanalytic ego psychology 
today, and their validity is constantly being tested clinically. 
If the new conceptual tool of information theory can broaden 
rather than restrict our vision, we should welcorne it. 

Emphasizing an "autonomous adaptive ego function” in 
dreaming. however, reduces the dream to an adaptive pro- 
cess. Left out of consideration is any indication that the 
dream can subserve other needs as well. The dream, like 
thinking and like language in general, has the function of giv- 
ing expression to fundamental urges. It is not just a means of 
sorting out information from internal and external sources 
and placing it in perspective. The dream. like thinking, is an 
active agent that generates new phenomena. It created the 
atom bomb. It produced mathematics. It is affirmative, crea- 
tive, insistent. The dream is not only a response to experi- 
ence but also an organismic, biological phenomenon with 
which we are endowed in order to exist. Adaptation may be 
necessary, but it is not sufficient to account for what we do. 
Dreaming is doing. To reduce its function to adaptation is 
taking the part for the whole, placing a multifactorial, over- 
determined activity on a one-dimensional, monochromatic 
plane of discourse. 


LEON L.. ALTMAN. M.D. 
New York, N.Y. 


The Schizophrenic Disorders: Long-Term Patient and Family 
Studies, bv Manfred Bleuler; translated by Siegfried M. Cle- 
mens. New Haven, Conn., Yale University Press, 1978, 519 
pp.. $45.00. 


This long-term study of 208 schizophrenic patients was 
first published in German in 1972. In the author's words, he 
intended “to depict the life vicissitudes of 208 schizophren- 
ics and their families as | had personally observed and expe- 
rienced these, together with them. over a period of more 
than 20 years ' (p. xix). 

Despite a sometimes heavy and tedious style. the book 
presents a monumental accomplishment in clinical research. 
It also presents several controversial ideas about the nature 
of schizophrenia. Perhaps the point most heavily empha- 
sized is that schizophrenia is not necessarily a chronic, pro- 
gressive disease and usually does not come to ar. end-stage 
resembling dementia. An important diagnostic criterion for 
the author was gross mental disorder so grave that ‘any nor- 
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the patient as totally strange, puzzling, inconceivable, un- 
canny, and incapable of empathy.’ Bleuler downplays the 
importance of different subtypes because in his experience 
they became blurred during long-term follow-up. 

Although the diagnostic criteria are debatable, the book 
contains a wealth of detailed clinical examples. Most Ameri- 
can psychiatrists would probably concur with the schizo- 
phrenic diagnosis given these details. Bleuler emphasizes 
that even chronic schizophrenic patients can make ‘late im- 
provements’ and that the concept of the ""burned-out schiz- 
ophrenic’ should be discarded (p. 223). The insistance on a 
six-month history of illness before schizophrenia can be 
diagnosed (as in DSM-III [1)) is strongly contradicted by 
Bleuler's results and would constitute a giant step back- 
wards toward Kraepelin' s concept of the illness. 

Treatment with psychoactive drugs is mentioned briefly 
and with negative connotations (e.g., the term "dopamine 
is not found in the text or the index). Figures for genetic 
probability are similar to those found in many other stud- 
ies— 996 for siblings, 2.5% for children of siblings, 895-1095 
for children of schizophrenic patients, and a "familial ten- 
dency to produce concordant course types in two siblings" 
5. 327). 

The importance of a premorbid schizoid personality struc- 
ture is heavily emphasized, but not as an absolute pre- 
condition of becoming schizophrenic. Bleuler notes a 
marked decrease in reproduction of schizophrenic patients 
and relates this to failure to prove mendelian-type inher- 
itance of schizophrenia because this would assume an ex- 
tremely high rate of mutation. Instead, he postulates that dis- 
cordance of individually healthy genetic traits may pre- 
dispose to a psychotic break (p. 496). 

This massively detailed book by an internationally re- 
nowned clinician is a welcome addition to the literature. It 
goes far toward debunking old, persistent myths about schiz- 
ophrenia but admits to leaving many important questions 
about etiology and treatment unanswered. For a fairly com- 
plete overview, I recommend chapter 7 (pp. 411-446). The 
entire text is recommended to those engaged in schizophre- 
nia research. 
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The Growth of the Child: Reflections on Human Development, 
by Jerome Kagan. New York, N.Y., W.W. Norton & Co., 
1978, 283 pp.. $12.95. 


A reader seeking an integrated discourse on the growth of 
the child will be disappointed by this collection of papers, 
which ranges from reports on comparative studies of groups 
of children as to the effects on cognitive abilities of day care, 
early deprivation, and social class to theoretical papers on 
motives and critical examinations of the concepts of in- 
telligence and maturity. However, a reader who wants to be- 
come acquainted with Jerome Kagan's views will find an ar- 
ray of them in this book. 

Orle of his views, defended repeatedly in these pages, is 
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that the minds of children are resilient. that later experience 
alters. for better or worse, the effects of early experience. 
Attacking by implication the inferences drawn by Spitz (1), 
Klaus and Kennell (2), and others as to the lasting damage 
wrought by early deprivation, Kagan emphasizes the child's 
capacity to recover from early insult. Guatemalan children 
whom Kagan studied in San Marcos, for example, lie in 
darkness and virtual isolation for the first year of their lives, 
and by age 11 show severe memory impairment compared 
with muddle-class Cambridge age-mates. By late adoles- 
cence, however, 58% of the Guatemalan children performed 
at the level of a Cambridge 11-year-old, an improvement said 
to reflect the plasticity of the child's mind. That nearly half 
of these late adolescents continued to show memory impair- 
ment could be taken as strong evidence of the laeting impact 
of early deprivation rather than as support for resilience. 

The paper on the effects of day care on development re- 
ports a study of children who attended a good day care cen- 
ter compared with children who did not with regard to their 
performance on cognitive tasks and their behavior with 
strangers. Kagan s conclusion is that ‘tha entire corpus of 
data supports the view that day care, when responsibly and 
conscientiously implemented does not seem to have hidden 
psychological dangers." Although Kagan goes on ta recog- 
nize the limitations of the kinds of observations on which his 
conclusion is based, his paper tends to ignore those very 
dangers, especially the threat to the development of a capac- 
ity for strong object ties, which concern such authors as Sel- 
ma Fraiberg (3). 

While offering only thin evidence that good later experi- 
ence can compensate for early damage, Kagan argues per- 
suasively that bad later experience can undo the effects of a 
good start in life. He offers abundant evidence of the power 
of social class to influence children's cognitive abilities and 
their views of themselves. Social class as a determinant of 
both parental practices and attitudes and the child's sense of 
self as either an active agent of his or her own destiny or as a 
passive victim of misfortune is documented repeatedly in 
these pages. 

One will find here an excellent short paper on adoles- 
cence, a provocative essay on the growth cf the infant mind, 
and an intriguing discussion of sex differences. One will also 
find a discerning and critical mind at work, although the 
close reasoning and careful suspension of credulity dis- 
played by Kagan is marred every now and then by sweeping 
and ill-defended statements. In the pages on motives, for ex- 
ample, he lumps together "an enormous variety of 'thera- 
peutic’ procedures used in different societies" and judges 
them to seem “equally effective." His scrutiny of data and 
methodological caveats in other parts of the book demon- 
strate that he knows better than to assume so cavalier an 
attitude toward the delicate task of assessing the effects of 
psychotherapy in the light of diagnostic understanding of in- 
dividuals. 
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Annua, Progress in Child Psychiatry and Child Development 
1977, cdited by Stella Chess, M.D., and Alexander Thomas. 
M.D. New York, N.Y., Brunner/Mazel, 1977, 755 pp., 
$20.00 


In ti.s tenth annual edition of their important anthology 
Chess and Thomas have once again demonstrated their dedi- 
cation to providing a general yearly selection of important 
clinical work and review articles from the areas of child psy- 
chiatry and child development. After 10 years these volumes 
continue to provide the busy practitioner and the academic 
specia ist important current papers from a broad selection of 
authors whose work is at the forefront of advancing knowl- 
edge atout children. The editors also continue their practice 
of presenting review articles updating and synthesizing fields 
or areas previously addressed through clinical papers. 

The present volume, which includes articles by Cohen and 
associates, Tseng and associates, and Creighton and Melt- 
zer, contributes important new information in the rapidly ex- 
pandiag areas of biochemistry, child psychosis, and family 
studies Looking backward over the many developments in 
the last 10 years in the field of child psychiatry, Fitzgerald 
reviews classical conditioning in infancy, Rutter writes on 
his Isle of Wight studies, and Ornitz and Ritvo provide an 
overview or autism. Reflecting the contemporary focus on 
sociocultural and legal influences ir. the child's environment, 
Derdeyn summarizes the legal complexities of several child 
custocv sulis. 

Because this is a tenth anniversary issue It suggests a com- 
parison of the present volume with Chess and Thomas' first 
volume in 1968. The initial volume contained important arti- 
cles ty Zigler on familial aspects of mental retardation, 
McDermott on the relationship between retardation and so- 
cial class, Mahler on symbiosis and individuation, and Cald- 
well on environmental effects on infants’ learning processes. 
The enphasis in the whole series of volumes has continued 
to be on the diagnostic, experimental, and descriptive as- 
pects cf childhood. Infancy and infant development studies 
contirue to occupy a prominent place in the present volume, 
as they did in the initial one. In keeping with the editors’ 
Interes: in selectively defining and focusing on new areas of 
research and clinical information, the emphasis on learning 
factors, learning disturbances, and mental retardation has 
given way in the present volume to categories having to do 
with 5.ochemical studies, psychosexual development, and 
sociocultural and cross-cultural studies of the impact of the 
environment on childhood. 

In 1977, as in 1968, little that can be called new in the way 
of treeztment strategies or techn:ques is presented. This 
woulc seem to be in keeping with the relatively slow move- 
ment n the field at present, as clinicians and investigators do 
the slow and tedious work of sifting through hypotheses and 
generai assumptions about children and child development. 
The closes: thing to a new orientation toward treatment is 
more implied than stated in the article by Tseng and associ- 
ates cn family diagnosis and class:fication. The biochemical 
secticr. implies hope for breakthroughs in the area of biologi- 
cal disorders and treatment. The present volume brings us 
once again to an awareness of how complex and variable all 
aspects of human development and treatment are. 

If tre 1968 volume reflected an early attempt to move 
away irom general and summary views of child psycho- 
dynamics, biology, and genetic/environmental interactions, 
the present volume in this outstanding series again brings 
home forcibly the continuing need to return to sources and 
examine suppositions, presuppositions, and many pieces of 
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information. both overlapping and discrete? complementary, 
and contradictorv, that must be considered in reaching 'an 
understanding of any child or any aspect of a child's psycho- 
logical life. Chess and Thomas continue to perform a valu- 
able service with their periodic reminders of the excitement 
and challenge of the attempt to understand children. 


T. WAYNE Downey. M.D. 
New Haven, Conr. 


Handbook of Psychopharmacology, Vol. 11: Stimulants, edit- 
ed by Leslie L. Iversen, Susan D. Iversen, and Solomon H. 
Snyder. New York, N.Y., Plenum Press, 1978, 464 pp., 
$32.00. 


In the past two decades the use and abuse of crugs has 
produced a radical alteration in the field of psychiatry. Al- 
though it 1s exciting for both clinician and academician to be 
present at the birth of new areas of inquiry and treatment, it 
can also be a perplexing experience. Our attention is drawn 
to many areas simultaneously, precluding consolidation of 
the information. Thus there is uncertainty as to how to use 
relatively new information and, even more important. how : 
to critique it. 

What is needed, then, is a guide to the new pharmacology 
that places it in a historical, biochemical, and clinical con- 
text. The editors of the Handbook of Psxchopharmacology 
have produced 14 volumes to meet this need. One cannot 
help but be impressed by the scope of this work. It certainly 
will stand as a model reference in the area of psycho- 
pharmacology for years to come. 

For the 11th volume, which is devoted to stimulants, the 
editors have elicited chapters from professionals who are 
distinguished in specific fields. The book is divided into nine 
chapters, each providing the reader with a lucidly written 
text that is organized into historical perspective. a review of 
recent development in the field, and current applications for 
treatment. 

Although manv readers might find the chapters on the bio- 
chemistry of amphetamines and the principles of drug me- 
tabolism only indirectly related to clinical practice, there are 
several chapters of particular interest to the general psychia- 
trist. In "Drug Treatment in Child Psychiatry" Daniel Safer 
neatly reviews the occurrence and outcome of childhood dis- 
orders, including anorexia nervosa, school phobias, and 
mental retardation. In an outline format that lends itself to 
rapid and, one hopes, frequent use, he reviews various drug 
and nondrug treatments for these disorders. 

In "Psychotometic Drugs in Man" Leo Hollister gives a 
broad-based overview of LSD, phencyclidine (PCP). and 
their congeners with particular attention to how they alter 
specific psychological functions in man, He also approaches 
the problems of endogenous psychotogens and biochemical 
models of psychosis. Such material is not only useful to the 
hurried clinician who finds himself immersed in “‘one more 
PCP overdose ' but can later provide the same psychiatrist 
with a more complete understanding of the phenomena of 
drug-induced alterations of mental states and their relation- 
ship to the "functional" psychoses. 

A final chapter by Ellen Gritz and Murray Jarvik on ‘*Nic- 
otine and Smoking ` rounds out the collection. ] found this 
essay especially interesting in that it contains solid facts 
about nicotine addiction and how to achieve abstinence. Al- 
though most of medicine has been concerned about tobacco 
use, psychiatry has been noteworthy for its lack of attention 
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‘to matters of bóth etiology and treatment. The editors are 
cotrect in reminding us of this stimulant drug. I was sur- 
prised, however, to see that no mention was made of caf- 
feine use or abuse. 

I feel tha: this volume meets the needs of the serious clini- 
` cian, who wants to know not only about the current methods 
of treatment but also about how to fit this knowledge into a 
broader understanding of practical pharmacology. À glance 
at the table of contents of this book will help the reader who 
wishes to broaden his or her comprehension and under- 
standing of some difficult, complex. and pressing problems. 
] hope this will be done at leisure. because these volumes 
contain far more detailed information than the average 
clinician needs or wants. 

I recommend this lith volume along with the others to 
those who see clinical expertise in psychopharmacology as 
the wave of the future for our profession and who wish to 
keep abreast of it. 


DoNALD C. GREAVES, M.D. 
Evanston, HH. 


'" Methods in Clinical Psychology, Vol. 1: Projective Assess- 
ment, by Robert R. Holt. New York, N.Y., Plenum Press, 
1978, 330 pp., $17.50. 


Methods in Clinical Psychology, Vol. 2: Prediction and Re- 
search, bv Robert R. Holt. New York, N.Y., Plenum Press, 
1978, 324 pp.. $17.50. | | 


This collection of some of Dr. Robert Holt's classical pa- 
pers on methods of clinical psychology addresses what con- 
tinues to be a central issue in the field today: whether a sci- 
ence of psychology is possible. In its development as a scien- 
tific discipline, psychology— particularly the psychology of 
personality — has struggled with the question of the extent to 
which its primary subject matter, human personality (which 
is intrinsically private and subjective) can be codified and 
measurec by the objective methods of scientific inquiry. 
These papers. many of which were published in the 1950s 
and 1960s in addition to four more recently written articles 
published in this collection for the first time, represent Holt's 
efforts to achieve an integration of scientific methods of in- 
vestigation and clinical assessment procedures and personal- 
ity research. 

The value of this collection of papers for seasoned profes- 
sionals as well as students in psychiatry and psychology is 
twofold. Holt develops his central thesis that the processes 
of clinical judgment and research are not antithetical to sci- 
entific methodology involving experimental design and sta- 
tistical hypothesis testing. He also provides the reader with 
the opportunity to observe the richness of projective tech- 
niques in the hands of a master clinician. 

The papers in volume | are primarily concerned with pro- 
jective techniques such as the Thematic Apperception Test 
(TAT) and Rorschach Test as means of assessing personal- 
ity. Chapter one of this volume provides a theoretical back- 
ground and develops Holt s argument that a special method- 
ology distinct from the methods used in the natural sciences 
is not required for the study of personality. He presents both 
the historical development and logical inconsistencies of the 
idea that two separate methodologies are required because 
of the uniqueness of the subject matter in psychology. 

The papers that follow exemplify his position by clarifying 
the procedures used by clinicians engaged in personality as- 
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sessment or psychodiagnostic work. The emphasis in each 
paper is centered firmly on developing approaches to the un- 
derstanding and interpretation of projective tests that per- 
mit these clinical procedures to be verified and objectified as 
much as possible. 

The papers concerned with projective assessment provide 
a wealth of clinical information and convey the intellectual 
excitement of psychodiagnostic appraisal. Particularly. the 
chapters devoted to the TAT offer many approaches to un- 
derstanding this test and give the reader a clear idea of the 
diversity of information that can be gained from this proce- 
dure. Of special interest 1s a paper published for the first time 
in this collection that synthesizes the available published and 
unpublished normative data on certain clinical features and 
themes found in TAT stories. This is extremelyeuseful infor- 
mation for practicing clinicians because it corrects some 
common misconceptions concerning the significance or 
pathological implications of the appearance of these features 
in any individual protocol. 

Volume 2 opens with several papers concerning a major 
controversy in psychology during the 1950s and 1960s. 
namely, the relative merits of clinical versus statistical pro- 
cedures or methods in predicting human behavior. Holt pre- 
sents in chapter one a thorough discussion of both sides of 
this argument and communicates the centrality of this con- 
flict in the development of his thinking with regard to person- 
ality assessment, personality research, and methodological 
issues. 

The papers that follow Dr. Holt' s contributions to the clin- 
ical versus statistical prediction controversy beautifully ex- 
emplify the complexity of designing, carrying out, and eval- 
uating research on individual personalities. The chapter de- 
lineating the criteria for evaluating research in psychology 
and psychiatry is one of the most comprehensive and judi- 
cious expositions of this Important subject in the literature 
and should be read by anyone actively engaged in clinical 
research or evaluating the research effort of others. 


BETTY NORTH, PH.D. 
Boston, Muss. 


Handbook of Psychotherapy and Behavior Change: An Em- 
pirical Analysis, 2nd ed., edited by Sol L. Garfield ard Allen 
E. Bergin. New York, N.Y.. John Wiley & Sons, 1978. 966 
pp.. $35.00. 


In a subject as complex and vast as psychotherapy, a criti- 
cal and comprehensive review of empirical research is obvi- 
ously useful to the therapist, research worker, and student. 
The first edition of the Handbook of Psychotherapy und Be- 
havior Change, published in 1971. fulfilled this purpose ad- 
mirably. References to the book in a wide range of pub- 
lications attest to its value. 

A second edition was inevitable. A large volume of re- 
search has been done over the past decade, and several new 
theoretical and practical developments have ensued. The 
present edition has kept abreast of these developments, and 
the result is a book that is as comprehensive and thorough as 
its predecessor. 

The book contains 23 chapters that are divided into six 
sections: Basic Methodology: Process and Outcome: The ` 
Behavior Therapies; Learning, Cognitive and Self-Control 
Processes in Treatment: Group and Innovative Approaches: 
and Training. Some new chapters— on crisis-oriented thera- 
py and on marital and family therapy —refiect important de- 
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velopi ents in the field in recent years. Also of interest are 
the adcition$ on psychotherapy for the underprivileged and 
on behavior therapy for children. 

The chap:ers are for the most part clearly written. offering 
a balarced and comprehensive critique of research efforts. 
For example, Parloff, Waskow, and Wolfe's contribution on 
therapst variables in relation to process and outcome is an 
excellant distillation of a large body of research: it is salutary 
readirg for any clinician interested in his or her own role in 
treatment. Gurman and Kniskern have contributed a timely 
reviev of research on family and marital therapy. Their 
chapte- is exemplary, summarizing research findings in this 
area Ld presenting the data with the utmost clarity. Their 
sectior on the effect of therapist, patient. and treatment fac- 
tors or outdome is of special value. 

The zrowing importance of cognitive processes in both the 
origins of certain psychiatric conditions and their treatment 
is refi2cted in the chapters by Murray and Jacobson and by 
Mahorey and Arnhoff. The latter serves as a useful guide to 
the urMerstanding of that group of new therapies whose ba- 
sic aim is the development in the patient of more adaptive 
thoug-’ patterns. 

In the original Handbook Bergin and Garfield expressed 
their “egret at the limited impact of psychotherapy research 
on clinacal practice but predicted that the situation would im- 
prove with well-planned systematic studies. Ín the present 
editioz they point out that progress in psychotherapy re- 
search has :n fact been made in recent years. They are hope- 
fultha the Handbook will be seen as a demonstration of this 
progress and that therapists will be encouraged to apply rele- 
vant research findings to their clinical work. The publication 
of this second edition, together with its overall high quality. 
has c2rtainly made me feel optimistic that the bridge be- 
tweer research and practice will be considerably strength- 
ened. Moreover, there is little doubt that the book will also 
contimie tc be of immense value to the psychotherapy re- 
searc er. 

As I read the volume, I found myself curious about the 
relative contributions of psychiatrists and psychologists. On- 
ly 3 cf the 39 authors are psychiatrists. Does this merely re- 
flect ke fact that the editors are both psychologists. or is 
psycFatherapy research today conducted mainly by psychol- 
ogists. 


SIDNEY BLocH, PH.D. 
Oxford, England 


Hand wok of Psychopharmacology. Vol. 13: Biology of Mood 
and Artianxiety Drugs, edited by Leslie L, Iversen, Susan D. 
lversca, and Solomon H. Snyder. New York, N.Y., Plenum 
Press 1976, 430 pp., $32.50. 


Thie 13th volume of the Handbook of Psycho- 
pharrricology presents further testimony that biological 
psycF try is alive and well. By presenting in detail the im- 
press "e accumulation of data generated by the amine hy- 
pothesis in the basic and clinical sciences, this book brings 
out its limitations and. by doing so, opens the door for new 
ideas and future research. 

. The esseys cover areas like neuroendocrinology. review 

the stztus of cerebrospinal fluid (CSF) studies and the amine 
theory with respect to affective disorders in considerable de- 
tail, cscuss pharmacokinetic studies of psychotropic drugs, 
and provida a clear account of research in and clinical use of 
antiaixjety agents. The editors have expertly arranged each 
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chapter into brief subtitled sections, which allows for easy 
reference and comfortable reading. 

The first chapter, on peptides and the CNS, affirms the 
importance of this fast-growing field. Prange and associates 
give a thorough account of the location, biosynthesis, struc- , 
ture, and function of the hypothalamic releasing hormones 
and their interaction with the pituitary hormones. Newer, 
more recently isolated neuroactive peptides, endorphin. 
Monnier's sleep factor delta, and what is known about the 
centrally active peripheral peptide hormones such as angio- 
tensin or cholecystokinin, are included in this diligent pre- 
sentation. Prange was among the first to suggest that the re- 
leasing hormones mediated behavior by directly affecting 
brain regions apart from their action through pituitary secre- 
tion. As the authors point out in a stimulating discussion. the 
central behavioral and peripheral hormonal effects must be 
coupled in an intricate way. For example, for a normal be- 
havioral response to occur, luteinizing hormone releasing 
(LHRH), as a regulator of reproductive behavicr, induces 
lordosis in animals by directly affecting certain brain regions, 
a purposive action. This seems to be consonant with its in- 
ducing the secretion of the gonadal hormones. 

Carpenter and Gruen survey the hypothalamic-pituitary- 
adrenal (HPA) system and its neuroanatomical connections. ` 
This system provides a good illustration for extending the 
concept of hormonal function as a regulatory principle of in- 
ternal homeostasis to one that includes adaptation to the ex- 
ternal environment. There is a comprehensive discussion of 
the psychological and behavioral phenomena associated 
with dysfunction of the HPA system complemented by a 
brief outline of the most common tests for assessing in- 
tactness or impairment of regulatory feedback and hormone 
secretion patterns. 

Post and Goodwin critically evaluate studies on amines 
and amine metabolites in CFS in different psychiatric dis- 
orders. They discuss the specificity and significance of the 
CSF findings using the precursor strategy, enzyme inhib- 
itors, receptor stimulation, and drug treatment. These au- 
thors propose a switch from acute state-dependent investiga- 
tions to a strategy that takes time course variables into ac- 
count. 

In a lucid and exhaustive review of the amine hypothesis 
of affective disorders, Van Praag argues convincingly in fa- 
vor of a symptomatic perspective rather than correlating 
nosological entities with the biochemical findings. Empirical- 
ly, the specificity of certain symptom clusters tc different 
neurotransmitter systems has been more tenable than illness 
specificity. 

The section by Britton and associates on pharmacokinet- 
ics of the antidepressants, lithium, benzodiazepines, am- 
phetamines, and chlorpromazine would have benefited from 
an introductory exposition of the most relevant pharma- 
cokinetic principles, with particular consideration of psycho- 
active drugs. 

Sepinwall and Cook report on the behavioral pharmacolo- 
gy of antianxiety compounds tested through these agents” 
specific ability to restore behavioral responses suppressed 
by punishment. All of the data on sophisticated behavioral 
paradigms in animals cannot offset the realization that there 
is a paucity of knowledge regarding biochemical mechanisms 
underlying actions of antianxiety agents. 

At the close of the book is an overview by Rickets, Down- 
ing. and Winokur on the clinical use of antianxiety drugs 
written in an agreeable style. They present evidence that the 
eponym “‘antianxiety is not based merely on clinical obser- 
vation but is also supported by experimental data. Many 


1005 


- 


on 


e . 


BOOK REVIEWS 


bd + 
n 5 


“well-designed controlled studies in humans have shown that 
these compounds preferentially improve anxiety and somati- 
zation but do little to improve psychopathology related to 
interpersonal sensitivity or to alleviate depressive and obses- 
sive-compulsive symptoms. 

This book promotes understanding and a critical evalua- 
tion of basic concepts in psychopharmacology and can be 
strongly recommended to the medical student, resident, and 
researcher interested in this field, particularly since compre- 
hensive reference lists complement most of the chapters. 
Leafing through this well-organized text will be a stimulating 
and rewarding experience for the practicing psychiatrist and 
phvsician as well. 


REGINA CASPER. M.D. 
Chicago, lll. 


The Psychiatric Clinics of North America: Symposium on 
Obesity: Basic Mechanisms and Treatment, edited by Albert 
J. Stunkard, M.D. Philadelphia, Pa., W.B. Saunders Co., 
1978, 724 pp., $17.00. 


This collection of 16 articles from a symposium on obesity 
Is a scientifically sophisticated and up-to-date treatise on the 
latest research findings and treatment procedures for the 
control of overweight. This is must reading for the psychia- 
trist who treats obese patients; for others it is an important 
source of new information. For example, one paper points 
out the limitations of a simplistic behavior modification ap- 
proach to treatment and the need and trend to include con- 
sideration of organic factors, feelings, and thought patterns 
in any comprehensive therapeutic regimen. Another paper 
suggests that the abandonment of psychoanalysis as a viable 
means for treating obesity may have been premature. 

The concept of the dual control apparatus of a lateral hy- 
pothalamic feeding system and an antagonistic ventromedial 
hypothalamic satiety system is being replaced by new ideas 
about neural and biochemical substrata of feeding behavior 
derived from studies of five new types of experimental obesi- 
ty. Other studies show that the number of fat cells continues 
to increase in adult life. Regulation of body weight occurs 
not only as z result of caloric intake but also from changes in 
energy expenditure; the importance of exercise is thus 
stressed. 

Another paper points out that dieting, although necessary, 
can be stressful, a source of frustration and depression, and 
a drain on one's coping resources. The effect of drugs on 
weight illustrates the complicated interrelationships among 
catecholamines, neurotransmitters, and hormonal factors in 
obesity. Gastric bypass surgery, a new approach, seems to 
be more effective and to have fewer side effects than jejuno- 
ileal bypass. Finally, self-help weight control groups and 
community education are emphasized as valuable adjuncts 
for the control of obesity. 

An especially interesting observation suggests that every 
individual has a regulatory thermostat that determines auto- 
matic limitations on eating and weight. If the limitation is for 
high weight, starting to eat initiates a chain reaction of eating 
that is difficult to stop or control until the limit has been 
reached. The parallel between compulsive eating and the 
drinking of alcohol would be interesting to speculate on. 
Obesity and alcoholism have much in common. 


FREDERICK LEMERE, M.D. 
Seattle, Wash. 
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Homosexuality, bv Charles W. Socarides, M.D. New York, 
N.Y., Jason Aronson, 1978, 626 pp., $30.00. * . 

For over 20 years Charles Socarides has devoted himself 
to a concentrated, persistent clinical investigation of homo- 
sexuality, primarily in men. In oue 10-year period he treated 
31 men and 3 women in long-term psychoanalysis as well as 
8 men and 3 women in short-term analytic therapy: he also 
saw 350 overt homosexuals in consultation. This book, the 
product of that experience, is organized into three parts: 
Theoretical, Clinical, and Psychoanalytic Therapy. Three 
appendixes contain a follow-up interview with a formerly ho- 
mosexual man 10 years after a successful analysis, a 1923 
paper by Hanns Sachs, "On the Genesis of Perversions,” 
and a 1929 paper by Raymond de Saussure, “Homosexual 
Fixations in Neurotic Women.” This is the first translation 
of both papers into English. 

The theoretical section begins with an extensive review of 
the psychoanalytic literature on homosexuality. Socarides 
then explicates his thesis of the basic mechanisms operative 
in homosexuality. In bare outline this states that a later 
obligatory homosexual object choice in men is determined 
by a failure to master the later stages of the separation-indi- 
viduation phase of development because of the threat of an 
overwhelmingly hostile or seductive mother and a father un- 
available for a positive identification. This failure is ex- 
pressed in a fixation on wishes to merge with the mother and 
on hostile, aggressive wishes unconsciously perceived as 
threatening to the object and to the self. This fixation and a 
persisting primary identification with the dangerous mother 
prevent a satisfactory resolution of the oedipal phase. A por- 
tion of infantile sexuality, directed toward an object of the 
same sex, is preserved in awareness as ego-syntonic because 
it facilitates repression of and guards against regression to 
the ego-threatening strivings associated with the basic fixa- 
tion. (Female homosexual development follows a somewhat 
different course but, according to Socarides, is also rooted in 
early severe conflict with the mother and failure in the rela- 
tionship with the father.) The perverse organization permits 
partial gratification of the repressed drives through dis- 
placement and substitution and stabilizes the self-represen- 
tation through identification with the object. In the remain- 
der of the theoretical section Socarides describes his classifi- 
cation of the homosexualities on the basis of level of fixation 
and further elaborates his basic concepts. 

In part two of the book, which is the most rewarding, the 
author describes the psychoanalysis of 7 men and 3 women 
in varying detail. The clinical material convincingly illus- 
trates the structure and dynamics of the various forms of 
homosexuality and vividly portrays the disastrous relations 
with parents that contributed to the homosexual develop- 
ment of these men and women. Socarides' technical ap- 
proach, pictured here more clearly than in the third section 
devoted to psychoanalytic therapy, is an active one, in- 
volving a number of modifications of classical analytic tech- 
nique. Even in a patient who is healthier according to Soca- 
rides' developmental scale, vigorous, supportive, and educa- 
tional measures are employed: 


The analyst showed Paul by diagrams of the external 
female genital system that there was nothing to fear and 
that he could certainly have heterosexual intercourse. 
He constantly exposed the ruthless, irresponsible, fear- 
ful, totally negative and destructive behavior of the 
mother. ... On numerous occasions [the patient] re- 
quested advice, helpful criticism, and insightful knowl- 
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edge concerning current life problems. . . . This consti- to, says Pfohl, is that psychiatrists theorize a lot, Use jargon,- 

tuted in essence a "new" education by a good father. justify conclusions for the sake of documentation, and are 


interested in consensus. These types of decisions are re- 
Socarides reports that 45% of his fully analyzed patients ex- ferred to as "ethnomethodological," meaning the transfor- 


perienced a thorough conversion to heterosexuality. mation of private clinical judgments into publicly account- 
The third part of the book discusses selection of patients, able definitions. : 
problems, modifications of technique, and criteria for dif- Pfohl suggests that since the state of prediction is Imper- 


ferentiating the homosexualities. Three of the six chapters in fect and since the assessment of dangerousness is but an 
this section are papers that were presented elsewhere. To a  opinion—carefully nurtured and shaped to construe a real- 
large extent these repeat material presented earlier in the ity—then we might as well take the whole thing out of the 
text in a more systematic format. subjective and put it to the test in an advocacy setting such 
Several features mar an otherwise valuable book. The as acourtroom, where a judge or jury can question clinicians 
style is highly redundant; a more disciplined organization more intelligently. Since most commitment hearings are al- 
would provide the reader easier access to the insights con- ready based on an advocacy system, I am not sure the author 
tained. The author reviews the psychoanalytic literature ex- is suggesting anything new, except that the precise label 
tensively but uncritically. Earlier formulations are too sel- "'dangerous"' should not be used lightly. I agree. 
dom reconciled with subsequent modifications, and some- Some things trouble me about this book. It is awfully hard 
times contradictory statements stand side by side to read and full of the very jargon that Pfohl criticizes psychi- 
unchallenged. This is especially evident in Socarides’ failure — atrists for: "Psychiatric decisions were found to be depen- 
to seriously discuss the new formulations of female sexual dent on the manner in which designated diagnostic agents 
development that have been advanced in the past 10 years. engaged in or negotiated a set of essential and contingent 
The report of an interview with a successfully analyzed pa- features of social interaction” (page 222). Another more bas- 
tient 10 years after termination would have been more con- ic problem with the book is that the author fixates on the 
vincing had it been conducted by an interviewer unfamiliar linguistic issues and is oblivious to the principles that under- - 
with the case and uninvested in zhe outcome because the lie language, namely, psychodynamics. Psychiatrists cer- 
answers desired by the author are all too evident in the tainly do make generalizations, and many of their clinical 


phrasing of his questions. comments are not predicated on the observable but are infer- 

Despite these caveats, this is an important book and will ential, based on experience. There are no laboratory tesis in 

be read by any serious student of the homosexualities. this business; perhaps criteria like those in DSM-III (1) 
would please the author more. 

EDMUND C. Payne, M.D. I wondered about the clinical material the author viewed. 

West Newton, Mass. His transcripts from psychiatric staff meetings leave much to 


be desired. I have seen more sophisticated discussions about 
dangerousness that contain the humility Pfohl would wish 
Predicting Dangerousness: The Social Construction of Psychi- for. 
atric Reality, by Stephen J. Pfohl. Lexington, Mass., Lexing- Statistical data are much more compelling than sociologi- 
ton Books (D.C. Heath and Co.), 1978, 241 pp., $19.50. cal critique when it comes to setting limits on behavior or 
prediction, but society chooses psychiatrists to make opin- 
In few areas of medicine is there as much discrepancy as ions about risk, and I suppose it is good that sociologists 
between the theory and practice of assessing "dan- continue to scrutinize the psychiatric process. However, I 
gerousness."' In practice, we all at some time make the pre- hope some day sociologists will take a turn making the clini- 
diction, but the theory tells us that we will be wrong more cal decisions. 
than we are right and that we will overpredict, thus poten- 
tially incarcerating more people than we should. The author 


of this book takes a sociological look at the problem of pre- REFERENCE 

diction and attempts to understand it in the light of communi- 

cations and systems theory. l. American Psychiatric Association Task Force on Nomenclature 
Pfohl analyzes the diagnostic process as observed at Lima and Statistics: Diagnostic and Statistical Manual, 3rd ed: Diag- 

State Hospital in Ohio. From interview material obtained at nostic Criteria Draft. Washington, DC, APA, 1978 

staff meetings, he concludes that clinicians depend more on 

their own psychological and social processes than they do on JOHN R. Lion, M.D. 

the psychiatric illnesses of patients. What this comes down Baltimore, Md. 
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"This Month's Reviewers 





ERIC T. CARLSON, M.D., 1s Clinical Professor of Psychiatry and Director of the Section on 
the History of Psychiatry and the Behavioral Sciences, New York Hospital-Cornell Medi- 
cal Center, New York, N.Y. 


JOHN A. TALBOTT, M.D., is Professor of Psychiatry, Cornell University Medical College,  , 
New York, N.Y., and Chairman of the APA Ad Hoc Committee on the Chronic Mental 
Patient. 


GARFIELD TOURNEY, M.D., is Professor of Psychiatry, University of Mississippi Medical 
Center, Jackson, Miss. 


LEON L. ALTMAN, M.D., is Clinical Professor of Psychiatry, State University of New 
York Downstate Medical Center, New York, N.Y. 


CHARLES A. Levie. M.D.. is Associate Professor or Psychiatry, Southern Illinois Univer- 
sity School of Medicine, Springfield, Ill. 


ANN HALSELL APPELBAUM, M.D., is in the private oractice of psychiatry and psychoanal- 
ysis in Leawood, Kans.: she is also a member of the Prediction Team, Psychotherapy 
Research Project, Menninger Foundation, Topeka, Kans. 


T. WAYNE Downey, M.D., is Clinical Director, Yale Psychiatry Institute, and Associate 
Clinical Professor of Pediatrics and Psychiatry, Yale Child Study Center, New Haven, 
Conn. 


DONALD C. GREAVES, M.D.. is Chairman, Department of Psychiatry, Evanston Hospital, 
and Professor and Associate Chairman, Department of Psychiatry, Northwestern Universi- 
ty Medical School, Evanston, Ill. 


BETTY NORTH, PH.D., is Associate Psychologist, Beth Israel Hospital, and Instructor in 
Psychology, Department of Psychiatry, Harvard Medical School, Boston, Mass. 


SIDNEY BLOCH, PH.D., is University Lecturer and Honorary Consultant Psychiatrist, Uni- 
versity of Oxford, Oxford, England. 


REGINA CASPER, M.D., 1s Associate Director of Research, Illinois State Psychiatric Insti- 
tute, and Associate Professor of Psychiatry, Abraham Lincoln School of Medicine, Chi- 
cago, Ill. 


FREDERICK LEMERE, M.D., is Clinical Professor of Psychiatry, University of Washington 
School of Medicine, Seattle, Wash. 


EDMUND C. Payne, M.D., is in the private practice of psychoanalysis in West Newton, 
Mass.; he is also on the faculty of the Boston Psycaoanalytic Institute, Boston, Mass. 


JOHN R. Lion. M.D., is Professor of Psychiatry and Director, Clinical Research Program 
for Violent Behavior, University of Maryland School of Medicine, Baltimore, Md. 
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Books Received 





This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to tne publishers. Books cannot be returned to the 
publishers. 


The Aging Process and Psychoactive Drug Use. National Insti- 
tute on Drug Abuse Services Research Monograph. Rockville, 
Md., U.S. Department of Health, Education, and Welfare, 
1979, S] pp.. no price listed (paper). 


Psychotheatrics: The New Art of Self-Transformation, bv 
Robert D. Alien and Nina Krebs. New York, N.Y., Garland 
STPM Press, 1979, 212 pp., $17.50. 


Vocational Habilitation of Severely Retarded Adults: A Direct 
Service Technology, bv G. Thomas Bellamy, Ph.D., Robert 
H. Horner, Ph.D., and Dean P. Inman, Ph.D. Baltimore, 
Md., University Park Press, 1979, 233 pp., $14.50 (paper). 


The Golden Cage: The Enigma of Anorexia Nervosa, bv Hilde 
Bruch, M.D. New York, N.Y., Vintage Books (Random 
House), 1979, 159 pp., $2.50 (paper). 


The Roseto Story: An Anatomy of Health, bv John G. Bruhn 
and Stewart Wolf. Norman, Okla., University of Oklahoma 
Press, 1979. 151 pp.. $9.95. 


Research Design in Clinical Psychology and Psychiatry, 2nd 
ed., by J.B. Chassan. New York, N.Y., Irvington Publishers 
(Halsted Press, John Wilev & Sons, distributor), 1979, 467 
pp., $18.50. 


Sensory Experience, 2nd ed., bv Raymond J. Christman. 
New York, N.Y., Harper & Row, 1979, 429 pp., $15.95. 


Drugs and the Special Child, edited bv Michael Jav Cohen, 
Ed.D. New York, N.Y., Gardner Press ‘Halsted Press, John 
Wiley & Sons, distributor), 1979, 248 pp., $18.95. 


Pioneers of Psychology, bv Raymond E. Fancher. New York, 
N.Y., W.W. Norton & Co., 1979, 381 pp.. $15.95. 


Convulsive Therapy: Theory and Practice, by Max Fink, 
M.D. New York, N.Y., Raven Press, 1979, 284 pp., $19.50. 


Insights from the Blind: Comparative Studies of Blind and 
Sighted Infants, bv Selma Fraiberg; with the collaboration of 
Louis Fraiberg. New York, N.Y., Meridian Books (New 
"American Library). 1979, 292 pp.. $4.95 (paper). 


"The Year Book of Psychiatry and Applied Mental Heaith, 


1979, edited by Daniel X. Freedman, M.D., Arnold J. Fried- 
hoff, M.D., Lawrence C. Kolb, M.D., Reginald S. Lourie, 
i 


M.D., Sc.D., John C. Nemiah, M.D., and John Romano, 
M.D. Chicago, IHI., Year Book Medical Publishers, 1979, 385 
pp., no price listed. 


Introductory Lectures on Psychoanalysis (formerly titled Gen- 
eral Introduction to Psychoanalysis), bv Sigmund Freud; ' 
translated and edited by James Strachey. New York, N.Y... 
Liveright, 1979, 480 pp., $16.95. 


Origins of the Mind: Mind-Brain Connections, by Charles 
Furst. Englewood Cliffs, N.J., Prentice-Hall, 1972, 257 pp., 
$11.95; $5.95 (paper). 


Functional Neuroscience, bv Michael S. Gazzaniga, Diana 
Steen, and Bruce T. Volpe. New York, N.Y., Harper & Row, 
1979, 388 pp., $15.95. 


Down's Syndrome: The Psychology of Mongolism, bv David 
Gibson. New York, N.Y., Cambridge University Press, 
1978, 360 pp., $42.50. 


Gender Advertisements, by Erving Goffinan. Cambridge, 
Mass., Harvard University Press, 1979, 84 pp., $12.50. 


The Content Analysis of Verbal Behavior: Further Studies, by 
Louis A. Gottschalk, M.D. New York, N.Y., SP Medical & 
Scientific Books (Spectrum Publications, Halsted Press, 
John Wiley & Sons, distributor), 1979, 977 pp., $42.00. 


I Sometimes Wish God Had Freddie Hood: A Case History in 
Psychiatry and Law, bv Fred R. Hartz, Ph.D., and Emilie K. 
Hartz. Warren, Pa., Fred R. Hartz and Emilie K. Hartz, 
1979, 187 pp., $7.95 (paper). 


Therapeutic Communities: Reflections and Progress, edited 
by R.D. Hinshelwood and Nick Manning. Boston, Mass., 
Routledge & Kegan Paul, 1979, 328 pp., $22.75; $13.75 (pa- 
Per). 


The Regulation of Psychotherapists, Vol. I: A Study in the Phi- 
losophy and Practice of Professional Regulation, bv Daniel B. 
Hogan. Cambridge, Mass., Ballinger Publishing Co. ( Har- 
per & Row), 1979, 412 pp.. $20.00. 


The Regulation of Psychotherapists, Vol. II: A Handbook of 
State Licensure Laws, bv Daniel B. Hogan. Cambridge, 
Mass., Ballinger Publishing Co. (Harper & Row), 1979, 519 
pp., $25.00. 
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` The Regulation of Psychotherapists, Vol. III: A Review of 
Malpractice Suits in the United States, by Daniel B. Hogan. 
Cambridge, Mass., Ballinger Publishing Co. (Harper & 
Row), 1979, 442 pp., $20.00. 


The Regulation of Psychotherapists, Vol. IV: A Resource Bib- 
liography, by Daniel B. Hogan. Cambridge, Mass., Balli- 
nger Publisaing Co. (Harper & Row), 1979, 150 pp., $20.00. 


States of Mind: Analysis of Change in Psychotherapy, by Mar- 
di J. Horowitz, M.D. New York, N.Y., Plenum Press, 1979, 
2376 pp., $22.50. 


Rival Hypotheses: Alternative Interpretations of Data Based 
Conclusions, bv Schuyler W. Huck and Howard M. Sandler. 
New York, N.Y., Harper & Row, 1979, 244 pp., $6.95 (pa- 
per). 


I Am Worth It: How to Make Assertiveness Work in Inter- 
personal Relationships, bv Jan D. Kelley and Barbara J. Win- 
ship. Chicago, Ili., Nelson-Hall, 1979, 121 pp., $8.95. 


. The Teaching of Psychosomatic Medicine and Consultation- 
Liaison Psychiatry: Reactions to Illness, edited by C.P. Kim- 
‘hall and A.J. Krakowski. Basel, Switzerland, S. Karger, 
1979, 188 pp., $54.25 (paper). 


Children's Learning and Attention Problems, by Marcel 
Kinsbourae, D.M., and Paula J. Caplan, Ph.D. Boston, 
Mass., Little, Brown and Co., 1979, 288 pp., $15.00. 


Legend, Myth, and Magic in the Image of the Artist: A Histor- 
ical Experiment, bv Ernst Kris and Otto Kurz. New Haven, 
Conn., Yale University Press, 1979, 159 pp., $15.00. 


Piagetian Theory and Its Implications for the Helping Profes- 
sions, Vol. II, edited by Gerald L. Lubin, Marie K. Poulsen, 
James F. Magary, and Maria Soto-McAlister. Los Angeles, 
Calif., University of Southern California, 1978, 466 pp., 
$12.00 (paper). 


Mental Retardation and Modern Society, by Michael P. Ma- 
loney, Ph.D., and Michael P. Ward, Ph.D. New York, N.Y., 
Oxford University Press, 1979, 345 pp., $11.95. 


Recovery of Reality: Overcoming Chemical Dependency, by 
George A. Mann, M.D. San Francisco, Calif., Harper & 
Row, 1979, 180 pp., $8.95. 


Central Nervous System Pharmacology: A Self-Instruction 
Text, 2nd ed., by Donald E. McMillan, Ph.D. Boston, 
Mass., Little, Brown and Co., 1979, 167 pp., $12.50 (paper). 


Psychopharmacology of Affective Disorders: A British Associ- 
ation for Psychopharmacology Monograph, edited bv E.S. 
Paykel and A. Coppen. New York, N.Y., Oxford University 
Press, 1979, 256 pp., $25.00. 
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The Double, bv Otto Rank; translated and edited by Harr 
Tucker, Jr. New York, N.Y., Meridian Bcoks (New Ameri 
can Library), 1979, 86 pp., $3.95 (paper). 


Encyclopedia of Bioethics, Vols. I-IV, edited by Warren T 
Reich. New York, N.Y.. Free Press (Macmillan Publishing 
Co.), 1979, 1842 pp., $200.00. 


Shadows of a Violent Mind, bv Dr. Guy Richmond. Surrey 
B.C., Canada, Antonson Publishing, 1979, 224 pp., $6.9: 


(paper). 


Practice and Performance: An Assessment of Ambulator 
Care, bv Ruth Lyn Rieael and Donald C. Riedel. Ann Arbor 
Mich., Health Administration Press, 1979, 30depp., $18.50. 


Experimental Psychology: A Small-N Approach, bv Paul W 
Robinson and David F. Foster. New York, N.Y., Harper d 
Row, 1979, 233 pp., $7.95 (paper). 


Saints, Scholars, and Schizophrenics: Mental Illness in Rura 
Ireland, by Nancy Scheper-Hughes. Berkeley, Calif., Uni 
versity of California Press, 1979, 240 pp., $14.95. 


Gilles de la Tourette Syndrome, by Arthur K. Shapiro, M.D. 
Elaine S. Shapiro, Ph.D., Ruth D. Bruun, M.D., and Rich 
ard D. Sweet, M.D. New York, N.Y., Raven Press, 1978, 42t 
pp., $24.00. 


Illusion in Loving: Balancing Intimacy and Independence, 5: 
Joel Shor and Jean Sanville. New York, N.Y., Penguir 
Books, 1978, 184 pp., $2.95 (paper). 


Research in Community and Mental Health: An Annual Com. 
pilation of Research, Vol. 1, edited by Roberta G. Simmons. 
Greenwich, Conn., JAI Press, 1979, 3&6 pp., $27.50. 


The Briefer Psychotherapies, revised ed., by Leonard Small, 
Ph.D. New York, N.Y., Brunner/Mazel, 1979, 367 pp. 
$19.50. 


Human Biosociology: From Cell to Culture, by W.W. Spradlir 
and P.B. Porterfield. New York, N.Y., Springer-Verlag 
1979, 213 pp., no price listed (paper). 


Education and Physical Growth, 2nd ed., bv J.M. Tanner, 
M.D. New York, N.Y., International Universities Press, 
1978, 140 pp., $13.50. 


The Pathologic Physiology of Dementia with Indications for 
Diagnosis and Treatment, bv Richard M. Torack. New York, 
N.Y., Springer-Verlag, 1978, 150 pp., $31.90. 


Piagetian Theory and Its Implications for the Helping Profes. 
sions, Vol. I, edited by Rama Weizmann, Richard Brown, 
Philip J. Levinson. and Priscilla A. Taylor. Los Angeles, 
Calif., University of Southern California, 1978, 432 pp., 
$12.00 (paper). 
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Offenders and Their 
| Victims 
Third Printing 


By John M. Macdonald, Univ. of Colo- 
rado, Denver. Rape, one of the most se- 


rious crimes committed against the 
female. has been curiously neglected by 
psychiatrists, psychologists and criminol- 
ogists. This authoritative volume is in- 
tended «co remedy this neglect and 
examine the crime not only from the 
viewpoint of the offender and his victim, 
but also from the perspective of the physi- 
cian, psychiatrist, police officer and at- 
torney. 


Theoretical and philosophical studies 
have given way to a most factual and 
practical account of rape. Interviews with 
offenders and victims are documented in 
the opening chapters with background 
information detailing rape statistics and 
various contributing and motivating fac- 
tors associated with the crime. 


Chapters thoroughly analyze such topics 
as: 


offenders 

victims 

group rape 

psychology of rape 
incest 

false accusations of rape 
the law of rape 

criminal investigation 
punishment 

treatment and prevention 


- Specific topics range from the physical, 


social and emotional characteristics of the 
offender and victim to the psychological 
motivations behind the rape itself and 
reasons for false accusations and confes- 
sions of rape. Other subjects such as the 
offender's method of committing rape, 
his selection of victims, and safety mea- 
sures women can take to protect them- 
selves are all comprehensively examined. 
Related issues focus on homicide and 
rape, women who provoke the assault, 
and the incidence of pregnancy and vene- 
real disease. 


Supplemental sections complement the 
text and include references for further 
study as well as appendices which list, 
among other topics, the physical and psy- 
chological results of castration. 


Psychiatrists and psychologists will ap- 
preciate the practical considerations that 


A this text offers. Devoid of theoretical con- 


structs, its realistic, pragmatic focus will 
provide the professional with a ready ref- 
erence to this serious crime. ’79, 352 pp. 
(6 3/4 x9 3/4), 6 tables, $17.50 
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CHILD PSYCHIATRY (4th Ed., 2nd id Pug) by Leo Kanner. This classic text include 
chapters on the history of child psychiatry, basic orientation, clinical considerations, } 
psychosomatic problems, and problems of behavior. '79, $19.50 


APHASIA, APRAXIA AND AGNOSIA: Clinical and Theoretical Aspects (3rd Ptg) by. 
Jason W. Brown. Theoretical interpretations of these aphasic related disorders ar 5 
explained and accompanied by case reports and clinical tesung dpques 23, $16.7 


A PICTORIAL HISTORY OF MEDICINE (5th Ptg.) by Otto "mn ‘Bettman, Starting | R 
with Egyptian and ancient Eastern practices, this text illustrates and narrates the his- 
tory of medicine through the Nineteenth Century. 79, $14. 50, paper "1 A 
UNDERSTANDING YOUR NEW LIFE WITH DIALYSIS: A Patient Guide for Phy Ss 
ical and Psychological Adjustment to Maintenanee Dialysis (2nd Ed.) by Edith T. 
Oberley and Terry D. Oberley. This informative handbook, which will be helpful in- 
alleviating patients' fears, explains all aspects of maintenance dialysis. '79, cloth- $14 14.50, 


paper-$9.95 Fit 
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HUMAN SERVICES: New Careers and Roles in the Helping Prolamin. by? Robe E 
Wicks. Recruitment, selection, training and utilization of new professionals i S 
fields of medicine, mental health, social work and related disciplines are Med f 
$12.95 Mi NM 
^ ir 
HYPNOSIS INDUCTION TECHNICS (4th Ptg.) by Myron Tees enon 
of hypnotism such as regression, hallucination, spontaneous anesthesia, n ne Ja 


posthypnotic action are detailed. 78, $70.00 


SENSORY-MOTOR DYSFUNCTION AND THERAPY IN INFANCY AND EA | 
CHILDHOOD by Delmont Morrison, Patricia C. Pothier and Katy Horr. The on 
discuss the theory, research, assessment, and therapy of sensory-motor dysfunction a 
analyze the relationship between sensory-motor and emotional development. 78, Li 


NEXUS PSYCHOTHERAPY: Between Humanism and Behaviorism by Keitaeily Dial ‘ 
Gutsch and Jacob Virgil Ritenour, II. Concerned with the psychotherapeutically Ai 
icant links between humanism and behaviorism, this volume deals with emotions, 

behavior, values and motivation. 78, $16.25 m. 


CEREBRAL LOGIC: Solving the Problem of Mind and Brain by Charles w 
Needham. Initially, this volume considers the general nature of the mind-brain - 
problem. The origin of mentalistic language and its specific apphirdbea to ca 
logic are also explored. '78, $14.75 pm 
DIRECT OBSERVATION AND MEASUREMENT OF BEHAVIOR (3rd Ptg.) by S. E 

Hutt and Corrine Hutt. The measurement and interpretation of the behavior o 
normal, brain-damaged and autistic children are explained. 78, $15.75 E 


THE CARE AND MANAGEMENT OF THE SICK AND INCOMPETENT PHYS! I- 
CIAN by Robert C. Green, Jr., George J. Carroll and William D. Buxton. The identifi- 
cation, management and prevention of problems which lead to a physician ‘st 
incompetency are explored. Disciplinary measures are discussed. ‘78, $70.00 E. 
THE PSYCHOLOGICAL REHABILITATION OF THE AMPUTEE by Lawrence W. — 
Friedmann. Chapters focus on such topics as patient reactions, the phantom limb — 
phenomenon, the limb-deficient child, and the occurrence and treatment of phantom r 


pain. '78, $15.75 


SOCIETY'S VICTIM—THE POLICEMAN: An Analysis of Job Stress in Policing (2nd — 
Ptg.) by William H. Kroes. Topics include job stress, stressors shared with other occu- 
pations, specific police stressors, the effects of stress, and stress reduction. 77, $11. 258 


THE BIOLOGICAL BASIS OF PERSONALITY (3rd Ptg.) by H. J. Eysenck. The 

author proposes a descriptive and causal model of human personality which is con- — 

sonant with current concepts in experimental psychology. 77, $21.25 V 
RS 
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CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS (5th Ptg-) by Leo E. Hol- 
lister. Pharmacological properties, general principles of use and side effects of drugs 
used in treating emotional disorders of adolescents and adults are discussed. '77, $70. 50 — 


PSYCHOTHERAPY FOR WOMEN: Treatment Toward Equality edited by Edna re b. 
Rawlings and Dianne K. Carter. Chapters deal with such current topics as assertion _ 
training, therapy for lesbians, social action and feminist therapy. 77, $20.25 


ACUTE GRIEF AND THE FUNERAL edited by Vanderlyn R. Pine, et al. I his booi 
describes the psychological and social impact of bereavement during the period of ac ute 
grief. '76, $19.00 s 
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Day-long behavior therapy 
without dosing problems 
at school 


Impressive all-day control. 


Cylert works extremely well, given an adequate period 
of trial. Single daily doses are as effective for behavior 
control as multiple doses of methylphenidate or 
amphetamines. Blood levels are well sustained, 
without necessity for multidose administration. 


No troublesome midday dose. 


Cylert avoids problems of taking a drug at school. 
No involvement of school personnel. No peer 
teasing about noon-time dosing. The parents 
manage all medication, and the child carries no 
drugs. (And note that Cylert is Schedule IV, not II.) 


Ol | Ol | Ne) 18.75, 37.5, 75 mg tablets; 
37.5 mg chewables 


Just once a day. At home. 








*ADD: Attention Deficit Disorder (formerly called MBD, 
Minimal Brain Dysfunction), or the Hyperkinetic 
Syndrome. Please see next page for Brief Summary. 


ABBOTT 


9083319 
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Brief Summary of Prescribing Information 


_ INDICATIONS —CYLERT is indicated as an integral part of a total treatment pro- 


gram which typically includes other remedial measures (psychological, 
educational, social) for a stabilizing effect in children with a behavioral syndrome 
characterized by the following group of developmentally inappropriate symptoms; 
moderate to severe distractibility, short attention span, hyperactivity, emotional 
lability, and impulsivity. The diagnosis of this syndrome should not be made with 
finality when these symptoms are only of comparatively recent ori gin. Nonfocaliz- 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may 
not be present, and a diagnosis of central nervous system dysfunction may or 
may not be warranted. 

Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms 
being used to describe the above signs and symptoms. In the past, a variety of 
terms has been associated with these signs and symptoms, including: Minimal 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, 
Hyperactive Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS —CYLERT (pemoline is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS. ) 


WARNINGS —CYLERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experience suggests that in psychotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 


during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend on the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CYLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice.) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to deinonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation. The safety of CYLERT (pemoline) for 
use duging pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg./kg./day. 


i Day-long behavior therapy 
without dosing problems : ^ . 
at school 


Cyler Lipemoline 


Just once a day. At home. 








ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 
CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In the 
majority oí cases it is transient in nature; weight gain usually resumes within 
three to six months. 

Stomachache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
ness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
CYLERT, usually after several months of therapy. These effects appear to be 
reversible upon withdrawal of the drug, and are thought to be manifestations of a 
delayed hypersensitivity reaction. There have also been a few reports of jaundice 
occurring in patients taking CYLERT; a causal relationship between the drug and 
this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT. dvs- 
kinetic movements of the tongue, lips, face and extremities, nystagmus and nystag- 
moid eye movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE —Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomatic 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. 

Results of studies in dogs indicate that extracorporeal hemodialysis may be 
useful in the management of CYLERT overdosage, forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION —CYLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg./day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapy. 


HOW SUPPLIED —CYLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6088-13) 


Abbott Laboratories 
North Chicago, IL60064 


9083319 


Increase your professional library— . . 
order APA's three most recent 
Task Force Reports now 


Eiectroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. : 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 

Publication Sales Department 

American Psychiatric Association 

1700 18th St. N.W., Washington, D.C. 20009 

Please send me: — copies of Task Force Report 14, order #228, @ $7.50 ea. 
copies of Task Force Report 15, order #146, @ $4.00 ea. 
copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment.) 


Name 
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uen ANTIDEPRESSANT 
| sculpture to express the painful FFFEC TIVEN ESS 


d he once experienced. 

; b 1 LI e 
sa iowenng ofthe fameorite —— With convenient 
My energies ebbed, 


my will to live decreased, once -a-day 


and | found myself retreating 


from the activities of life to a h . x 
more introverted existence.” S. osage 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 
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See Drief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 





CONVENIENT ONCE-A-DAY A. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, upto 150 mg per day, may be given 
on a once-a-day schedule without loss Gf effec- . 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help clleviate the anxiety which often accom- 
panies clinical depression. ! 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN’ 


(DOXEPIN HCI) 


150-mg 





CAPSULE 


generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 

cardia and hypotension have been reported 

occasionally. Drowsiness is the most commonly ob. 
served side effect. Dry mouth, blurred vision, consti- 


pation and urinary retention have been reported. 


EXTENDED RANGE 


* The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 





BRIF SUMMARY 

SINEQUAN* (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity withother dibenzoxepines should 
be kept in mind. 

Wa . The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current iliness or patien's taking other medications should be carefully adjusted. This is 
especially important in petients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: "he use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: t should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients whc may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
Similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache Fave been occasionally observed as adverse effects 
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Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased o 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradua! increase tc 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding & 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg'day 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-day 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is uSually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 

supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary. EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCI equivalent to: 10 mg, 75 mg, 
and 100 mg coxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mg and 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate«10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximatety 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number,of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang", or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detared professional information available on request. 


LABORATORIES DIVISION N 


PFIZER INC. 


The Joint Information Service of the American Psychiatric Association. 


and the Mental Health Association releases Two New Volumes That. 


Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 





Creative e a novel "Neighborhood Family" providing vigorous support to elderly residents of 
Mental several trailer parks | 
Health e a high school for the elderly which sends its students abroad for study trips | 
$ e a "Human Development Project" that focuses on responding to the psychological 
Services. Pri ei do 
the needs of the elderly — : | -o > a 
for e a carefully coordinated system of “respite hospitalization, which promotes the 
Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a “Lucy Booth,” patterned after the Peanuts comic strip, which provides easy 
Raymond Glasscote access to many kinds of services 
Jon E. Gudeman e and many other innovative, successful approaches. 

Donald Miles Each program is subjected to intensive scrutiny. The resulting document becomes a: 
BRENT MOK WERE handbook, and, as well, a forum through which some of the world's most experienced 
practitioners of "the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 





characterizes this volume as “a masterful job of putting everything in relief . . . the 
guidelines for action are right here." 
190 pages. Casebound. Price $8.50. 
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OLD FOLKS 
MES 


Concerned about the very bad reputation that nursing homes have received from 


many quarters in recent years, the Joint Information Service set up a field study to AT HO sae 
visit a systematically chosen sample of nursing homes, and board-and-care homes as EL i rane RON 


well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 


Raymond Glasscote 
and 


Allan Beigel Lee Gurel 


The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, Je. Ruth Lewis 
and board-and-care homes they visited were better—sometimes dramatically better— EU. MU Me 
than that in the mental health facilities and often at lower cost. Richard Elpers Clifford Reifler 


don E. Gudeman Edward Vito 


This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. THE JOINT INFORMATION SERVICE 
148 pages. Casebound. Price $6.50 





Publication Sales Division 

American Psychiatric Association 

1700 18th St., N.W., Washington, D.C. 20009 
Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

_ . . copies of Old Folks at Homes @ $6.50 per copy 

sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 

ENCLOSED IS TOTAL PAYMENT OF $ ... ||. — 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, .regard- 
less of dollar amount, must be accompanied by payment.) 
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maintenance therapy 


with 





brand of 





of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of 
future episodes 


kalithı | 
Cs. 300 mg capsules 


lidhivun carbonate 


In manic«epressive patients with a history 


e can increase the intervals between episodes 
e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can 


occur at doses close to therapeutic levels. Facilities for prompt and 
accurate serum lithium determinations should be available before 
initiating therapy. 





Indications: Treatment of manic episodes of manic-depressive illness. 
Maintenance therapy prevents or diminishes the intensity of subsequent 
episodes in manic-depressive patients with a history of mania. 


Warnings: L:thium should generally not be given to patients with signifi- 
cant renal or cardiovascular disease, severe debilitation or dehydration, 
sodium depletion, or to patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild 
ataxia, drowsiness, or muscular weakness as signs of lithium toxicity, 
and to discontinue therapy and contact a physician should they occur. 
Patients receiving combined therapy with lithium and an antipsychotic 
should be monitored closely for early evidence of neurologic toxicity 
and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or 
machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, urless potential benefits outweigh possible hazards. 


Not recomniended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase 
and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including 
salt) and adequate fluid intake (2500-3000 ml.) must be maintained, at 
least during initial stabilization period. Protracted sweating or diarrhea 
can decrease tolerance; in such cases, administer supplemental fluid 
and salt. 


Sweating, diarrhea, and concomitant infection with elevated tempera- 
tures may require temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at 
serum lithium levels from 1.5 to 2.5 mEq./l., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./l. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
ánd mild nausea and general discomfort also appear during initial 
therapy. These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordi- 
nation may »e early signs of toxicity and may occur at levels below 

2.0 mEq./1l. At higher levels, ataxia, giddiness, tinnitus, blurred vision, 
and a large output of dilute urine may be seen. Serum levels above 

3.0 meg. may produce a complex clinical picture, involving multiple 
organs and systems. Serum levels should not exceed 2.0 mEq./1. during 
acute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular — tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System — blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular — cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal — anorexia, nausea, 
vomiting, diarrhea; Genitourinary — albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic —drying and thinning of hair. alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis 
cutis; Autonomic — blurred vision, dry mouth; Thyroid Abnormalities 
—euthyroid goiter and/or hypothyroidism (including myxedema) with 
lower T4 and Ty. I!3! uptake may be elevated; EEG Changes — diffuse 
slowing, widening of the frequency spectrum, potentiation and dis- 
organization of background rhythm; EKG Changes — reversible flat- 
tening, isoelectricity or inversion of T-waves; Miscellaneous — fatigue, 
lethargy, transient scotomata, dehydration, weight loss, tendency to 
sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or with- 
out hypothyroidism, transient hyperglycemia, generalized pruritus with 
or without rash. cutaneous ulcers, albuminuria, worsening of organic 
brain syndromes, excessive weight gain, edematous swelling of ankles 
or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, 
and metallic taste. A single case of a syndrome resembling Raynaud's 
has been reported. 


How Supplied: 300 mg. capsules in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 





'. Howto tell 


ATIVAN 
from other 
benzodiazepines 


Ativan is an effective, well-tolerated antianxiety agent. So are other 
benzodiazepines. But here are three ways Ativan stands out pharmacokinetically. 


1. Uncomplicated 2. Steady-state levels 3.No accumulation o 
metabolic profile. achieved rapidly. multiple metabolites. 


In contrast to most other ben- Most benzodiazepines take at Because Ativan has no active 
Zodiazepines, the metabolic least 7 to 10 days to reach metabolites to be eliminated 
pathway of Ativan is straight- ^ steady-state serum levels. at varying rates, steady-state 
forward. Ativan is active as With Ativan, that equilibrium levels are achieved predictably 
given. Just one step from an is reached in 2 to 3 days. A and smoothly. Six-month 
active compound to an factor that can be important studies show no evidence of 
inactive one. when you modify dosage drug-accumulation above 
schedules to meet individual ^ steady-state levels even at 
needs. maximum daily dosages. 


*The pharmacokinetic profile of a drug cannot, at present, be directly related to its therapeutic effectiveness. 
Please refer to page after next for a summary of prescribing information. 


LORAZEPAM 
GLUCLIRONIDE 


LORAZEPAM 


Steady-state plasma concentrations Plasma levels during long-term 


administration 


PLASMA LEVELS (ng/ml) 


PLASMA CONCENTRATION (ng/ml) 


DOSE IN MG/DAY 


3 4 O 2 4 6 8 10 12 14 16 18 20 22 24 26 28 
TIME IN DAYS TIME IN WEEKS 


Concentrations of lorazepam on repeated-dose regimen Lorazepam and lorazepam glucuronide plasma levels in 

(single 1-mg. tablets given at 9 a.m., 3 p.m. and 9 p.m. ng/ml during chronic oral administration of the drug over 

daily for 6 days). A steady state is achieved after the a period of six months. Each point represents the mean of 

second day, and is maintained thereafter. 8 subjects. The daily maintenance dose in milligrams per 
subject is given at weekly intervals. 


ATTVAN (LORAZEPAM)@ 7 


The uncomplicated benzodiazepine 








(LORAZEPAM)@ `` ` 
ATIVAN’ 
prescribing information 
Contraindications: Ativan is contraindicated in patients with 


known sensitivity to the benzodiazepines or with acute narrow- 
angle glaucoma. 


Warnings: Ativan is not recommended for use in patients with a 
primary depressive disorder or psychosis. As with all patients 


‘on CNS-acting drugs, patients receiving lorazepam should be 


warned not to operate dangerous machinery or motor vehicles 
and that their tolerance for alcohol and other CNS depressants 
will be diminished. 

Physical and Psychological Dependence: Withdrawal symp- 
toms similar in character to those noted with barbiturates and 
alcohol have occurred following abrupt discontinuance of 
benzodiazepine drugs. These symptoms include convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts and alcoholics, 
should be under careful surveillance when receiving benzo- 
diazepines because of the predisposition of such patients to 
habituation and dependence. 


Precautions: [n patients with depression accompanying anxiety, 
a possibility for suicide should be borne in mind. 

For elderly or debilitated patients, the initial daily dosage 
should not exceed 2 mg in order to avoid oversedation. 

‘Ativan dosage should be terminated gradually since abrupt 
withdrawal of any antianxiety agent may result in symptoms 
similar to those for which patients are being treated: anxiety, agi- 
tation, irritability tension, insomnia and occasional convulsions. 

The usual precautions for treating patients with impaired renal 
or hepatic function should be observed. 

In patients where gastrointestinal or cardiovascular disorders 
coexist with anxiety, it should be noted that lorazepam has not 
been shown to be of significant benefit in treating the gastroin- 
testinal or cardiovascular component. 

Esophageal dilation occurred in rats treated with lorazepam 
for more than one year at 6 mg/kg/day. The no-effect dose was 
1.25 mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10 mg per day). The effect was reversible 
only when the treatment was withdrawn within two months of 
first observation of the phenomenon. The clinical significance of 
this is unknown. However, use of lorazepam for prolonged 
periods and in geriatric patients requires caution, and there 
should be frequent monitoring for symptoms of upper G.I. 
disease. 

Safety and effectiveness of Ativan in children of less than 12 
years have not been established. 

Essential Laboratory Tests: Some patients on Ativan have 

developed leukopenia and some have had elevations of LDH. 

As with other benzodiazepines, periodic blood counts and 

liver function tests are recommended for patients on long- 

term therapy. 

Clinically Significant Drug Interactions: The benzodia- 

zepines including Ativan produce CNS depressant effects 

when administered with such medications as barbiturates or 
alcohol. 

Carcinogenesis and Mutagenesis: No evidence of carcino- 

genic potential emerged in rats during an 18-month study 

with Ativan. No studies regarding mutagenesis have been 
performed. 

Pregnancy: Reproductive studies in animals were performed 

in mice, rats, and two strains of rabbits. Occasional anomalies 

(reduction of tarsals, tibia, metatarsals, malrotated limbs, 

gastroschisis, malformed skull and microphthalmia) were seen 

in drug-treated rabbits without relationship to dosage. 

Although all of these anomalies were not present in the con- 


current control group, they have been reported to occur 
randomly in historical controls. At doses of 40 mg/kg and 
higher, there was evidence of fetal resorption and increased 
fetal loss in rabbits which was not seen at lower doses. 

The clinical significance of the above findings js not known. 
However, an increased risk of congenital malformations 
associated with the use of minor tranquilizers (chlordiaze- 
poxide, diazepam and meprobamate) during the first trimester 
of pregnancy has been suggested in several studies. Because 
the use of these drugs is rarely a matter of urgency the use of 
lorazepam during this period should almost always be avoided. 
The possibility that a woman of child-bearing potential may 
be pregnant at the time of institution of therapy should be 
considered. Patients should be advised that if they become 
pregnant, they should communicate with their physician about 
the desirability of discontinuing the drug. 

In humans, blood levels obtained from umbilical cord 
blood indicate placental transfer of lorazepam and 
lorazepam glucuronide. 

Nursing Mothers: It is not known whether oral ¢orazepam is 
excreted in human milk like the other benzodiazepine tran- 
quilizers. As a general rule, nursing should not be undertaken 
while a patient is on a drug since many drugs are excreted in 
human milk. 


Adverse Reactions: Adverse reactions, if they occur, are usually 
observed at the beginning of therapy and generally disappear on 
continued medication or upon decreasing the dose. In a sample 
of about 3,500 anxious patients, the most frequent adverse 
reaction to Ativan is sedation (15.9%), followed by dizziness 
(6.9%), weakness (4.2%) and unsteadiness (3.4%). Less frequent 
adverse reactions are disorientation, depression, nausea, change 
in appetite, headache, sleep disturbance, agitation, derma- 
tological symptoms, eye function disturbance, together with 
various gastrointestinal symptoms and autonomic manifesta- 
tions. The incidence of sedation and unsteadiness increased 
with age. 

Small decreases in blood pressure have been noted but are 
not clinically significant, probably being related to the relief of 
anxiety produced by Ativan. 


Overdosage: In the management of overdosage with any drug, 
it should be borne in mind that multiple agents may have been 
taken. 

Manifestations of Ativan overdosage include somnolence, 
confusion and coma. Induced vomiting and/or gastric lavage 
should be undertaken followed by general supportive care, 
monitoring of vital signs and close observation of the patient. 
Hypotension, though unlikely usually may be controlled with 
Levarterenol Bitartrate Injection, U.S.P. Caffeine and Sodium 
Benzoate Injection, U.S.P. may be used to counteract CNS 
depressant effects. The usefulness of dialysis has not been 
determined. 


Dosage and Administration: Ativan is administered orally. For 
optimal results, dose. frequency of administration and duration 
of therapy should be individualized according to patient 
response. To facilitate this, scored 1.0 and 2.0 mq tablets 

are available. 

The usual range is 2 to 6 mg/day given in divided doses, the 
largest dose being taken before bedtime, but the daily dosage 
may vary from 1 to 10 mg/day For anxiety, most patients require 
an initial dose of 2 to 3 mg/day given b. i.d. or t.i.d. 

For insomnia due to anxiety or transient situational stress, a 
single daily dose of 2 to 4 mg may be given, usually at bedtime. 

For elderly or debilitated patients, an initial dosage of 1 to 2 
mg/day in divided doses is recommended, to be adjusted as 
needed and tolerated. 

The dosage of Ativan should be increased gradually when 
needed to help avoid adverse effects. When higher dosage is 
indicated, the evening dose should be increased before the 
daytime doses. 


How Supplied: Ativan (lorazepam) is available in scored 1.0 
and 2.0 mg tablets in bottles of 100. 


Copyright C. 1978, Wyeth Laboratories Div of AHPC. N.Y.. NY. All rights reserved . 


A highly effective, low-dose, non-accumulating antianxiety agent. 
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PKSAP-III 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


> CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


EFEFTETEFRFETEETETETI ru | FIRST NAME | 











STREET ADDRESS 
Fi | STATE | | ZIP CODE 
FEES 
[] Psychiatric Resident-In-Training, APA MEMBER $20.00 
C] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
[ ] MEMBER, American Psychiatric Association (other than above) $35.00 
[C] Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-III. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 
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OMNIA C DO AF, € 
BUT IT ALMOST ALWAYS STANE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 

remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 
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For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane' (flurazepam HC! /Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration.’ 


Results of six separate sleep laboratory studies have shown that Dalmane was 
Significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 
appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane (furazepamHCI/Roche) 
effective for psychiatric patients with insomnia' 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 





THAN ANY OTHER MEDICATION TESTED 


30-MG AND 15-MG CAPSULES 
FOR INSOMNIA 


WHEN YOU DECIDE A SLEEP 
MORE PROVEN NIGHTS OF EFFICACY 


MEDICATION IS INDICATED 
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ease sec next page for a summary of product information. 


AND ALONE, 





.DALMANES d 
tlurazepam HCI / Roche 


One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 





sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


l. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A. et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 


Indications: Effective in all types of insom- 


nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute orchronic medical 
situetions requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupationsrequiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 


ASO 


congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein personsunder 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or wit 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidne 
function tests are advised during repeate 
therapy. 

Adverse Reactions: Dizziness, drowsiness 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain. nervous 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, andelevatec 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. Elderly or debili. 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. A 


Anxiety symptoms dispelled; Y 
LR yet not drowsy by day. 


T CLORAZEPATE DIPOTASSIUM) — 


lanx - 


4306 CB 


3.75, 7:5, ang 

15 mg capsules 
11.25 and 22.5 mg 
single-dose tablets 





Lets you calm most patients 
without oversedating them. | 


‘ As with all benzodiazepines, patients should be cautioned against hazardous 
tasks requiring mental alertness. See overleaf for brief summary. : 
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Anxiety symptoms dispelled, yet not drowsy by day. 


]Tranxenec 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 


INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohol withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultanéous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An inoreased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, hás not been studied adequately to determine 
whether it, foo, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — n those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness. various gastrointestinal complaints, ner- 
vousness. blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dese is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 
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should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended schequie: 1st 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 to 90 mg in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology of the agents to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medica- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight sedation to coma. As in 
the management of overdosage with any drug, it 
should be borne in mind that multiple agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CNS depressant. Gastric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General sup- 
portive care, including frequent monitoring of the 
vital signs and close observation of the patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. In such cases the use of 
agents such as Levophed® Bitartrate (levarterenol 
bitartrate injection, USP) or Aramine® Injection 
(metaraminol bitartrate injection, USP) should be 
considered. 

While reports indicate that individuals have sur 
vived overdoses of TRANXENE (clorazepate dipotas- 
sium) as high as 450 to 675 mg, these doses are nof 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval between inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees yas the most 
common physiological manifestation qf TRANXENE 
overdosage. Deep coma when it occurred was usyally 
associated with the ingestion of othe drugs in 
addition to TRANXENE. op 


ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL PATIENT x 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- , 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "[here is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis." 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the ''Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


[t follows that all APA members should be thoroughiy versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF$. | | — 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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the antidepressant 
to turn to... 





>» when the first tricyclic fails 


“As amitriptyline and desipramine represent 
the extremes of the differences among the 
tricyclics, many clinicians start treatment 
with one or the other and then follow with 
the alternative drug if response to the first 
was unsatisfactory.” ' 


» when side effects are a problem 


"Desipramine might be more appropriate for 
patients who are sensitive to anticholinergic 
effects or in whom sedative action is not 


desirable.” * 


» when activity is important 
"Desipramine seems ideally suited to use in 
an active ambulatory patient population... °° 


References: |. Hollister, LE. Treatment of depression with drugs, Ann. intern. Med. 89:78, 1978. 2 Blackwell, 8 
et al. Anticholinergic activity of two tricyclic antidepressants, Am. J. Psychiatry 135:722, 1978. 3 Barnes, R. J 
Clinical depression: Double-blind study of desipramine and amitriptyline in depressive neurosis, Scientific Exhibit, 
Southern Medical Convention, Miami, Fla., Nov. 16-19, 1975 





PERTOFRANE (olesjoramine HCV) 


when the first tricyclic fails 


Indication: For relief of mental depression. Contraindicatitns: 

Do not use MAO inhibitors concomitantly or within 2 weeks of the 

use of this drug. Hyperpyretic crises or severe convulsive seizures 

may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 

(desipramine HCI) in patients receiving an MAO inhibitor, allow 

an interval of at least 14 days. Initial dosage in such patients 

should be low and increases should be gradual and cautiously 

prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 

tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 

with the greatest care in patients with narrow-angle giauconia 

or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 

coronary heart disease with EKG abnormalities, progressive 

heart failure, angina pectoris, paroxysmal tachycardia and 

active seizure disorder (may lower seizure threshold). This drug 

may block the action of the antihypertensive, guanethidine, and 

related adrenergic neuron-blocking agents. Hypertensive 

episodes have been observed during surgery. The concurrent use 

of other central nervous system drugs or alcohol may potentiate 

adverse effects. Since many such drugs may be used during 

surgery, desipramine should be discontinued prior to elective 

procedures. The potentiation resulting from excessive use of 

alcohol may increase the danger inherent in a suicide attempt or 

overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery, Do not 

use in women who are or may become pregnant, or in children 

under 12 years of age,.unless the clinical situation warrants the 

potential risk. Because of increased sensitivity to the drug, use 

lower than normal dosage in adolescent and geriatric patients. 

Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 

should be limited to small quantities. Discontinuation of the 

drug may be necessary in the presence of increased agitation 

and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 

susceptible patients and in those receiving anticholinergic drugs 

(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 

transient cardiac arrhythmias have occurred in rare instances, . 
Periodic blood and liver studies should supplement careful = 
clinical observations in all patients undergoing extended courses 

of therapy. Adverse Reactions: The following have been reported: 

Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 

higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 

(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 

obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur, 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating ap, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 
impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 
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California's 
METROPOLITAN) 
HOSPITAL 


provides wide-range 
psychiatric services for 
Los Angeles area. 


A Climate of Professional Growth... 


e CONTINUING MEDICAL EDUCATION 


e POTENTIAL FOR UNIV. APPOINTMENTS 


PSYCHIATRISTS 


e $43,728—$44,964 
e MALPRACTICE COVERAGE 
e APPROXIMATELY $10,000 IN BENEFITS 


STAN NIELSEN, Recruitment Manager 
744 P Street 
Sacramento, CA 95814 
(916) 322-1221 Collect 


PRIVATE PRACTICE/ 
OUTPATIENT CLINIC POSITION 


Board certified or eligible Psychiatrist 
wanted half-time to supervise highly 
qualified staff of innovative outpatient 
clinic. Balance of time could be devoted to 
private practice — opportunities in this 
drawing area of 250,000 are excellent. 


The Clinic is located in the beautiful 
Finger Lakes Region of New York with 
easy access to recreational activities, ma- 
jor universities and major East Coast 
cities. 


Salary range — $20,000-$22,000 (!^ time) 


Send CV to Stephen J. Burns, M.D., 
Clinic Director, Chemung County Mental 
Health Clinic, Heritage Park, Elmira, 
New York 14901. 607-737-2908 
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In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL’ 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAMIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due tc overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed oatients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 
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More dos@e strengths 25.2 
than any ether formulation containing 
a tranquilizer and an antidepressant 


Triavi 


containing perphenazine and amitriptyline HCI 


® 





Available: 

TRIAVIL” 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL" 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL” 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates. alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 


* When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 


to elapse before initating therapy with TRIAVIL. Therapy should then be initiated 
Cautiousty with gracual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihyperensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyckc antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarcticn and stroke nave been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other pnenothiazines. 
Likelincod of some untoward actions is greater with high doses. Clasely supervise 
with any dosage. he antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines nay potentiate 
the action of central nervous system depressants (Opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimenta! evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physio ogical role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs ts not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 


A60 


Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvyno! and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCl and electroshgck thetapy may 
increase the hazards associated with such therapy. Such treatment should be. 
limited to patients for whom it is essential. Discontinue several days before elective - 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tafdive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospiral fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rete; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver demage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administraton of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement: 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Otner: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate s reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initialdosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with® 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 


| | | MSD 
For more detailed information, consult your MSD Representative MEDC 
i 

\ 


or see ful’ Prescribing Information. Merck Sharp & Dohme, Divisio 
of Merck & Co., INC., West Point, Pa. 19486. 


rescribing Information for 


-*done (molindone hydrochloride) 


ESCRIPTION — LIDONE (molindone hydrochlo- 
le) is a dihydroindclone compound which is not 
ructurally related to the phenothiazines, the 
ityrophenones or the thioxanthenes. 

LIDONE is 3-ethyl-6, 7-dihydro-2-methyl-5-(imor- 
iolinomethyl) indol-4(5H)-one hydrochloride. It 
a white crystalline powder, freely soluble in 
ater and alcohol and has a molecular weight of 
2.67. 


CTIONS — LIDONE (molindone hydrochloride) 
is a pharmacological profile in laboratory 
1imals which predominantly resembles that of 
ajor tranquilizers causing reduction of spon- 
neous locomotion and aggressiveness, suppres- 
on of a condit:onal response and antagonism of 
e bizarre stereotyped behavior and hyperactivity 
duced by amphetamipes. In addition, LIDONE an- 
gonizes the depression caused by the tranquiliz- 
g agent tetrabenazine. 

In human clinical studies tranquilization is 
'"hieved in the absence of muscle relaxing or in- 
'ordinating effects. Based on EEG studies, 
DONE exerts its effect on the ascending reticular 
'tivating system. 

Human metabolic studies show LIDONE (molin- 
me hydrochloride) to be rapidly absorbed and 
etabolized when given orally. Unmetabolized 
‘ug reached a peak blood level at 1.5 hours. Phar- 
acological effect from a single oral dose persists 
r 24 to 36 hours. There are 36 recognized 
etabolites with less than 2 to 3% unmetabolized 
DONE being excreted in urine and feces. 


IDICATIONS — LIDONE (molindone hydrochlo- 
de) is indicated in the management of the 
anifestations of schizophrenia. 


ONTRAINDICATIONS — LIDONE (molindone 
vdrochloride) is contraindicated in severe central 
ervous system depression (alcohol, barbiturates, 
arcotics, etc.) or comatose states, and in patients 
ith known hypersensitivity to the drug. 


'ARNINGS 

sage in Pregnancy: Studies in pregnant pa- 
ents have not been carried out. Reproduction 
udies have been performed in the following 
1imals: 


regnant Rats Oral Dose — 
) mg/kg/day — 10 days, no adverse effect 
D mg/kg/day — 10 days, no adverse effect 


regnant Mice Oral Dose — 

) mg/kg/day — 10 days, slight increase resorp- 
ons 

) mg/kg/day — 10 days, slight increase resorp- 
ons 


regnant Rabbits Oral Dose — 
mg/kg/day — 12 days, no adverse effect 
) mg/kg/day — 12 days, no adverse effect 
) mg/kg/day — 12 days, no adverse effect 


nimal reproductive studies have not demon- 
rated a teratogenic potential. The anticipated 
enefits must be weighed against the unknown 
wks to the fetus if used in pregnant patients. 


ursing Mothers: Data are not available on the 
entent of LIDONE (molindone hydrochloride) in 
ae milk of nursing mothers. 


sage in Children: Use of LIDONE (molindone 
'drochloride) in children below the age of twelve 
»ars is not recommended because safe and effec- 
we conditions for its usage have not been estab- 
shed. 


WRECAUTIONS — Some patients receiving 
ADONE (molincone hydrochloride) may note 
'owsiness initially and they should be advised 
wainst activities requiring mental alertness until 
aeir response to the drug has been established. 
Increased activity has been noted in patients 
eceiving LIDONE. Caution should be exercised 
here increased activity may be harmful. 
LIDONE does not lower the seizure threshold in 
«perimental animals to the degree noted with 
sore sedating antipsychotic drugs. However, con- 
ilsive seizures have been reported in a few 
stances. 

LIDONE has ar, antiemetic effect in animals. A 
milar*effect may occur in humans and may 
əscure signs of intestinal obstruction or brain 
amor. 


ADVERSE REACTIONS 


CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally subsides 
with continued usage of the drug or lowering of the 
dose. 

Noted less frequently were depression, hyperac- 
tivity and euphoria. 


Neurological Extrapyramidal Reactions — 
Extrapyramidal reactions noted below may occur 
in susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, characterized 
by rigidity, immobility and reduction of voluntary 
movements and tremor, have been observed. Oc- 
currence is less frequent than akathisia. 


Dystonic Syndrome — Prolonged abnormal con- 
tractions of muscle groups occur infrequently. 
These symptoms may be managed by the addition 
of a synthetic antiparkinson agent (other than L- 
dopa), small doses of sedative drugs, and/or reduc- 
tion in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary reten- 
tion and constipation may occur particularly if an- 
ticholinergic drugs are used to treat extrapyrami- 
dal symptoms. 


Hematological — There have been rare reports of 
leucopenia and leucocytosis. If such reactions oc- 
cur, treatment with LIDONE may continue if clini- 
cal symptoms are absent. Alterations of blood 
glucose, liver function tests, B.U.N., and red blood 
cells have not been considered clinically signifi- 
cant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenorrheic 
women has been reported. Initially heavy menses 
may occur. Lactation associated with LIDONE 
therapy has not been reported. Increase in libido 
has been noted in some patients. Impotence has 
not been reported. Although both weight gain and 
weight loss have been in the direction of normal or 
ideal weight, excessive weight gain has not oc- 
curred with LIDONE. 


Cardiovascular — Rare, transient, non-specific T 
wave changes have been reported on E.K.G. Asso- 
ciation with a clinical syndrome has not been es- 
tablished. Rarely has significant hypotension been 
reported. 


Ophthalmological — Lens opacities and pigmen- 
tary retinopathy have not been reported where pa- 
tients have received LIDONE (molindone hydro- 
chloride). In some patients, phenothiazine induced 
lenticular opacities have resolved following discon- 
tinuation of the phenothiazine while continuing 
therapy with LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with LIDONE 
usage alone. 

LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsychotic 
agents. Because adverse reactions are often exten- 
sions of the pharmacological activity of a drug, all 
of the known pharmacological effects associated 
with other antipsychotic drugs should be kept in 
mind when LIDONE is used. Upon abrupt with- 
drawal after prolonged high dosage an abstinence 
syndrome has not been noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) symptoms 
were reversible upon discontinuation of therapy. 
Tardive dyskinesia associated with other agents 
has appeared in some patients on long-term 
therapy and has also appeared after drug therapy 
has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent 
and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involun- 
tary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks, 


puckering of mouth, chewing movements). There 
may be involuntary movements of extremities. 
There is no known effective treatment of tardive 
dyskinesia; antiparkinsonism agents usuallyedo 
not alleviate the symptoms of this syndrome. It is 


suggested that all antipsychotic agents be discon- 


tinued if these symptoms appear. Should it be nec- 
essary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different anti- 
psychotic agent, the syndrome may be masked. It 
has been reported that fine vermicular movements 
of the tongue may be an early sign of the syndrome 
and if the medication is stopped at that time the 
syndrome may not develop. 


DOSAGE AND ADMINISTRATION — Initial and 
maintenance doses of LIDONE (molindone hydro- 
chloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 
— Increase to 100 mg/day in three or four days. 
— Based on severity of symptomatology, dosage 
may be titrated up or down depending on in- 
dividual patient response. 
— An increase to 225 mg/day may be required in 
patients with severe symptomatology. 
—Some chronic, treatment-resistant patients 
may require up to 400 mg/day; (however, the 
long-term safety of 400 mg/day has not been 
established). 


Elderly or debilitated patients should be started on 
lower dosage. j 


Maintenance Dosage Schedule " 

1. Mild — 5 mg to 15 mg three or four times a day. 

2. Moderate — 10 mg to 25 mg three or four times a 
day. 

3. Severe — 225 mg/day may be required. 


Dosage may be administered once a day. 


DRUG INTERACTIONS — Potentiation of drugs 
administered concurrently with LIDONE (molin- 
done hydrochloride) has not been reported. Addi- 
tionally, animal studies have not shown increased 
toxicity when LIDONE is given concurrently with : 
representative members of three classes of drugs 
(i.e., barbiturates, chloral hydrate and antiparkin- 
son drugs). 


MANAGEMENT OF OVERDOSAGE — Sympto- 
matic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindicated. 
Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, this 
blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 24 of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may justify 
use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the use 
of diphenhydramine (Benadryl*) and the syn- 
thetic anticholinergic antiparkinson agents (..e., 
Artane*, Cogentin', Akineton"). 


HOW SUPPLIED — LIDONE (molindone hy- 
drochloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 


TM — Trademark 

"Benadryl — Trademark, Parke Davis and Co. 
*Artane — Trademark, Lederle Laboratories* 
*Cogentin — Trademark, Merck Sharp & Dohme 
*Akineton — Trademark, Knoll Pharmaceutical Co. 


ABBOTT LABORATORIES 
North Chicago, IL60064 


-8063266 


Pa e 4 


| Treats schizophrenic target symptoms 


with less likelihood 
of certain 


trou blesome effects 5, 10, 25 mg capsules 


Significant gains are reported in control of 
hallucinations, conceptual disorganization, hostility, 
unusual thought content, emotional withdrawal. 


Yet no reports of persistent tardive dyskinesia, 
. excessive weight gain, impotence, lens opacities, 
IV C) | | e C] C) [) - H C | skin pigmentation; and only rare cases of 
l A significant hypotension. Other side effects 


See overleaf for prescribing information are similar to comparable agents. 8063266 R 
TM—TRADEMARK 


TM 


ABBOTT 
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JICLAZINC 
HELPS FAD 
THE WAY OUT saine 


in a private world of hallucinations, delusions and anxiety. For such patients, Stelozine' 
provides effective control of these and other psychotic symptorns. 
LJ 


Also important, 5telozine can help patients participate in your therapeutic programs. 
Stelozine' usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


After 19 years of extensive clinical and laboratory research and clinical experience, no 
other antipsychotic agent has demonstrated significantly greater overall effectiveness 


and significantly fewer adverse effects than ‘Stelazine’. These facts make Stelazine a first 


choice for therapy. 


Defore prescribing, see complete 
prescribing information in SKGF 
literature or PDR. The following is a 
brief summary. 


Indications 
Based on a review of this drug by rhe 
National Academy of Sciences — 
Nationa! Research Council and/or 
other information FDA has classified 
the indications as follows 


Effective: For the management of the 
manifestations of psychotic disorders 


Possibly effective: To control excessive 


anxiety rension and agiration as seen 
in neuroses or associated with somatic 
conditions 


Stelazine has not been shown effec- 
tive in the management of behavioral 
complications in patients with mental 
retardation 

Final classification of rhe less-than- 


effective indications requires further 
invesrnganon 





Contraindications: Comatose or greatly 
depressed'srotes due ro C N.S. depressants 
blood dyscrasias: bone marrow depres- 
sion: liver damage 


Warnings: Generally avoid using in 
patients hypersensitive (e.g, blood 
dyscrasias jaundice) to ony phenothiazine 
Caution patients abour activities requiring 
aler'ness te.9. operating vehicles or 
machinery). especially during the first few 
days therapy 


Use in pregnancy only when necessary for 
patient's welfare 


Precautions: Use cautiously in angina 
Avoid high doses and porenteral adminis 
tration when cardiovascular system is 
impaired. Antiemettc effect may mask 
signs of toxic drug overdosage or physical 
disorders. Additive effect is possible with 
other CNS. depressants. Prolonged 


administration of high doses may result in 
cumulative effects with severe CNS or 
vasomotor symptoms. If retinal changes 
occur discontinue drug. Agronulocytosis 
thrombocytopenia. pancytopenia 
anemia. cholestatic jaundice. liver 
damage have been reported 


Patients on long-term therapy. especially 
high doses should be evaluated periodi- 
cally for possible adjustment or discon- 
tinuance of drug rherapy 


Adverse Reactions: Drowsiness dizziness 
skin reactions. rash. dry mouth, insomnia 
amenorrhea, fatigue. muscular weakness 
anorexia. lactation. blurred vision. Neuro- 
muscular (extrapyramidal) reactions 
motor restlessness. Oystonios. pseudo- 
parkinsonism. persistent tardive dyskinesia 


Other adverse reactions reported with 
Stelozine (trifluoperazine HCI, SAGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g. mitral insufficiency 
or pheochromocytoma 


Grand mol convulsions: altered cerebro- 
spinal fluid proteins: cerebral edema 
prolongation and intensification of the 
action of CNS. depressants. atropine heat 
and organophosphorus insecticides: nasal 
congestion. headache. nausea constipa-: 
tion. obstipation. adynamic ileus. inhibition 
of ejaculation: reactivation of psychotic 
processes. cotaronic-lilke states; hypoten- 
sion (sometimes foral): cardiac arrest 
leukopenio.:eosinophilia. pancytopenia 
odia EOSS thrombocytopenic 


SICLAZINC 


brond of 


purpura: jaundice. biliary stasis: menstrual 
irregularities galactorrhea, gynecomastia 
false positive pregnancy tests: photo: 
sensitivity itching, erythema. urticaria 
eczema upto exfoliative dermatitis 
Asthma. laryngeal edema. argianeurotic 
edema. anaphylactoid reactions periph 
eral edema; reversed epinephrine 

effect: hyperpyrexia; asystemic lupus 
erythemarosus-like syndrome: pigmentary 
retinopathy: with prolonged adrninistra- 
tion of substantial doses. skin pigmentation 
epithelial keratopathy, and lenticular and 
corneal deposits: EKG changes have been 
reported. but relationship, to myocardial 
damage is rior confirmed. Discontinue 
long-term. high-dose therapy gradually: 
NOTE: Sudden death in patients faking: 
phenothiazines (apparently due fo cardiac 
arrest or asphyxia due to failure of cough 
reflex) has been reported. bur no causal 
relationship has been established 
Supplied: Tablets. | mg.. 2 mg. 5mo and 
10 mg. in borrlesof 100: in Single Unir : 
Packages of 100 (intended for institutional 
use only): Injection. 2 mg. /ml.: and Concen- 
trate (intended for institutiona’ Use only) 

IO mg./ml 


SI«GF CO. 


a SmithKline company 


Manufactured and distributed by 
SKGF Co. Carolina. P-R.0063C 
Stelozine * trademark licensed from 
SmithKline Corporation 


TABLETS: 
Sand 10 mg. 


TRIFLUOPERAZINE HC! 
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“I know of no one better equipped than Ferraro to subject the foundations 
of psychoanalysis to a fine scientific scrutiny. The book opens new and 
rd, vise vistas. It presents daring possibilities and new understanding . 


in the fields of psychiatry, psychology and xa Cv "^ aie E 
. Arie 
Clinical Professor of Psychiatry 
- New York Medical College 


A TRILOGY OF 
FREUD'S MAJOR FALLACIES 


Armando Ferraro M.D. 
with an introduction by Nolan D.C. Lewis M.D. 





Dr. Armando Ferraro, former Clinical Professor of Psychiatry at Columbia University and former 
head of the Research Dept. in Neuropathology at the New York State Psychiatric Institute, 
presents a stimulating analysis of major fallacies in the theories of Freud, and he offers his own 
assumptions for those of Freud which he considers erroneous. 


Part | of the book deals with the fallacy of Freud’s Libido Theory based on his erroneous 
assumption of the operation of an alleged mobile ‘psychic energy’, the existence of which the 
author refutes. The author advances his own imaginative assumption of the birth of ideas which 
he considers the product of ‘a new psychic function’ born ontogenetically at some stage of our 
intrauterine organization. The ideas and subsequent affective qualities (Affective Formations) 
constitute ‘the psychic structures’, which being activated by ‘a somatic organismic energy’ are 
‘mobile and displaceable’ contrary to Freud’s contention that they are not. 


Part Il of the book deals with Freud’s fallacy of having differentiated ‘Sexuality’ from ‘Genitality.’ 
On that basis he no longer subscribed to the existence of a single sexual instinct, but rather to 
the existence of ‘multiple sexual instinct components’ originating locally in various areas of our 
body. The author postulates instead the existence of only a single sexual instinct which ex- 
presses itself in terms of ‘the sexual ideational representations’ of the ‘genital somatic ex- 
citations.’ Such sexual ideational representations being mobile, they can displace themselves 
and can become associated with the ideational representation of all parts of our body to which 
they may impart their sexual quality. Therefore, one may dispose of Freud’s concept of the ex- 
istence of numerous ‘sexual instinct components.’ 


Part Ill of the book deals with Freud’s vacillations and contradictions in his concept of what the 
Conscious and the Preconscious were supposed to be, as well as with his fallacy concerning the 
Origin, structure and characteristics of the Unconscious. The author assumes instead that the 
existence and operation of a single Conscious system operation as such from the very onset of 
our intrauterine mental life. That single system is formed by a ‘Dominant Conscious portion’ and 
by a ‘Subordinate Conscious portion’, the latter being genetically and functionally related to the 
Dominant portion. Freud’s concept of an Unconscious as a separate system would be replaced ' 
by the author’s concept of a ‘Subordinate Conscious.’ 


A TRILOGY OF FREUD’S MAJOR FALLACIES is $12.50 through your local bookstore or direct 
from Vantage Press, Inc., 516 West 34th Street, New York City 10001. 337 pages — 6% inches 
by 9% inches. : 
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GENERAL, POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
oe with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signedeby all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 
500 words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case 
reports and elsewhere. Identifying information such as 
names, initials, hospital numbers, and dates must be avoided. 
In addition. authors should disguise identifying information 
about a patient's characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers" comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
'Nemizh, M.D., Editor, American Journal of Psychiatry , 1700 


, Eighteenth St., N.W., Washington, D.C. 20009. All corre- 


spondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
Ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper: at this time, the paper will be assigned a num- 
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ber that must#e included in all further correspondence. It is 
imperative that authors of papers under consideratjon notify 
the Journal of changes of address. P 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in~ 
structions they will receive in a letter from the Editor, before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must not submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references, | table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words, 5 references. The number of words, tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication" designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2.500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
essary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, | table, and no figures) reporting 
new research findings, including preliminary data frem pilot 
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studies, and’ case reports that 1) describe ne syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic plocedure of potential value, or 4) describe adverse 
effects or Mreviously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
~ ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
Editor. It is important to think carefully about the nature 
of the paper before requesting prompt publication; a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion *'for publication"! in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
nofify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
two copies are required. Letters that are not typed appropri- 
ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x 11 inches) nonerasable 
bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (1% inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables. 6) footnotes 
to text, and 7) figure captions. All pages must be numbered, 
with the title page as number 1. Please consult the following 
section on Journal style specifications for criteria for each 
part of the paper. 


STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as 
possible. Headline style (declarative sentences) should be 
avoided. Abbreviations and acronyms are rarely used. 

By-line. Authors named in the by-line should be limited to 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Please include degrees (other than 
honorary or undergraduate) after the authors’ names. 


AS 


Previous presentation. lf the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. The authors' position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is' 
to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis * 

The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or *'Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ‘‘differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used: trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do nor arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au-* 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually **in press" may be cited as such in the reference list: 
the name of the journal must be included. . 

Type reterences in the style shown below and on the next 
page. double-spaced throughout (not just a line between 


references). List up to three authors; designate one or more 
authors past the third "et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus; 
journals not indexed there should not be abbreviated. 
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Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or char:s. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3% inches). Authors are urged to 
consider carefully the necessity of figures; they may be 


. . * . . 
asked to dele% figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre-- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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Onc-way strece 


Navane (thiothixene) has proved to be of significat 
bencfit at each phase in rehabilitation of the patienti 
with psychotic symptoms: from admission, throug 
discharge, and beyond. 


a rapid return to the community... 
Navane achieves rapid relief of acutely disruptiv 
symptoms and facilitates early discharge for most 
patients. In excited, agitated psychotic patients, f 
Navane has produced improvement within an hodi 
minimal symptomatology after three hours, and c&n 
paratively brief hospitalization for most patients." 
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and continued long-term i improvement... — 
On an outpatient basis, Navane exerts a significant — 

long-term beneficial effect on patient functioning, 

especially in the areas of social and vocational 

adjustment in the community. Initial improvement is. 

maintained with Navane and has been shown to 


T 


s^ 


increase over time.' 


rarely compromised by adverse reactions... 2s 
With Navanc, effectiveness is rarely. compromised 
by ove rsedation or drowsiness. HY potensive crises 
and other cardiovascular reaetions’ "aré seldom 
reported. Anticholinergie' side effects sich as dry 
mouth or constipation are rare. Af extrapyramidal | 
symptoms occur they areusually readily controlled B. 
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For a brief summary of Navane prescribing information, including adverse reactions arid undi pi € 
please scc last page of this advertisement. LAE 
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ae A 1 mg, 2 mg, 5 mg, 10mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 
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Navane (thiothixene) (thiothixene hydrochloride) - 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivily 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys (1 to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children— The use of Navane in children under 12 
years of age is not recommended because safety and efficacy in the 


. pediatric age group have not been established. 


As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranuloc yto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 


incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that o! certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures andiparadoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequent y. 

Hyperreflexia has been reported in infants delivered from 
mothers heving received structurally related drugs. 

In addi&on, phenothiazine derivatives have been associated 
with cereb-al edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral ant parkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or nay occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrame is characterized 
by rhythm cal involuntary movements of the tongue, face, mouth 
or jaw (e.g.. protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should t be necessary to reinstitute treatment, or increase the 
dosage of tne agent, or switch toa different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may nowdevelop, 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leuxopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, cosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrime disorders: Lactation, moderate breast enlargement 
and amenerrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic leus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, pclydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationsh between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia cue to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individual y adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually mcreased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage m children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where mere rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling *o take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased »r decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form sheuld supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to oral 
dosage forms. Dosage recommendations for Navane (thiothixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — |n milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total daily dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross owerdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. If hypotension occurs, the standard measures for 
managing circulatory shock should be used (I. V. fluids and/or 
vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine, are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemedialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg. 2 mg, 5 mg, and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100 (10 x IO's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100. 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 ml (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg. 4 mg, 5 mg. 6 mg. 8 mg, and 10 mg, and in 30 ml (102.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each ml contains thiothixene hydrochloride equivalent 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 

available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v. benzyl alcohol 0.9% w/v, and propyl 
gallate 0.02% w/v. 
References: |. Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry, September 20-22, 1976, 
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haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani J, Maloney MP, et al: Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhardt 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. Itil TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixene and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403 , Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
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Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problems 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. . 
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More sensitive. effective treatment of patients through a bet- 
ter understanding of how emotional problems are involved with 
their symptoms and illnesses—that's what this practical, new 
book achieves for Pene practitioners. It helps them deter- 
mine which paten s with psychiatric problems they can rea- 
sonably treat ... which should be referred to a psychiatrist. 
Taking a strong "how-to-do-it" approach, it provides clear 
guidelines for a wide range of treatments and for managing the 
emotional components of both physical illnesses and psyc iat- 
ric disorders. 

Throughout. the book focuses on the experiential, or “what is 
it like to be sick?” aspects of illness. The mental status exami- 
nation—marital and family discord—reactions to hospitaliza- 
tion—adolescence—response to stress—neuroses and paces 
ses—alcohol and drugs—chronic pain—geriatric patients— 
sleep disorders—these are just a few of the major areas covered. 


written by 33 outstanding authorities 


in addition to the two editors, you'll find, for example, William C. Dement 
explaining the latest findings on sleep and sieep disorders ... Robert N. Butler 
writing about gerlatric problems ... George Tarjan discussing learning disabili- 
ties... Helen Singer Kaplan showing how to deal with sexual dysfunctions... 
Morris A. Lipton covering psychopharmacology ... and many more. 
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In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of menta! acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often Communicate more effectively, become more 
cooperative. and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
it should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
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containing perphenazine and amitriptyline HCI € 
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. More doságe strengths iie 
than ary other formulation containing 
a tranquilizer and an antidepressant 


Triavi ^ 


containing perphenazine and amitriptyline HCI 





Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL* 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL” 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particulerly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significent, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neopiasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. e 

Concurrent administration of amitriptyline HCI and electroShock therapy may 
increase the hazards associated with such therapy. Such treatmen! should be 
limited to patients for whom it is essential. Discontinue several days betore elective 


surgery if possible. Elevation and lowering of blood sugar levels have both been” 


reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes:persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. Iftreatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions). peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy; incoordination; ataxia; tremors; sei- 
zures, alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration rray produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such ae 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip, 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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For more detailed information, consult your MSD Representative 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 


Anxiety symptoms dispelled, 
yet not drowsy by day. 
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Lets vou calm most patients 
without oversedating them. 


= mm As with all benzodiazepines, patients should be cautioned against hazardous 
tasks requiring mental alertness. See overleaf for brief summary. 
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Anxiety symptoms dispelled, yet not drowsy by day. 


Tranxene c 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcoho! withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultanéous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


A18 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS —In those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a daily 
dose cf 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a sincle dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH :ablets (11.25 
mg) may be administered as a Single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended schedule: ist 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 to 90 mg in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideratien should be 
given to the pharmacology of the ageats to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitcry effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medica- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction wita concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — »verdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight sedation to coma. As in 
the management of overdosage with any drug, it 
Should be borne in mind that multiple agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CNS depressant. Gastric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General sup- 
portive care, including frequent monitoring of the 
vital signs and close observation of the patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. In such cases the use of 
agents such as Levophed® Bitartrate (levarterenol 
bitartrate injection, USP) or Aramine® Injection 
(metaraminol bitartrate injection, USF) should be 
considered. 

While reports indicate that individuels have sur- 
vived overdoses of TRANXENE (cloraze»ate dipotas- 
sium) as high as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval between inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees was the most 
common physiological manifestation o TRANXENE 
overdosage. Deep coma when it occurrec was usually 
associated With the ingestion of other drugs in 
addition to TRANXENE. 9073313 













Ok of child ipn conunues to 
r the practitioner authoritative infor- 
ior on all aspects of the subject. Its 
itial. sectipn, History of Child Psychi- 
try, outlines the history of child psychi- 
try [rom the first decade of the twentieth 
entury through the fourth decade of the 
| wentieth century and discusses the rela- 
‘tionship of child psychiatry to adult psy- 
-chiatry and pediatrics. Its second section, 
(o Basic Orientation, details those factors 
which influence the development and be- 
p - "havior of the growing child: age, physical 
C condition, intelligence, emotion, person- 
ality, attitudes, and the material envi- 
ronment. Clinical Considerations, the 
third section, considers symptomatology, 
- initial contact, the case history, problems 
of diagnostic adequacy, orienting exami- 
| nations, pro:ective methods, principles of 
treatment, psychotherapy, situational 
“therapy. psychiatric social work, pharma- 
ceutical adjuvants, and prevention. The 
fourth and last section, Phenomenology, 
provides detailed analyses of psychoso- 
matic problems, problems of behavior, 
and personality problems arising from 
physical illness. 

















‘The text's comprehensive coverage and 

— overall excellence can perhaps be best cor- 
roborated bv noting the enthusiastic re- 
views of previous editions. À review in 
The Psychiatric Quarterly noted, “Little 

can be added to the plaudits this book has 
received sinee its first edition was pub- 

—  Hshed. It is practical in its orientation. It 
. is comprehensive. The author writes with 
clarity and simplicity so that the book is 
use ful to parents and teachers as well as 
to specialists in the psychiatric field." A 
"reviewer of the American Journal of Psy- 
chiatry enthused, “It would usually be 
“quite unnecessary to review the Bible. 
Kanners CHILD PSYCHIATRY, how- 
ever, is the kind of Bible in its field which 
concerns itself not only with the past, but 
also keeps. current with changes and new 
. trends..." In the same vein, a review in 
<o The Journal of Pediatrics proclaimed an 
earlier edition to be "unique among text- 
“books,” anc a review in British Medical 
Journal asserted that Kanner’s CHILD 
-PSYCHIATRY was “... still the only 
textbook on child psychiatry of interna- 
tional status." 79, 768 pp. (6 3/4 x 9 3/4), 
b] il, $79. 50 
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Mer hup earki Staub. ( 14 C D uon ) This overview rel the C 


ient of alcoholism among women employs a mia tidigciplit t 
to the problem. Physicians. | K 
workers, paraprofessionals, Alc oholics . Ao mn 15, nd family membi š 
all considered as possible sources of aid. C ‘contributors discuss-gender-s} 
factors in alcoholism and share experiences and ideas. Special thera 
applications are given close scrutiny, including a cognitive‘ navior 
proach, comprehensive psychoanalytic therapy, gestalt the x, Ju 
treatment, and Alcoholics Anonymous. 79, 370 pp.. 3 il., 9 les, 




























David M. Pech Frank J. Ww DAD aad Barbara P. 
Georgia State Univ., Atlanta, Foreword by Peter G. Bourne: T LH 
The text addresses such issues as drug side effects, drug int 
medication, and community and institutional pharmacy. A-fit 
phasizes the responsibilities of the clinic and community. int 
and the elderly and explores suc h related topics as physician a 
sponsibilities for educating the elderly about pace Pros for dr Wie | 
tion, and social policy suggestions. 79, 280 pp., io tables, $23.75 



















SOCIAL CONFLICT AND MENTAL HEALTH SERVICES by Robert 
Borgman, Univ. of Southern Mississippi, Hattiesburg. Working from.t 
premise that mental health problems are manifestations of. social conflict 
between individuals and groups of individuals, the author explains how. 
intervention strategies derived from social conflict theory complement various | 
conventional practices and provide innovative, humanistic alternatives to- 
others. He addresses issues raised by the radical therapy literature and offers 
concepts and treatment practices compatible with client power and auton : 
omy. Chapter headings include Social Conflict and Mental Health: Profes 
sionals, Social Conflict Theory, Mental Patienthood. Suicide: and Homicic 
Sexual Suppression, At War with Books and Teachers, School Aversio 
Social Conflicts of Adolescents, Battle of the Sexes, The Formerly Married 
Parent, Menopausal Meaninglessness, and Grandma and Grandpa Need Hely : 
They Do Not Want. 779, 356 pp. cloth-$24.50. paper-$18.50 m 














PROGRESS IN BEHAVIOR THERAPY WITH DEL INQUENTS omnia : 
and edited by Jerome S. Stumphauzer, Univ. of Southern. Califorma, Los. 
Angeles. (43 Contributors) This volume presents à concise description: of. 
current issues and therapeutic programs now utilized in the treatment. of 
young offenders. Introductory chapters supply an historical review and look: 
at current trends, discuss cognitive issues, and examine a project for devel-: 
oping cognitive self-control in young, aggressive bovs. Remaining chapters. 
cover a variety of treatment, training and preventive programs in both Institue: 
tional and community settings. Each chapter notes re lated work and suggests. 
further research. '79, 408 pp., 37 il., 31 tables, cloth-$29.75, paper-$2 2.75 us 


INTRODUCING NEUROPSYCHOLOGY: The Study of Brain and Mind by 
Stuart J. Dimond, Univ. College, Cardiff, Wales. How the mind and be ‘havior 
are related to the underlying machinery of the brain is the ¢ central conside: 
tion of this text. Initial chapters outline the status of neuropsychology amon 
the brain sciences, the methods used in this discipline, and fundamental br: 
systems. The effects of brain injury and disease, the deve lopment of the br: 
in relation to the mind, the split-brain condition in man, and other topics are 
also discussed in this section. Remaining chapters focus on the cerebral 
cortex, the infant brain, the normal brain, mechanisms and functions of th 
higher mental states, neurologic al processes in psychiatric illness, and ie 
nology for the control of the brain. 78, 236 pp. 12 i, 2 tables, $3275 — 
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BASIC PRINCIPLES OF LONG-TERM PATIENT CARE: Developing a 
Therapeutic Community by Charles H. Kramer and Jeannette R. Krame ; 
Family Institute of Chicago, Chicago. Physical, mental, socioeconomic a 
family problems are all considered in this authoritative treatise on the insti 
tional treatment of the chronically ill or disabled of every age. Many arcas of 
discipline have been called upon in this study, and treatment methods are 
a nea which ies Sea of buman resources vai believed to. be 











vhen the first tricyclic fails 
“As amitriptyline and desipramine represent 
. the extremes of the differences among the 
. tricyclics, many clinicians start treatment 

.. Wit one or the other and then follow with 
. the alternative drug if response to the first 
. was unsatisfactory.” 






when side effects are a problem 


_“Desipramine might be more appropriate for 
patients who are sensitive to anticholinergic 

. effects or in whom sedative action is not 

. desirable." * 


» when activity is important 
^ Desipramine seems ideally suited to use in 
-an active ambulatory patient population...” 


References: |. Hollister, LE. Treatment of depression with drugs, Ann. intern. Med. 89:78, 1978. 2. Blackwell, B. 
et ai: Anticholinergic activity of two tricyclic antidepressants, Am. J. Psychiatry 1357722, 1978. 3 Barnes, R. 1: 
Clinical depression: Double-blind study of cesipramine and amitriptyline in depressive neurosis, Scientific Exhibit, 
Southern Medical Convention, Miami, Fla., Nov. 16-19, 1975. 







en the first tricyclic fails 





use of this drug, Hyperpyeetic crises or severe convulsi 
















































indication: For relief of mental dépression. Contrait 
Do not use MAG inhibitors concomitantly or within 2 





may occur with such combinations, potentiation of 
tions can be serious or even fatal. When substitutin; 
{desipramine HCI) in. patients: receiving an MAO ‘inhi 
an interval of at least 14 days. fniti age in: 
should be low and increases-should be gradual a 
prescribed. The drug is ‘contraindicated following 1 
dial infarction and in patients with: wn hype 
tricyclic antidepressants. Warnings: Activatio 
occasionally bé observed is schizophrenic pati 
atropine-like effects and sympathomimetic pileta 
with the greatest care iri. patients: wi 
or urethral or ureteral spasm: Do not | 
lowing conditions unless the need ‘outweighs the 
coronary heart disease with EKG abnormal ities 
heart failure, angina pectoris,- paroxysmal: tachycardia 
active seizure disorder (may lower seizure threshold). This 
may block the action of the antihypertensive, suanethidi 
related adrenergic neuror-blocking. agents. Hyperte 
episodes have been. observed during surgery. The concurrent u 
of other central nervous. system drugs or alcohol may potenti 
adverse effects. Since many such drugs may be used d 
surgery, desipramine should be discontinued prior to el 
procedures. The potentiation resulting from excessive us 
alcohol may increase the danger inherent in à suicide atter 
overdosage. Caution. patients on the possibil ity of impaired 
ity to operate a motor vehicle or dangerous: machinary. D 
use in women who are or-may become pregnant, or n child 
under 12 years. of age, unless the clinical situation warrants t 
potential risk. Because cf increased. sensitivity to the drug, use 
lower than normal dosage in adolescent and geriatric. patients 
Precautions: Potentially suicidal patients require careful super. 
vision and protective “measures: during: therapy. Prescriptions 
should be limited to small quantities: Discontinuation. of the 
drug may be necessary in the presence of increased: agitati 
and anxiety shifting to hypomanic: or manic: excitement. 
pine-like effects may be more pronounced (e.g. paralylic ileus) 
susceptible patients and in those receiving anticholinergic dru 
{including antiparkinsonism agents). Prescribe’ cautiously | 
perthyroid patients and in those receiving thyroid medica 
transient cardiac arrhythmias have occurred in tare i 
Periodic blood and. liver studies should supplement 
clinical observations in ali patients: undergoing extended co 
of therapy. Adverse Reactions: The following have been reporte 
Nervous System: dizziness, drowsiness, insomnia, ead » 
disturbed visual accommodation, tremor, unsteadiness, fin 
paresthesias, changes in EEG patterns. epileptiform - Seizul 
mild extrapyramidal activity, falling and neuromuscular in 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation}, particularly in older patients and 
higher dosage, may require discontinuation-of the drug. G 
trointestinal Tract: anorexia, dryness: of the mouth; naus 
epigastric distress, constipation and diarrhea: Skin’ skin rash 
(including photosensitizatior), perspiration and flushing: ser 
tions. Liver: rare cases of transient jaundice (apparently: of an 
obstructive nature) and liver damage. If jaundice or abnormal. 
ties in liver function tests occur, discontinde the drug and in 
tigate. Blood Elements: bone-marrow depressit 
agranulocytosis, thrombocytopenia and: purpura. Af these. occ 
discontinue the drug, Transient eosinophilia Kas: been obsen 
Cardiovascular System: orthostatic ‘hypotension and tachy-. 
cardia. Carefully supervise patients requiring concomitant: vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary. frequency or retention and - 
impotence. Endocrine System: occasional. hormonal effects 
including gynecomastia, galactorrhea and breast enlargement 
and decreased libido and estrogenic effect. Sensitivi 
urticaria and rare instances of drug fever and cross-sensith 
with imipramine. Dosage: Aii patients except geriatric and 
lescent: 75 to 150 mg.day in divided doses or as single 
dose. Dosage may be increased up to 200. mg. dai 

and adolescent patients should usually be started 
dosage (25 to 50 mg. daily} and may not tolerate 
Dosage may be increased up to 100 mg. daily. 
nance dosages should be continued for.at lea: 
obtaining a satisfactory response. Therapy may 
divided doses or as a single daily dese, How Supplied 
capsules (pink), bottles of 100 and 1000. Also, 50m 
{maroon and pink), bottles of 100 and 1000. e 
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We ulh fi N Ve 
BUT IT ALMOST ALWAYS STANE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 
remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 

of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


~* a 
+ » 
"et 
E 
d 
wal, 
cx 
on 
ber 
zy 


Var, 


Ne 
M 


i3 
4 ` 2 +e 
Í +S oS 
PW 9 3 
» E- E 
42 a 
PE 
. - TE 
- Fe > 
ER < Ry CY; 
^ = 
MY 5 
"85 ae —_ 
»19 nig 
$ T 
^ -y 
v + 
> ei 
ELO" v 
ai 
E a 
7 " 
- MCN 
> 
» e 


>, ~ 
P4 


À 


For relief of insomnia, * 
sleep laboratory studies have proven 
Dalmane:" (flurazepamHCI/Roche) effective for 
Just one night and effective through at least 
28 consecutive nights of administration. 

Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 


appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane: (flurazepam HCl /Roche) 
effective for psychiatric patients with insomnia: 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fal! asleep, reduced 
the number of awakenings and increased total sleep time? 





WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANE« 
: flurazepam HCI / Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 


see next page for a summary of product information. 





DALMANE«e 
flurazepam HCl /Roche 


One 30-mg capsule h.s.— usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 


sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcoho! and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583. May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-Le Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupationsrequiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 
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congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein personsunder 
15 years of age. Though physical and 
psychological dependence have not been 
reoorted on recommended doses, use 
ceution in administering to addiction- 
prone individuals or those who might 
inzrease dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
w th other hypnotics or CNS depressants. 
Employ usua: precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, etaxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 

ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/derly or debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. : 





UCLA Extension 


The Department of Human Development presents 
a weekend symposium for professionals 


The 
Psychology 


of 







Self— 


Narcissism 


October 5-7, 1979 
7 at UCLA 
Special Guest: Heinz Kohut, MD 


Join noted psychotherapists for an in-depth look at the 
work of Heinz Kohut on the psychology of the self— 
embracing recent studies on the development and forms of 
narcissism. 









This symposium offers a comprehensive presentation and 
description of clinical techniques and demonstrates their 
direct applications in professional practice. Lectures, a case 
presentation, group discussions, and related workshops are 
included in the program. 






For further information call or write Ms. Hurst at 
(213) 825-6701, The Department of Human Development, 
UCLA Extension, 10995 Le Conte Avenue, Los Angeles, 












the. 








CA 90024. 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
* provide complete programming 





for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 


Out of State Free: (800) 531-5305. 


From Texas Free: (800) 252-5404 





SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 








California's 


PATTON 
HOSPITAL 


offers three challenging 
types of programs: 
psychiatric, develop- 
mental disability, 
mentally ill offender. 


PSYCHIATRISTS 


e $43,728—$44,964 

e MALPRACTICE COVERAGE — 
NO OFFICE EXPENSE 

* APPROVED CME CREDITS 

* OVER $10,000 IN BENEFITS 


SAN BERNARDINO 


a warm and beneficial climate near cultural 
centers and year-round outdoor recreation. 


STAN NIELSEN, Recruitment Manager 
744 P Street 
Sacramento, CA 95814 
(916) 322-1221 Collect 
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WHEN | 
DEPRESSION 
EXPRESSES 
ITSELF 


f IN EQUAN 


See (DOXEPIN HCl) 
ANTIDEPRESSANT 
mew. EFFECTIVENESS 
evening of the Name of life. with conveniert 


My energies ebbed, 


. my will to live decreased, Once -Q -day 


and | found myself retreating 


f ivities of lifi 
En VI hsocosoge 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 











See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. s 











EFFECTIVENESS 


(DOXEPIN HCI) 











CONVENIENT ONCE-A-DAY A.s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-o-day schedule without loss'of effec- . 
tiveness. Sinequan may also be given ona - . 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. ° 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 


PSULE 





generally affect the antihypertensive activity of 


guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ot 
served side effect. Dry mouth, blurred vision, consti- 


pation and urinary retention have been reported. 


EXTENDED RANGE 


"The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 


for flexibility in individualizing therapy. 





BRIF SUMMARY 

SINEQUAN* (doxepin HCl) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
and in patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
Qul, particularly in wider patients, Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCH) in patients with inter 
current illness or patients taking other medications should be carefully adjusted. This 1s 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in genatnc 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals heve shownno evidence of 
harm to the animai fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children undet 12 years of age is not recommended because 
safe conditions for its use have not been estabushed 

MAO Inhibitors: Serious side effects and even death have bees reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation of therapy with this drug, The exact 
iength of time may vary and is dependent upon the particular MAO nhibitor being used. the 
iength of time it has been administered and the dosage involved, 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or umntentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
thal possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcoho! may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy Prescriptions should be written for the smallest feasible amount, 

should increased symptoms of psychosis or shift to manic symptomatology occur. it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be consicered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, arc urinary retention have 
been reported. ff they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commoniy noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently repomed CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension anc tachycardia have been 
reported occasionally 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukcpenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects) 

Endocrine: Raised or lowered: libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration, 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatique, wea«ness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. l 


* 
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Dosage and Administration. For most patients with iliness of mild to moderate severity, 
starting dally dose of 75 mg is recommended. Dosage may subsequently be increased 
decreased at appropriate intervals and according to individual response. The usual optimu 
dose range is 75 mgiday to 150 mg/day. 

in more severely di patients higher doses may be required with subsequen: gradual increase 
300 mgiday if necessary. Additional therapeutic effect is rarely to be obtained by exceeding 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organ 
disease, lower doses may suffice. Some of {hese patients have been controlled on doses às Io 
as 25-50 mgiday 

The total daily dosage of SINEQUAN (doxepin HCH may be given on a divided or once-a-di 
dosage schedule, If the once-a-day schedule is employed the maximum recommended dose 
150 mg/day This dose may be given at bedtime. The 150 mg capsule strength is intended fi 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effe 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness. stupor, blurred vision, excessive dryness of mouth. l 

2. Sevete: Respiratory depression, hypotension, coma. convulsions, carckac arrhythmias ar 
tachycardias. 

Also: urinary retention (bladder atony}, decreased gastrointestinal motiity (paralytic ileus 
hyperthermia tor hypothermia), hypertension, dilated pupils, hyperactive raflexes. 

B. Management and Treatment 

1. Mid: Observation and supportive therapy is all that is usually necessary 

2. Severe; Medical management of severe SINEQUAN overdosage comsists of aggressiy 

supportive therapy. H the patient is conscious, gastric lavage, with appropriate precautions | 
prevent pulmonary aspiration, should be performed even though SINE QUAN is rapidly absorbe 
The use of activated charcoal has been recommended, as has been continuous gastric iavag 
with saline for 24 hours or more, An adequate airway should be established 1 comatose patient 
and assisted ventilation used if necessary EKG monitoring may be requised for several day 
since relapse alter apparent recovery has been reported. Arrhythmias should be treated with fh 
appropriate antiarrhythmic agent It has been reported that many of the carciovascular and CN 
symptoms of tucyche antidepressant poisoning in adults may be reversed by the slow intr 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine : 
rapidly metabolized. the dosage should be repeated as required. Convulsions may respond t 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depre: 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosag 
due to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to: 10 mg, 75 mi 
and 100 mg doxepin: bottles of 109, 1000, and unit-dose packages of 100 CO x 10's}. 25 mgan 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 10C (10 x 10's). 150m 
doxepin: battles of 50, 500, and unit-dose packages of 100 (10 x 103). SINEQUAN Or: 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying dropper calibrate 
at 5 mg. 10 mg, 15 mg, 20 mg, and 25 mg. Each mi contains doxepin HC! equivalent to 10m 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted wit 
approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit, tomato, prune c 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number c 
carbonated beverages. For those patients requiring antidepressant therapy who afe o 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixe 
together with Gatorade®, lemonade, orange iuice. sugar water, Tang®, or water: but not wit 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request. 
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He has 
five years 
to fight for 

your life 
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He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fichting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
American Heart Association $) 


WE'RE FIGHTING FOR YOUR LIFE 





Lithobid . `. 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and can occur at : 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 






indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including Salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease -tolerance; in such cases, 
administer supplemental fluid and salt. à 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at Serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular—tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal— anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ta and T4. 1131 uptake may be elevated; 
EEG Changes—diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEg/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels shouid 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514” in red, 
are supplied in bottles of 100 and 1000. 


® 
A ROWELL ORTONE Sez, 
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Do lithium 
dosage 
schedules 
keep your 
patients 
goíng around 
ín círcles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventíonal 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


® 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 





Before ihing or administering, see Sandoz literature for full prod- 
uct aeration The following is a brief summary. 
Contraindications: Severe central nervous- system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme Uegree. 

Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
tó phenothiazines. Phenothiazines are capable of potentiating central 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
as well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy, admin- 
ister only when the potential benefits exceed the possible risks to 
mother and fetus. 

Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage Jimits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should de used only in severe neuropsychiatric conditions. 
Adverse Reactions: Centra/ Nervous System—Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, zn psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin—Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular m—ECG changes (see Cardiovascular Effects 
below). Other—Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions—Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity—Jaundice, bili- 
ary stasis. Cardiovascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients spi x i ee perdues electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as precictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome may not develop if medication is stopped at that time. £n- 
docrine Disturbances— Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy 
tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
ciüding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 
conjunctiva and/or accompanied by discoloration of exposed 
scleraand cornea; stellate or irregular opacities of anterior lens 
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Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
Causes minimal akathisia or 
other extrapyramidal symptoms. 
= Mellaril (thioridazine) is contra- 

| — indicated in patients with hyper- 
tensive or hypotensive heart disease of extreme 
degree. 

Effectiveness plus infrequent side effects — that's 
the kind of kindness the physician likes to see in a 
major tranquilizer! 
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Presidential Address: The Future of Psychiatry as a Scientific and 
Humanitarian Discipline in a Changing World 


BY JULES H. MASSERMAN, M.D. 


I WISH THAT I were better qualified to fulfill the prom- 
ise ci an address entitled ''The Future of Psychiatry as 
a Sc entiñc and Humanitarian Discipline in a Changing 
Word.” As but one instance of my ineptitude as a 
prorhet, I stated nearly a decade ago in a quasi-auto- 
biog-aphical volume called A Psychiatric Odyssey (1) 
that I intended to retire from all APA duties in favor of 
younger and more able colleagues. To confound that 
prognostication, you have since entrusted me with fur- 
ther opportunities to serve as Trustee, Secretary, 
Vice-President, and this past year as your President. 
Let me, then, in the tradition of these addresses, brief- 
ly retrace my path to this honored podium. For just a 
moment I shall be una»ashedly retrospective but I 
hope empathetic with the scientific and humanistic 
concerns we share. 

As noted in the Odyssey, my philosophically minded 
father counseled an unremitting search for eternal ver- 
ities while my mother personified a dedication to a 
life of selfless service—neither of which parental ex- 
amples I have adequately fulfilled. Economic necessi- 
ty led me to the choice of a municipal medical school, 
where deplorable training left me with a lifetime need 
‘for improved professional knowledge. A challenging 
internship, a residency in neurology at Stanford, and 
my later research in cerebrospinal hydrodynamics and 
neurophysiology increased my knowledge of the cen- 
tral rervous system but cid not explain its functions as 
modified by genetic variations and engrammed experi- 
ences. Fortunately, three inspiring years in “‘in- 
“tegrative psychobiology'' under Adolf Meyer at Johns 
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Hopkins University Medical School helped reveal to 
me the rich interplay of individual and cultural as well 
as genetic and physiological factors in both normal and 
deviant human conduct; translated clinically, tradi- 
tional classifications of personality types and mental 
diseases thus appeared to me to OTSA Aud 
prognosticallv, and therapeutically inadequate y 

Concurrent schooling in animal behavior under 
Horsely Gantt, who had trained with Pavlov, led me to 
further research at the University of Chicago and . 
Northwestern University on experimentally induced 
neuroses and psychoses, with the derivation of five so- 
called “‘biodynamic principles" (3). Briefly stated, 
these held that behavior 1) was motivated by.physio- 
logical needs. 2) was contingent on both internal and 
external circumstances, 3) was versatile in relation to 
individual coping capacities, but 4) deviated under 
press of apprehended conflict or uncertainty into what 
appeared to be abnormal “‘neurotic’’ and “‘psychotic’’ 
patterns, which 5) could then be ameliorated by reso- 
lution of the physiological, environmental, inter- 
organismic, or other adverse etiological stresses that 
precipitated the aberrant behavior. 

Although these inferences were prematurely consid- 
ered by some to be the basis for a new "'school of 
biodynamics'' (4), they really did not fulfill Maimon- 
ides’ criteria for a ‘‘Compleat Guide for the Per- 
plexed’’ (5). I therefore secured further training at the 
Chicago Psychoanalytic Institute, with a personal 
analysis by the ebulliently dynamic yet ever-question- 
ing Franz Alexander. This tutelage imbued me with a 
deeper understanding of the individualized yearnings, 
values, imaginings, strivings, and relationships among 
human beings, always countered by an Alexandrian 
wariness of cant and dogma (5-8; see also volumes 1- 
21 of my series Science and Psychoanalysis). Perhaps 
regrettably, I epitomized such cautions in a presiden- 
tial address to the Illinois Psychiatric Society on the 
"Psychoanalytic Formula for an Ingrown Toenail’’—a 
pseudopsychosomatic parody that amused some of my 
colleagues, infuriated others, and has haunted me ever 
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since (9; pp. 474-475). Yet there remained in me the 
restless need—a need most of us have experienced — 
to seek ever more comprehensive integrations of phys- 
ical, psychological, and sociological vectors :n human 
behavior (10-12), a seeking pedagogically enzouraged 
by my perceptive and intelligent wife, Christine. 


PSYCHIATRIC HEURISTICS 


As one approach, tliere seemed to be profcund phil- 
ological insight in the seemingly simple phrase ‘‘men- 
tal health.” If, in accord with the semantic analysis of 
Ludwig Wittgenstein (13, 14) or the pragmatic utilitari- 
anism of Louis Carnap, the term ‘‘mind’’ (the nominal 
referent of ‘‘mental’’) were to be used as a function— 
that is, as a verb rather.than as a panchrestic noun (15, 
16)—three clarifying meanings become apparent. 
First, we mind reality through somatically controlled 
CNS sensations and perceptions; second, we remind 
ourselves of character-forming experiences ‘ex perio, 
those which pierce through and are thereby -etained), 
and third, we mind, in the sense of obey, our ambient 
social customs. Therefore, organic, experiential, and 
cultura are inextricably combined in deter- 
mint both normal and socially deviant behzvior. Sig- 
nificantly, the second term ''health" has the same 
three connotations: from the Anglo-Saxon roots hal or 
hol, we derive the first ‘‘hale’’ for physical well-being; 
second, ''hail," "hello, "heil!" for friendly greeting 
and acceptance; and from hol, ‘‘wholesome’’ and 
"holy" for philosophical accord. 

As expressed in the epistemological wisdom of the 
very language we use, then, man's ultimate (or, histor- 
ically, his ‘‘Ur’’-) seekings are basically three (9, pp. 
467-481): first, for physical stamina, longevity, and re- 
tained skills to cope with the external milieu; second, 
for interpersonal alliances to enhance social security 
(here, not only verbal but also tactile, visual, musical, 
and other esthetic communications are essential); and 
third, more subtly, for a system of values aad mystic 
beliefs to provide metapsychological serenity. 

Correspondingly, when these Ur-needs are threat- 
ened, our fellow beings appeal to us to relieve their 
corresponding Ur-anxieties: first, as trusted physi- 
cians, to restore suspected bodily dysfunctions; sec- 
ond, as surrogate friends, when their social relation- 
ships appear to be failing; and third, as wise and empa- 
thetic mentors from whom. they can regain comfort 
and tranquility. ` 

True, all such formulae partake of a Doppler effect: 
they approach usefulness with a temporarily impres- 
sive crescendo and then fade away, to be replaced by 
some antithetical dialectic, which then departs in its 
Hegelian turn. Sic transit gloria theori. Nevertheless, 
the above brief review of man’s physical, social, and 
existential aspirations (or, if you will, his wishful illu- 
sions and delusions) may serve as a template into 
which we may partially fit the past, present, and future 
of APA. 
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THE PAST AND PRESENT OF APA * 


Internally, our functions have evolved to corré- 
spond so closely with the triple needs of those we, 
serve that both can again be considered under the 
same parameters of physical, social, and cultura!, as 
follows: 


Need 1: Physical 


Under this rubric may be cited our promotion cf re- 
search into the genetic, somatic, neurophysiological, 
and pharmacological factors in behavior disorders and 
our regional and annual scientific sessions designed to 
inform ourselves, our.professional colleagues, and the 
public as to our remarkable progress in these fields. 


Need 2: Organizational 


Ever since the founding of this Association we nave 
sought collaborative effort, again less in our own inter- 
ests than for public service. The Airlie House and Key 
conferences and the deliberations of the Joint Consti- 
tutional Commission, regardless of the recent referen- 
dum, have all contributed to our solidarity. This soli- 
darity has been especially noteworthy recently among 
the Assembly, the Board of Trustees, the district 
branches, and the membership. Parenthetically, since 
we have now passed the Joint Constitutional Commis- 
sion hurdles, I can cite a commentary on the Roman 
government written nearly 2,000 years ago by Petroni- 
us Arbiter. It translates as follows: "It seems that 
every time we began functioning reasonably, someone 
would propose that we should be completely reorgan- 
ized. A wonderful method . . . for creating an illusion 
of progress while producing confusion and in- 
efficiency." Petronius Arbiter was ordered to commit 
suicide. l 

Further to promote our internal efficiency I have 
constituted an ad hoc component, under the able 
chairmanship of President-Elect Donald Langsley, to 
reorganize our 90-odd councils, committees, and task 
forces, inciuding those on psychiatry and law ard on 
third-party payment, for greater economy and produc- 
tivity. Our Commission on Government Relations, 
chaired by Robert Campbell and with the sage guid- 
ance of Jay Cutler, is enlightening legislators regarding 
the need for more adequate provisions for. mental 
health care. Our Commission on Judicial Actior, co- 
chaired by the ever-vigilant Alan Stone and Loren 
Roth and with the erudite counsel of Joel Klein, is edu- 
cating attorneys and jurists as to how best to apply the” - 
laws we have to the primary preventive and secondary 
therapy of behavior disorders, with provision for ter- 
tiary institutional care for those in need of it. Through 
alliances with communications media, our proper stat- 
us as medical as well as psychological and social scien- 
tists is also being enhanced by our Commissicn on 
Public Affairs, chaired by Shervert Frazier and with 
staff assistance from Ronald McMillen. To quote Mrs.* 
Rosalynn Carter, who will grace our 1979 meeting with 
an address, ''Until we break the self-feeding cycle of 
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fear. digcrimination, and lack of understanding [of the 
emotionally all] our efforts to improve our quality of 
car? for all who need it will be in vain” (from a report 
before a Senate committee). I have recommended that 
the Commission seek the advice of staff and other ex- 
perts as to the best ways to improve our public rela- 
tions and possibly also, as suggested by Stanley Dean, 
to sponsor a bimonthly APA magazine that would in- 
terest and educate the public in mental health. How- 
ever, we should be as wary of participating in national 
surveys that might increase transient antipsychiatric 
prejudices as we should be of publicized referenda on 
scientific issues; both had better be studied by quiet, 
objective research before action is taken. Fortunately, 
recent AMA polls show that physicians are still trusted 
above all other professions, and it is as physicians 
rather than in alien roles that we shall merit public con- 
fidence. 


Need 2: External and Social 


Jam happy to report that during the past year APA 
has collaborated closely with the AMA and various 
specialty societies to our mutual legislative, juristic, 
and public service advantage (incidentally acknowl- 
edged by an undeserved but much appreciated AMA 
Leadership Award to myself). With regard to our rela- 
tions with other mental health professionals, I have ad- 
dressed meetings of psychologists, social workers, 
nurses, and others in sincere attempts to promote in- 
terdisciplinary rapport without ever negating the 
unicue and indispensable qualifications of psychia- 
trists for the thorough diagnosis, valid prognosis, and 
comprehensive therapy of behavior disorders. I am 
happy to report that this position was recently con- 
firmed explicitly by Federal Judge D. Dortsch Warri- 
ner of Virginia in language corresponding to deposi- 
tions submitted by Dr. Langsley and myself. In implicit 
accord with us, Dr. Nicholas Cummings, president of 
the American Psychological Association, bas accepted 
appointment as consultant to our Commission on Psy- 
chiatric Therapies. 


Need 3 


As to the third human proclivity for the arcane and 
occult, there is also a growing interest among us in 
wha: we call metapsychiatry (17), reflecting parallel 
preoccupations among the general public with esoteric 
faiths and transcendental seekings for the ultimate. 

Tragically, as was the case in Jonestown, such beliefs 
"may become self-immolating. Nevertheless, even in 
subruclear physics an ineffable particle termed the 
“charmed quark' seems to play a mysterious but 
powerful role in cosmic events. 
I shall not here categorize other organizational func- 
tions of APA; I have reviewed them with you on pre- 
. Vious occasions, and Secretary Keith Brodie, Treasur- 
er Charles Wilkinson, and Assembly Speaker Robert 
` Campbell—all of whom have served us with wisdom 
and dedication—have prepared detailed accounts for 
your information. And I hardly need add that our Med- 
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ical Director. Melvin Sabshin, his Deputv Directors, 
Drs. Hammersley, Robinowitz, Spurlock, Work, and 
White and their staff, especial the ever-capable 
Kathleen Bryan, Carol Davis, and Jeanne Robb, have 
advised us well. A new Division of Membership Serv- 
ices has been instituted, and the staff is working, with 
my endorsement, on Lester Grinspoon's proposal for 
a Division of Psychiatric Research to promote, mon- 
itor, and document progress in this field. Other recom- 
mendations have been implemented superbly. 


THE UNITY OF HUMAN NEEDS: THE MEDICAL 
MODEL 


Here the template of our triune functions that has 
served tangentially thus far becomes more obviously 
inadequate. Linguistically, I have had to speak in 
strings of words, whereas man's intersystemic phys- 
ical, social, and philosophical (Ur-) values and their 
seekings or frustrations are inseparable. We may 
therefore now consider them together under the em- 
bracing concept of the *‘medical model" or ''social 
psychiatry” as inclusive organons. Contemplate but 
one such possible topological interpe Omwf phys- 
ical, interpersonal, and cultural relationships of behav- 
lor. 

An intracellular defect in the Islets of Langerhans at 
the genetic-metabolic level may cause a husband to be 
diabetic at the organic level, impotent at the neurohor- 
monal level, and depressed, suspicious, and sexually 
demanding at the psychological level. The wife at the 
familial level may seek satisfactions elsewhere, result- 
ing, at the juristic level, in divorce, child custody con- 
tentions, and, depending on the cultural-transactional 
milieu, the husband's homicidal revenge on the wife's 
lover. Were these subcellular to cosmic sequences to 
occur among religiously, socially, or militarily pow- 
erful personages (e.g., Phillip of Macedon, King Saul, 
Peter the Hermit, Henry VID, escalations of conflict 
could devastate the well-being and reinitiate analogous 
vicious cycles in others seemingly far removed from 
the initial ‘“‘insular’’ [sic] defect. Indeed, since all psy- 
chiatric issues have social connotations, it may be well 
to avoid too great a fragmentation of our field into bio- 
logical, child, analytic, behavioral, administrative, cul- 
tural, or other discrete subspecialties. We would, 
then, return to the embracing concept of the medical 
(i.e., social psychiatric) model. 


The Medical Model 


Two and a half millenia ago Hippocrates of Cos, 
whose eloquent oath we took, held that, contrarv to 
the exclusively organic teachings of the school of 
Knidos, no physician, however adept in detecting bod- 
ily dysfunctions, could provide adequate treatment or 
predict its outcome without knowing the patient's 
characteristic motivations and values, weaknesses and 
strengths, interpersonal relations, and even the pa- 
tient’s unique goals in his or her social, cultural, and 
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religious milieu. In chapter 1 of his Precepts, Hippoc- 
rates attributed human illnesses not only to organic 
causes but ‘‘to excessive indulgences or repressions of 
the appetites . . . disappointments in love or war, sus- 
tained tensions in the race for fame and fortune... 
and fear and superstitions.” And in chapter 6 he 
wrote, ''Only where there is love of man is there love 
of the art of medicine. ... [All medicines mediate] 
confidence in the goodness of the physician” (18). 
Agreeing with Hippocrates, in Plato's Symposium the 
physician Erizymachus states, ‘‘The act of medicine 

. . consists of the knowledge of the desires [as well as 
the] functions of the body, and how to satisfy them or 
not.” As psychiatrists we can unequivocally proclaim 
our adherence to this medical model (19-21)—one 
that, instead of being a polemic shibboleth, in- 
dissolubly combines our empathetic humanitarian con- 
cerns with the extensive knowledge and iatric skills es- 
sential to comprehensive diagnosis and adequate ther- 
apy. 

However, this also raises the issue of some of our 
current clinical limitations. As are other physicians, 
we too shall eventually be judged not by our claims to 
hidden insights, but by the validity of our psychiatric 
diagnoses; curacy of our prognoses, and the ef- 
fectiVeness of our therapies. Let us consider each 
briefly. 

Diagnosis. Two and a third centuries ago, Carl von 
Linne (1707-1778) in his Systema Naturae (22, 23) pro- 
posed a schema for identifying plants by binomial 
terms indicating genus and species. A century later, 
Auguste Comte (1798-1875) in his Cours de Philoso- 
phie Positive (24), held that such classifications, while 
temporarily useful to botanists, represented only a tax- 
onomic way point as various sciences progressed from 
primal mysticism to what we would now call systems 
dynamics; certainly, no simple nosology covíid be heu- 
ristically applied to the variations and vicissitudes of 
human behavior (25-27; see also the Janua-y 1979 is- 
sue of Behavioral Science). Instead, Comte propound- 
ed a new organon he called *''Psychologic Sociology" 
to encompass the almost infinite contingencies in the 
conduct of men and women with differing rroclivities 
and in differing environments, times, and cultures. Un- 
fortunately. in our own field Falret, Kahlbaum, 
Kraepelin, and even Bleuler (20, 21, 28, 29) maintained 
their attempts to apply Linnaean binomes to stereo- 
typed deviations in behavior that they called *' mental 
diseases''——a conceptual inertia that William F. Og- 
burn (30), Morris Cohen (31), and others heve termed 
"cultural lag” in human thought. Adolf Mever, one of 
our greatest APA Presidents (1927-1928), quietly in- 
sisted that in psychiatry we deal not with truly specific 
or separable afflictions but with complexly inter- 
related and variously effective or ineffective ways in 
which patients utilize their energies, or, as Meyer 
termed them, their ‘‘ergasias’’ (from Greek, ergon, ef- 
fort), in protean ways to adapt to a stressful universe 
(2). Nevertheless, despite similar caveats by Pinel, Es- 
quirol, Freud (25), the Menningers (32, 33), Roy Grin- 
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ker (presentations at Mt. Sinai Hospital, d May 
26, 1978), and thoughtful others past and.presént (34), 
our current manuals almost never fulfill the essential 
purposes of a truly adequate dia-gnosis (Greek, thor-, 
ough knowledge)—that is, range and persistenc2 of 
symptomatology, prognostic probability, and specific 
indications for therapy. Parenthetically, with regard to 
the retention of culture-bound concepts as confirmed 
by concurrent assent, we may recall the Dominican 
monks Sprenger and Kramer's Malleus Maleficarum, 
a diagnostic manual widely tested and acclaimed for 
centuries and used for the detection, classifica-ion, 
and treatment or execution of millions of alleged 
witches and wizards. Johannes Weier (1515-1588), 
Reginald Scott, Duns Scotus, and other courageous 
critics of the Witches' Hammer were subjected to ca- 
lumny, and some to autos da fé (9). Significant for our 
own exorcist times, the Malleus Maleficarum, slightly 
amended and with an accompanying glossary, was re- 
cently translated by the Rev. Montagu Summers (35), 
with commendations as to its modern usefulness 

Commendably, Robert Spitzer's Task Force on 
DSM-III has departed from ICD-9 —itself significantly 
titled a system of classifications and statistics rather 
than diagnosis—by appending to nosology consid- 
erations of organicity, personality, current stress. and 
recent decompensation (although the last two so- 
called "axes" may now be omitted for purposes of 
confidentiality). To these considerations could well be 
added adverse prognostic limitations such as genetic 
defects, drug sensitivities, toxic-pathological im pair- 
ments, or excessive vulnerabilities to physical or 2mo- 
tional traumata. These may be countered favorably by 
high intelligence, diverse talents, versatile adaptive ca- 
pacities, a supportive milieu, and other favorable con- 
siderations. And were it also acknowledged that 2very 
person, depending on contingencies, can manifest 
every conceivable combination of '*e-motional"' (i.e., 
externally moving) reactions, the intensity and dura- 
tion of which depend on his or her current modes of 
coping with interal, somatic, external, physical, and 
especially sociocultural stresses (36) —then we would 
have a truly diagnostic organon that actually corre- 
sponds with our clinical evaluations and therapeutic 
practices (37, 38). This would also clarify our commu- 
nications with our patients and colleagues as wall as 
our explanations to legislators and jurists and vvould 
make available still confidential, but more mean:ngful 
and better accepted, reports to third-party paye:s. In 
accordance with the above and with numerous com-* 
munications from the membership regarding the reten- 
tion of the class of neuroses and other diagnostic des- 
ignations, I have appointed an ad hoc comnittee 
chaired by Keith Brodie to submit modifications of 
DSM-III to Dr. Spitzer's task force which, together 
with those from the Assembly and my own stgges- 
tions, will be included in its final version. 

Therapies. Obviously, only such comprehensive di-' 
agnostic surveys can lead to individualized combina- 
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for eac) patient. But here, too, our field is so fractured 
by a ple:hofa of claims and counterclaims by both 
qualified and untrained practitioners as to theories, 
*techniques, and results (39; see also volumes 5-18 of 
my series Current Psychiatric Therapies) that the pub- 
lic has become confused, disillusioned, and increas- 
ingly critical. During the last 20 years I have surveyed 
over 100 proposed modes of treatment, ranging from 
the ratioral to the bizarre, and have attempted to cull 
out their potentially therapeutic versus their possibly 
adverse influences. In briefest summary, the favorable 
or urfaverable dynamics, alliteratively marshaled un- 
der seven Rs, appear to be (40): 

1. The reputation of the therapist, whether merited 
or illasory. 

2. The establishment of a transferential rapport, ei- 
ther productive or seductive. 

3. The relief of physical and environmental stress, 
whether rational or escapist. 

4. A review of life patterns, individualized or pre- 
supposed. 

5. Reeducation, helpfully illuminating or construc- 
tively authoritarian, leading to 

6. Reorientations to sociocultural realities, either 
adaptive or retrogressive, but often requiring 

7. Recycling of the above sequences when neces- 
sary. 

However, the Commission on Psychiatric Thera- 
pies, which I appointed and is chaired by Judd Mar- 
mor, may soon transcend these initial inferences and 
produce an official APA guide that will distinguish ra- 
tiona. and effective from dubious, invalid, and un- 
necessarily costly treatments for various behavior dis- 
orders. There will be no intent to inhibit originality and 
therapy research: we trust that the Commission's re- 
port will be as objective and informative as is the 
AMA's handbook on Drug Evaluations (41) in its field. 
Even more to be hoped for, the survey of childhood 
therapies may also indicate modes of preventing be- 
havior disorders by controlling insofar as practicable 
the physical (Ur-D, sociocultural (Ur-ID, and meta- 
psychological (Ur-III) roots of later deviant conduct. 

I can, then, best summarize this section on our sci- 
entific endeavors by restating the theme of Isaac Ray's 
Presidential Address 120 years ago, and echoed by 
many other of my perceptive predecessors. In effect, 
primarily by making our diagnostic evaluations more 
comprehensive and meaningful, our prognoses there- 


eby more valid and our therapies more rational and ef- 


fective, we shall be ever worthy of public confidence, 
and thereby ever more influential with legislators, ju- 
rists, and social agencies in our endeavors to benefit 
the one-tenth of the population who will at some time 
in ther lives seek our help. 


INTERNATIONAL 


As to our humanitarian role on the world scene, I 
shall mention only that our communications with So- 
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viet psychiatrists and, in emergencies, our urgent ca- 
bles to President Brezhnev and to the Soviet Supreme 
Court have had salutary effects in protecting Russian 
dissidents or at least ameliorating their sentences. In 
the Middle East, my initial efforts a year ago have 
eventuated in plans for a meeting of Israeli and Egyp- 
tian psychiatrists in Cyprus and later in both Tef Aviv 
and Cairo. President-Elect Stone has reported the 
Good Samaritan mission to South Africa by Dr. Spur- 
lock, Dr. Pinderhughes, and himself. During an official 
visit in China, I was also fortunate in establishing pro- 
fessional and personal communications between the 
APA and our colleagues in that country, in inviting 
leading Chinese psychiatrists, now our welcome 
guests, to visit clinical and research facilities in the 
United States as scheduled by Dr. David Ratnavale 
and others, and in arranging for reciprocal visits for 
many of us to China. Meanwhile, Dr. Sabshin and I 
have maintained an extensive worldwide correspon- 
dence, and Drs. Frazier, Weinberg, Freedman, and I 
have continued our collaboration with the World Psy- 
chiatric Association for the promotion of human rights 
and dignity everywhere in a world still intellectually, 


emotionally, and politically in turmoil Gr 


PLANNING FOR THE FUTURE 


Thus far I have discussed our current activities and 
immediate hopes; but what of the more extended out- 
look? Unfortunately, two and a half millennia after 
Belshazzar's feast, we may again have to heed the om- 
inous Assyrian warning: Mene, mene, tekel, upharsin, 
recorded in the Book of Daniel (5:25-29). As prognos- 
ticators interpret the current handwriting on our still 
too festive walls, we must anticipate adverse ecologi- 
cal, economic, cultural, and political developments in 
our own rapidly changing world. Among them will be 
problems of environmental pollution, mushrooming 
technologies with attendant failures, shortages of food 
and energy, population explosions and urban implo- 
sions, unstable families, inadequate child care with 
consequent juvenile delinquency, increased drug 
abuse and adult crime, anti-intellectua] movements, 
escapist cultisms and religious fanaticisms, and a 
growing cohort of the aged in need of occupation, re- 
spect, and support. Even were zero population growth 
of 1.6 births per family attainable by the vear 2000, 
persons over 65 would constitute one-sixth of the 
world's six billion population (47). Phillip Hauser adds 
displosion (i.e., increasing ethnic heterogeneity) and 
technoplosion (industrial and communication over- 
load). Writes Professor Hauser: 


The world outlook for at least the remainder of this cen- 
tury is a gloomy one. . . . There is likely to be more, not 
less social unrest, greater, not lesser political instability. 
(To be) optimistic requires either extreme religious faith in 
divine guidance, extraordinary confidence in the abilitv of 
science and engineering — physical and social—to come up 
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with effective solutions, or complete naivete and in- 
Bocence which precludes an understanding of the situa- 
tion (48). 


On the global scene there will be political restless- 
ness and terrorism, superpower rivalries, nuclear pro- 
liferation, and the ever-threatening shadow of a world 
holocaust. All of these will have major implications 
with regard to the incidence and severity of persistent 
uncertainties (12) and dolorous obsessions, depressive 
and paranoid reactions, and impulsively irrational be- 
havior on individual, group, national, and terrestrial 
scales from which we cannot remain isolated. 

As I indicated, many of our thoughts and functions 
have been alerted to these and other eventualities, and 
this 132nd annual meeting of our Association was in 
part planned to help prepare for them. With the in- 
valuable collaboration of Allan Beigel's program com- 
mittee, I therefore invited world authorities to inform 
us of developments that will directly or indirectly af- 
fect our professional perspectives. Professor Jose Del- 
gado of Spain and many of our own members (49-53) 
will anticipate advances in genetics, neurophysiology, 
computer diagnostics, and therapeutic modalities. Pro- 
fessor#hillip Hauser of the University of Chicago (54) 
will predict our human environment, President Robert 
Strotz of Northwestern University will augur our eco- 
nomics, the Rev. Jesse Jackson of People United to 
Save Humanity will prognosticate our race relations, 
Senator Abraham Ribicoff will anticipate mental 
health insurance, and Peter Bourne may envisage fur- 
ther vicissitudes of public service. Regrettably, author 
Hazel Henderson, President Hannah Gray of the Uni- 
versity of Chicago, Patricia Darien of the State Depart- 
ment, and other outstanding women declined our in- 
vitations to discuss the increasingly important roles of 
their sex in literature, education, industry, and states- 
manship. However, through the good offices of Alan 
Stone, Archibald Cox will discuss the horizons of ju- 
risprudence, and our quondam congressional friend 
Paul Rogers may forecast political movements that 
will affect all of us. Finally, Dr. Robert Jastrow, fa- 
mous cosmologist of the National Aeronautic and 
Space Administration's Goddard Institute of Space 
Studies, will give us his views of the instantaneous 
creation and ultimate fate of our universe which, to 
complete the wondrous cycle, would not be altogether 
incompatible with those of John Cardinal Cody, who 
initially blessed these scientific sessions. Writes Dr. 
Jastrow in God and the Astronomers (55, p. 116), 
‘The scientist has scaled the mountains of ignorance; 
he is about to conquer the highest peak; as he pulls 
himself over the final rock, he is greeted by a band of 
theologians who have been sitting there for cen- 
turies.” 

To consider more immediate projections, I have also 
appointed an ad hoc long-range planning component of 
highly qualified Fellows and Members, including rep- 
resentatives of minorities, who, with special consul- 
tants, will consider how best to meet impending devel- 
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opments in accord with the scientific and humghi aria 
objectives eloquently stated in our Constitution 


Some Predictions 


All extrapolations by mere mortals from the Das 
and present must be tentative; the following p-edic 
tions, however, seem tenable: 

Research. New chemical, microelectronic, adio» 
logical, and computer techniques will reveal hi hert 
unsuspected neurophysiological and somatic zorre 
lates of behavior disorders, leading to more rationas 
and specific medications. 

Diagnosis. There will be greater recognition of the 
multifactorial physical, social, and metapsychologica 
determinants of human behavior—its variatiorS, Vi- 
cissitudes, and contingent aberrations. Our cmrrens 
Linnaean-Kraepelinian classifications of putative men- 
tal diseases will therefore be transcended by nulti- 
vectorial systems of diagnosis not only of each pa- 
tient's pathophysiology, but also of his unique experi- 
ences, current difficulties, and latent capezcities 
relevant to his adaptation to a receptive milieu. 

Therapeutic. Correspondingly, the therapy of the fu- 
ture, whether dyadic, group, or institutional, w l| use 
the broad physical, sociocultural, and ethical omenta- 
tions and versatile skills of psychiatrists who, Ey col- 
laborating with and coordinating the contributions of 
psychologists, social workers, nurses, sociolegists, 
economists, pastors, and other allied professionals, 
will provide optimum care for the 30 million Ameri- 
cans who, sometime in their lives, will appeal to us for 
aid in problems of living. 

If, then, I may be permitted a reflective sailor’: anal- 
ogy, this convention on the Scientific and Humaaitari- 
an Future of Psychiatry may be compared to a rzvolv- 
ing beacon on a ship sailing a darkening sea. In its rear- 
ward beam it reveals where we have been, in its 
rotation it fixes the ship's current position, anc in its 
forward sweep it illumes regions yet to be propiticusly 
navigated (56, 57). 

But now that the time has come, how shall I ead? In 
musical idiom: by repeating themes unnecessar lv, as 
would Tchaikovsky? Or with a bit of terminal grandi- 
loquence, in the style of Grieg? Or with a muted Mo- 
zartian modulation? I prefer the latter. Instead cf a re- 
sounding peroration, I shall again offer only my quiet 
appreciation of the confidence and trust you hawe ac- 
corded me. From my long friendships with tho:e you 
have continued in office, I know that I leave ycur fu- 
ture in highly capable minds and hands, even ir these 
troubled times. But I shall not again prophesy my own 
retirement; instead, if you wish, I too shall continue to 
serve APA as long as kind providence permits. 

Once more with my heartfelt thanks, Selah. 
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BY ALAN A. STONE, M.D. 


PRESIDENT MASSERMAN has chosen as his theme for 
the annual meeting ‘‘the future, and I wculd like to 
offer you some of my own thoughts about th2 future of 
psychiatry. Tke philosopher Hegel wrote that the owl 
of Minerva only spreads its wings at dusk. Only at the 
end of one epoch can wisdom grasp what has hap- 
pened and glimpse something of what will happen in 
the epoch to follow. I believe we are at that point. For 
the past decade an epoch has been ending in American 
psychiatry, and a new one has already begun. 

During the epoch that has passed, psycniatry, like 
Icarus, rose to the sun, was scorched, and =l into the 
sea. But, unlike Icarus, we did not perish: we have 
learned how to swim. The genius, the Daedalus, who 
gave American psychiatry its wings was, in my opin- 
ion, Sigmund Fréud. The power of the Frev dian vision 
of mankind transformed the 20th-century mind in its 
"everyday" conception of the human situation. The 
palpable power of Freud’s ideas elevated our profes- 
sion. Ironically, even those of us who loudly repu- 
diated his ideas were raised on his shoulders. Freud 
showed that there were mysteries to the human situa- 
tion, and our profession was credited with understand- 
ing those mysteries. Buoyed by Freud's genius, enjoy- 
ing a very special status, we struck out in all direc- 
tions. Those were halcyon days, when one of our 
presidents could proudly announce, *'The world is our 
catchment area." Our expertise seeme- limitless. 
Those were the days when we were, by rigat, the cap- 
tain of the team, and our colleagues in psychology, so- 
cial work, and nursing looked to us for leadership. 
Those were the days of high status, whick we can re- 
member, but we must earn the future. 

Some of you, perhaps most of you, may disagree 
with the importance I give to Freud's role in the his- 
tory of American psychiatry; there are other, more sig- 
nificant even:s, you might say. Perhaps - do have a 
tendency to give too much weight to the role of ideas 
in history, and I consider Freud the on: y authentic 
genius psychiatry has ever known, the only psychia- 
trist whose place in history is secure. But the Freudian 
mystique is not enough to sustain psychiatry, as the 
passing of the Freudian epoch makes clea-. His ideas 
survive, of course, but, as the philosophe- of science 
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Response to the,Presidential Address j 


Kuhn might put it, there is no longer one dominant 
paradigm in our profession. 


FOUR PARADIGMS FOR PSYCHIATRY ^e 


Aaron Lazare, a colleague of mine at Harvard Medi- 
cal School, has suggested that four paradigms are now 
competing with each other in psychiatry. He calls 
them “‘hidden conceptual models.” They are th2 bio- 
logical model, the psychologic model, the behavioral 
model, and the social model. Each of these models 
sets out in a different direction when it looks for etiol- 
ogy, and, although there are purists, almost all clini- 
cians use all of the models in treatment. Lazare gives 
as an example the schizophrenic patient who gets med- 
ication, implying a biological etiology; who undergoes 
psychotherapy, which implies that past experierce af- 
fects his present dysfunction; is subject to a token 
economy, which implies that his behavior can be 
shaped by reinforcement; and is a member of a thera- 
peutic community meant to reintegrate him intc a so- 
cial system. What is a schizophrenic patient supposed 
to understand as the organizing theory behind all of 
what is being done to and for him? As Lazare »oints 
out, we psychiatrists have no comprehensive set of 
general laws that includes all the models— we hzve no 
one paradigm. When we try to place bits and pieces of 
these models together, we cannot be sure that they 
really fit; they may, in fact, be orthogonal. 

But if we have no one paradigmatic answer, we do 
have a pragmatic answer to give our patients. We can 
tell them that, like physicians ever since Hippocrates, 
we are simply doing everything we can to help them. 
and that means we, like other physicians, must row be 
judged by whether we do help. What J want to suggest 
to you is that in the new epoch psychiatry will no long- 
er be sustained by the mystique of one man's genius, 
nor Will its treatment methods be comprehensible 
within one theoretical paradigm. We have moved into 
an era of pragmatic eclecticism. We have at least four * 
paradigms, at least four scientific languages, anc many 
dialects. Psychiatry is in ferment. It is experiencing a 
vital, fertile eclecticism. Unfortunately, eclecticism 
does not capture the imagination or inspire wonder in 
the populace; when you run it up the flagpole, no one 
salutes. 

But what ts honest and correct is not always in- 
spiring: we must learn to accept that. Instead, we have 
had a tendency to exalt one model or the other as 
though it had all the inspiring answers. This, I think, is 
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uides I am particularly troubled by what seem 
to me to be premature attempts to translate everything 
we k1cw in psychiatry into the language of the neuro- 
"scienzes. The future of psychiatry may well belong to 


the neurosciences, but that time has not yet come. - 


Mankird has not yet solved the mysteries of the mind, 
nor have the 20th-century neuroscientists solved all of 
the mysteries of the brain. It may be exhilarating to 
translate everything that seems so subjective in psy- 
chiatry into a model that seems so objective. But 
surely humility is in order when things posited of the 
mind are Zorced into the language of the infant science 
of the train. Psychiatry may vet have a messiah who 
will synthesize our models, but until he or she arrives, 
we must be diligent eclectics. That is not an easy busi- 
ness. Eclecticism can be a dangerously mushy ground 
on which to build a profession. Eclectics can be people 
who knov/ a little bit about a lot of things and a lot 
about nothing—only our own diligence can prevent 
that. 


PSYCHIATRY'S FUTURE WITHIN MEDICINE 


But if you stop and reflect on what I have described, 
I think you will see that our profession of psychiatry is 
now ir. the same position as is our parent discipline of 
medicme. And it is clear that the future of psychiatry 
lies closer to medicine. It is the medical model which 
gives clinical coherence, if not conceptual clarity, to 
all the other models. Medicine has always been the art 
of pragmatic eclecticism, practiced by men and wom- 
en who draw on very different medical sciences which 
are based, in turn, on very different conceptual para- 
digms. As the medical sciences have undergone a 
knowledge explosion, medicine in the 20th century has 
been forced to accommodate by creating a hierarchy 
of professional subspecialties. The sciences that con- 
tribute to the practice of psychiatry are also growing 
by leaps and bounds. We, too, are becoming a pro- 
fession of subspecialists thoroughly trained in a partic- 
ular paradigm. 

There are serious problems to be faced once we rec- 
ognize the inevitable further development of sub- 
specialties within psychiatry. First, the general practi- 
tioner of psychiatry, the pragmatic eclectic, must be 
respected and preserved or, like the general practition- 
er of medicine, he will disappear into a growing num- 
«e ber of narrower and narrower subspecialties. Orga- 

nized psychiatry must resist that or we will all suffer. 

We know that patients often feel that the sub- 

subspecialist responds more to the shibboleth of a par- 

ticular science than to the human being in need. It 

would be ironic indeed if psychiatry were to come to 

that—if psychiatry were to lose sight of the whole hu- 
"man being. 

It is the whole human being with all of the base and 
noble human passions that is the very subject matter of 
psychiatry. We may analyze the passions as they 
emerge from the unconscious. We may try to shape 
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the passions with reinforcement schedules. We may 
document the social forces that give coherent meaning 
to the passions and, yes, we may study the passions as 
they leave their traces in enzyme systems. But our 
common interest is humanity and its passions—the 
whole person. The specialist in psychiatrv and the ec- 
lectic practitioner must be united by our subject mat- 
ter, by cur commitment to helping the whole person. 

I have thus far emphasized events within psychia- 
try. Let me say a few words about the sea i3 which we 
will be swimming, because there are forces in that sea 
which will create currents that can divide uz. The most 
powerful currents are legal and governmental—they 
will test our unity. 


LEGAL AND GOVERNMENTAL THREATS 


The lawyers have gotten after us and want to shape 
the next epoch of psychiatry. Their basic thrust has 
been to attack every use of discretionary authority by 
psychiatrists. Their strategy has been to impose on us 
their own paradigm, the due process safeguards of the 
criminal justice system, and they have invoked the 
antipsychiatry rhetoric to make their case. They would 
have the law treat the psychiatrist like a polizeman and 
they would erect a wall of due process betw2en doctor 
and patient, ignoring needs in the name of -ights. 

The flood of litigation intended to reform »sychiatry 
has created an adversarial tension that psychiatry has 
never known before. Will it unite us or divide us? Liti- 
gation feeds on litigation and everyone se2ms to be 
suing psychiatrists for every imaginable reason. Even 
some of our colleagues in psychology deciced to test 
the litigation waters and sue us for conspinng to de- 
prive them of economic compensation as providers of 
health care. 

The APA had not been prepared for all th s. At first 
it seemed we might drown in the flood of litigation. 
Now, I am pleased to say, we have brought -ogether a 
team of psychiatrists who, working with an excellent 
attorney, have breasted the tide. The federzl court of 
Virginia rejected the psychologists’ conspiracy theory 
and recognized that psychiatrists had unique medical! 
qualifications. This decision was followed bv a unani- 
mous Supreme Court decision which endorsed our 
views on the role of psychiatry in civil commitment. 
The court made clear that the needs of patiznts must 
not be sacrificed on the altar of rights. 

These decisions are as important for the future of 
psychiatry as anything the American Psychia-ric Asso- 
ciation has accomplished in recent memory But law 
works like a ratchet: once the handle is turned, it can- 
not be turned back. The camel’s nose is in the tent. We 
will have to learn to live with lawyers and our legal 
efforts must continue. 

Government regulation is unquestionably the most 
awesome specter for the future. The cost of health 
care has grown at such an accelerating rate that nation- 
al health insurance has become a political euphemism 
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for regulation and cost control of health care. Many 
psychiatrists are worried that psychiatric care will not 
be covered in national health insurance. Much more to 
be feared, however, is that in the name of national 
health insurance the federal government wil attempt 
to restructure the entire health care system, picking 
and choosing which of our paradigms o? practice 
should be compensated. Will that divide us or unite 
us? We can stand together, I believe, if we truly advo- 
cate the needs of the mentally ill. When our patients' 
needs are recognized, our profession's future will be 
secure. l 

APA has now recognized the problems inherent in 
governmental and legal developments. As President, I 
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have bsen empowered by the Board of sine ap- 
point a new council charged with the responsibilizy to 
deal with these issues. 

I heve rather presumptuously associated myself’ 
with the wisdom of the owl of Minerva. But I am con- 
fident that you will from your own experience recog- 
nize the ''sea of troubles" and the "'sea of fertility” 
that lie ahead. The day-to-day practice of psychiatry 
can be a lonely and difficult experience as we open 
ourselves and respond to the suffering of our patients. 
But we are not alone. Together we are 25,000 strong, 
together we can be a force in American medicin2, to- 
gether we can be a force in American society, together 
we will earn our future. 
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One Hundred and Seventh President, 1978-1979 


BY HAROLD M. VISOTSKY, M.D. 


How TO DESCRIBE Jules Masserman, the 107th Presi- 
den- of APA? He is a neurologist; a researcher in ethol- 
ogy. a psychoanalyst and critic of psychoanalysis; a 
careful, conscientious, compulsive editor (the best 
kind) with a love and respect for the English language; 
an author who has written 15 books and about 400 
articles (averaging, as he says, ‘‘one publication about 
eve-y seven weeks since I left kindergarten); a 
scholar who grasps the principles of mathematics and 
physics as readily as those of musical composition; 
psychiatry’s ambassador to the world —having visited, 
lectured, or chaired conferences in almost every west- 
ern European country and in South America, Africa, 
the Near and Far East; a ‘‘half-willing draftee of the 
academic and professional establishment," in which 
he has held high elective offices in at least 10 or- 
ganizations; the cultural attaché to APA; an icono- 
clast who respects tradition; an amateur sailor, pilot, 
and etymologist, and more than an amateur musician 
and composer; a gentleman and a gentle man. Yet, 
having said all this, we have not touched the essence 
of the man's life. 

In the seventeenth century, John Donne lamented 
abcut his world that ‘the new philosophy calls all in 
docbt.... Tis all in pieces, all coherence gone.” In 
the twentieth century, in which a new philosophy, 
loudly and insistently proclaiming itself the philoso- 
phy, seems to emerge every few months, we have 
taken timid refuge in narrow specialization and com- 
par-mentalization. Jules Masserman’s life goal has 
been to clarify, integrate, and broaden knowledge by 
establishing communication within the fragmented 
field of psychiatry and between psychiatry and its es- 
trauged neighbors (experimental animal research, gen- 
era. medicine, nursing, psychology, anthropology, so- 
cio ogy, economics, the law, social work, the arts, the 
lay public, and the traditions of the past, to mention a 
we fe“). His life work, in short, has been to push, pull, 
coex, seduce, and, at times, exasperate us into fulfill- 
ing the directive expressed by E.M. Forster: ''Only 
cornect! ... Live in fragments no longer.” 


- Dr. Visotsky, a former APA Vice-President, is Director, Institute of 
Psychiatry, Chicago, Ill., and Professor and Chairman, Department 
of Fsychietry and Behavioral Sciences, Northwestern University 
Medical School, 303 East Chicago Ave., Chicago, Ill. 60611. 


Much of the material in this biographical sketch was extracted from 
an zutobicgraphy titled A Psychiatric Odyssev (1). 
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EARLY YEARS 


Jules Masserman was born in 1905 in Chudkov, Po- 
land, a small rural village periodically invaded by 
"mounted Cossacks who seemed to delight in clatter- 
ing down on small children." When Jules was five 
years old, his father, who had immigrated to America, 
sent for the family. Traveling in ‘‘a dark steerage cu- 
bicle" and then by train, they finally reached Detroit, 
where Jules's father had established himself as a tailor. 

Jules attended the local grammar school and after 
hours a Hebrew school—neither of which he found 
very stimulating. What did stimulate him, however, 
was his discovery of the local library, which, much to 
his amazement, would lend him two books every other 
week. His love of books launched, he read avidly and 
eclectically, gathering bits of information that ap- 
peared later in the books, papers, and lectures of his 
mature years. 

His high school and junior college classes inspired 
him no more than grammar school had, but books con- 
tinued to fascinate him. Because his mother insisted 
that if he practiced enough he could become a violin 
and viola virtuoso, he practiced, with both aesthetic 
and practical consequences: he developed a lifelong 
love of music and was able to earn money for school 
expenses by giving music lessons to neighborhood 
youngsters. He earned more by clerking in drugstores. 
His family imagined that this experience would help 
prepare him for medical school. This same dubious 
notion led him, in 1922, to cram for and pass the 
Michigan State Licensure Board examination for reg- 
istered pharmacists. 

In 1926 he was admitted to the Detroit College of 
Medicine, which he has described as “a marginal 
school with dilapidated lecture and laboratory facili- 
ties, and matching faculty and curriculum, but the only 
one geographically and financially available." Having 
successfully completed his freshman year and begun 
his sophomore courses, Jules learned that he was seri- 
ously ill. He was told that both his kidneys were tu- 
bercular; one definitely had to be removed, and if the 
other did not heal, he would live only six months. His 
left kidney was removed, and after four weeks of diffi- 
cult convalescence, he returned to school—only to 
drop out again when debilitated by persistent drainage 
and failure of the operative wound to close. 

It was a troubled, weak young man who traveled 
with his mother to southern California to recuperate. 


1023 


* 
JULES H. "MASSER, M.D. 


e 
* - 


He returned nine months later to repeat his sophomore 
year, having spent his cónvalescence writing the first 
of many monographs. The work, formally titled ‘The 
Thyroid: Its Role in Development and Disease” and 
informally dubbed ‘‘Getting Gerty's Goitre," won for 
him the Lambda Kappa national undergraduate award 
and àn assistantship in the school's animal surgical 
laboratory. Although he did not know then and does 
not to this day know why, by the end of his sophomore 
year Jules had already resolved to graduate in medi- 
cine for only one purpose: to become a neurologist and 
psychiatrist. 

With this goal in mind and wanting to get as far away 
as possible from that flat grimy city to new environ- 
mental and medical horizons, Jules left Detroit in 1930 
to accept an internship in San Diego. He had been 
there only nine months when he suffered the second 
severe blow of his young life. Jeanette, the woman he 
had married less than two years before, died of cancer. 

Neither his wife's death nor his ever present fear of 
his own death through renal failure prevented him 
from living as fully as he could. He worked hard and 
enthusiastically at his challenging internship, and on 
his days off he sailed the Pacific waters in a ''teredo- 
infested catboat^ he had bought for $30. 

Following his internship in 1931, he accepted a resi- 
dency in psvchiatry and neurology at Stanford and, in 
1932, the chief residency in psychiatry at the Balti- 
more City Hospitals and training with Adolf Meyer at 
Johns Hopkins. He stayed for three years, pursuing 
research in spinal fluid dynamics and in the reduction 
of intracranial pressure, the reports of which were 
published in leading professional journals. During 
these years under the tutelage of Meyer, the most 
prestigious psychiatrist in the United States, Jules's 
full initiation into psychiatry took place. Along with 
fellow residents such as Oscar Diethelm, Wendell 
Muncie, Thomas Rennie, and Ted Lidz, Jules was 
stimulated by Meyer's erudition, wit, impatience with 
rigid dogma (particularly that of the increasingly in- 
fluential psychoanalysts), and advocacy of psycho- 
biology, which seeks a total integration of the biologi- 
cal and psychological study of man. 


THE MOVE TO CHICAGO 


In 1936, Jules, then 30 years old, accepted the in- 
vitation of Roy Grinker, chairman of the Department 
of Psychiatry, to join the faculty at the University of 
Chicago. The Chicago Institute for Psychoanalysis, 
founded four years earlier by the distinguished and 
charismatic Franz Alexander, was reaching promi- 
nence in the heyday of Freudian analysis in Chicago. 
As Jules has said, he was ‘“‘convinced—along with 
nearly every other restless and relatively young man in 
the field —that if I were to improve my future as a clini- 
cian, teacher, and investigator, I had to be 'psychoan- 
alyzed.’ ° A Rockefeller fellowship provided partial 
funding, and Alexander accepted Jules for analysis. 
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One cannot but suspect that this bd 
by a man who was the leading proponent òf the Freudi; 
an school and, at the same time, chafing under much of 
its dogma end procedural inflexibililty —contributed to 
the development of a psychoanalyst who became one 
of the most inveterate and articulate critics of psycho- 
analyt.c orthodoxy. 

While at the University of Chicago in 1943, Jules 
met and married Christine McGuire. Christine, who 
became an internationally known researcher in medi- 
cal education, has managed her own career while am- 
plifying his. Being married to Jules must be com- 
parable to being the hostess at the busiest Hilton ho- 
tel, the manager of Cartan Tours, the dean*of academic 
affairs at a large university, and the crew of a tramp 
steamer. They fly, sail, and drive throughout the 
world, yet they always seem to relate to one an- 
other and to others as though they were in the com- 
fortable confines of their apartment, which overlooks 
Lake Michigan and the mooring of their steel yawl, 
the **Niad." i 

In 1946 Jules left the University of Chicago to join 
the faculty of Northwestern University's Department 
of Psyzhiatry and Neurology; he later served, for al- 
most 20 years, as its cochairman with Benjamin Bosh- 
es. 
While at Northwestern, Jules continued his investi- 
gations into the applicability of animal to human be- 
havior. for which he received in 1946 the coveted Las- 
ker Award for Research in Mental Hygiene with this 
citation: *'*For outstanding contribution to advance- 
ment of mental health through experimental investiga- 
tion in the field of behavior deviation." Works such as 
Principles cf Dynamic Psychiatry (2), Practice of Dy- 
namic Psychiatry (3), the second edition of Behavior 
and Neuroses (4), and Biodynamic Roots of Human 
Behavior (5) represent Jules's mature attempts to syn- 
thesize experimental psychology, physiology, sociolo- 
gy, psychoanalysis, and even philosophy and religion, 
into an integrated psychiatric theory. From his land- 
mark experiments with conflict-engendered neurotic 
and psychotic behavior in monkeys he derived a theo- 
ry of human personality and an individual and social 
psychotherapeutic approach based on biodynamic 
principles. His ultimate conclusions about man are 
that his basic (or ‘‘Ur-’’) sources of concern are 1) his 
physical health and longevity, 2) his social relation- 
ships, and 3) his faith in life's meaning and values (his 
religiots, philosophic, or other convictions). 

Jules's efforts to clarify, synthesize, and communi- 
cate did not stop with his voluminous research and 
writing. As editor of over 30 books and journals and 
consulting editor for 12 journals, he has deplored the 
verbal obfuscation and conceptual fuzziness forming a 
“tangle of overgrowth'' that obstructs communication 
within the field of psychiatry. Insisting upon in-: 
cisiveness, integration, consistency, and clarity, he 
carefully reads every paragraph, every sentence, 
every vord, and provides his authors with highly con- 
structive critical comments. 
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Beyand writing and editing, Jules has communicat- 
ed by his physical presence—appearing before groups 
of psychologists, social workers, and other behavioral 


«and social scientists, and investigating psychiatric the- 


ory end practice on a global scale by meeting and ex- 
chanzing views with psychiatrists in most of the na- 


` tions of the world. His drive toward integration has 


also manifested itself in his perhaps utopian belief that 
sciemists can shore up the fragments of the political 
world and that the bond of scientific communication 
can transcend the iron and bamboo curtains that divide 
and isolate men. 

Closer to home, he has attempted to open the doors 
of psychiatry not only to the influence of other behav- 
ioral and social sciences but to the arts and humanities 
as well. As chairman of the Program Committee of 
APA (1952-1965), he instituted an annual session on 
the arts and humanities to which he invited ‘‘some de- 
servedly renowned director, artist, or virtuoso en- 
dowed with a deep understanding of, and empathy 
witb, human feelings and aspirations [to] communicate 
his :nsights and describe the skills he employs in his 
special field.”’ 

It should not be surprising that a man of such broad 
interests and knowledge and incisive integrative pow- 
ers snould also have held high elective offices in such 
diverse organizations as the American Society for 
Group Therapy (president, 1957); the Society for Bio- 
logical Psychiatry (president, 1959); the American 
Academy for Psychoanalysis (president, 1959); the In- 
ternational Association for Social Psychiatry (pres- 
idert, 1959-1971), honorary life president; the Ameri- 
can Association for Social Psychiatry (president, 
1975; the International College of Psychosomatic 
Medicine (executive councillor, 1972); and the Ameri- 
can Academy of Stress Disorders (executive vice- 
president, 1972). 

Ir 4 Psychiatric Odyssey, written in 1971, Jules an- 
nounced his retirement from all APA duties in favor of 
younger and more able colleagues. Because ‘'‘retire’’ 
seems to be a word Jules uses only to indicate that he 
is gcinz to bed for the night, he has served sub- 
sequantilv as Trustee, Secretary, Vice-President, and, 
in 1278, President of the American Psychiatric Associ- 
ation. 
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PRESIDENTIAL ACCOMPLISHMENTS 

As President, he continued to pursue ais life's goal 
of healing the fractures and bridging the schisms. He 
has, for example, 1) continued to address groups of 
nonmedical mental health professionals in an effort to 
encourage interdisciplinary rapport; 2) appointed an 
ad hoc committee to submit modifications of DSM-II 
in order to clarify communications with patients and 
colleagues as well as legislators and jurists; 3) appoint- 
ed a Commission on Psychiatric Therapies to study the 
manifold and conflicting psychiatric theories and tech- 
niques that fracture our field and attempt to cull the 
"rational and effective from the dubious, invalid, and 
costly treatments’’; 4) planned for a meeting of Israeli 
and Egyptian psychiatrists and established communi- 
cation between Chinese psychiatrists and APA; 5) ap- 
pointed an Ad Hoc Long-Range Planning Commission 
to anticipate economic, cultural, political, and ecolog- 
ic developments that will affect APA and "counsel us 
as to how best to meet them in accord with the scien- 


. tific and humanitarian objectives in our Constitution’’; 


and 6) acted as a peacemaker, resolving tense issues 
sensitively and tactfully. 

In his Presidential Address, Jules assuréd us that he 
would not retire but would ''continue to serve APA." 
This is just as well, because had he announced his re- 
tirement, we would not have believed him. One does 
not retire from a life's mission. For Jules Masserman 
that mission has been and continues to be to invite us, 
as Robert Frost did in his poem "Directive": 


Here are your waters and your watering place. 
Drink and be whole again beyond confusion. 
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Denial and Affirmation in Illness and Health 


BY ARNOLD R. BEISSER, M.D. 


Recent research has shown that patients with life- 
threatening illnesses have improved chances of 
survival if, rather than recognizing the serious 
consequences of their illness, they employ the 
psychological defense mechanism of denial. 
Reexamination of these data suggests that - 
unexamined psychological factors which promote a 
positive view of health are of equal or greater 
importance in explaining those results. Heaith care 
professionals, concerned with diagnosis and 
treatment, primarily focus attention on illness and its 
denial or recognition. To expand this perspective to 
include factors for health, the author presents a four- 
cell paradigm of illness, health, denial, and 
affirmation. The paradigm is illustrated with examples 
of common problems in medical care. 


ILLNESS AND ITS eradication are the main foci of medi- 
cal care in the United States. Within this setting health 
is primarily defined by the absence of illness, with only 
minor attention being paid to the positive indicators of 
health. The limitations of this perspective have be- 
come clearer in recent years and have led to renewed 
interest in discovering ways of integrating concepts of 
health into medical care. The purpose of this paper is 
to examine four dimensions of the perception of illness 
and health to guide the health care professional to a 
more thorough understanding of patignts and their 
needs. 


DENIAL OF ILLNESS 


Denial of illness 1s a concept of major importance in 
medicine, psychiatry, and psychology, and it has a 
long history of study. It has achieved new significance, 
however, with the publication of studies by Hackett 
and associates (1-4), that show the value of denial for 
the survival of patients suffering from serious illness. 
The essential findings from the work of these research- 
ers are that a positive relationship exists between the 


o cem Feb. 24, 1978; revised May 15, 1978; accepted June 19, 
1978. 
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degree of denial and the survival of myocardial in- 
farction patients in a coronary care unit (CCU). 
“Those patients who managed to deny the most, had 
better survival records in the CCU” (5). The implica- 
tion of this finding, which has been profound, has al- 
tered the manner in which physicians and behavioral 
sclentists seek to support persons with acute life- 
threatening disorders. They tend increasingly to sup- 
port denial of ilIness rather than to encourage the pa- 
tient to immediately face the realities of its life-threat- 
ening consequences, as was often done in the past. 
Thus a new respect has developed for this mechanism 
and its value and usefulness to individuals. 


A BRIEF HISTORY OF DENIAL AS A CONCEPT 


Although the concept of denial appeared in the med- 
ical literature as early as 1885 (6), it is since the pub- 
lication of Anna Freud's The Ego and the Mechanisms 
of Defense (7) that denial has occupied a position of 
central importance in the dynamic understanding of 
psychopathology. The book describes denial as a spe- 
cific mechanism of defense and, more generally, the 
common goal of different defenses to reduce psychic 
stress and the threat of reality. In psychiatry most of 
the descriptions of denial have served to illustrate the 
depth of psychopathology, often of psychotic propor- 
tions, and, at the very least, to illustrate a paucity of ego 
strength and other resources. As Hacketi and Cassem 
stated, "Behavioral scientists have come to regard de- 
nial as a primitive defense, and to view its presence as a 
signal of serious underlying psychopathology” (5, p. 94). 
Although denial is common among patients with life- 
threatening disorders (5), reduction of denial has been 
viewed as a means of facilitating health. This view re- 
ceived support from Janis (8), who found more post- 
surgical complications in patients who used denial 
strongly than in those who did not. 

An understanding of illness and its denial is a limited 
perspective. Illness is one aspect of reality. From that 
perspective, denial of illness is lack of awareness and 
thus a deficiency. But studies confined to dimensions 
of illness are limited insofar as they may diminish the 
physician's awareness of other factors that may pro- 
duce health. The illness focus may also be limiting - 
from the perspective of the patient, since professionals 
may seem interested in only the patient's illness and 
not in him or her as a person. This limited perspective 
reveals nothing of other realities of the patient's life 
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that might have positive value in the production of 
health. and the concept of denial of illness ignores the 
important values that may make surviving the illness 
-Wortawhile to the individual. 

From the standpoint of the physician concerned 
main.y with eradicating illness and lending all effort to 
` help à patient survive his or her illness, these other fac- 
tors for health may seem unimportant; indeed, it may re- 
quire every bit of concentration available to the physi- 
cian to focus on the nature of the illness and its treat- 
ment This perspective has led to remarkable advances 
and treatments in the delivery of medical services. 

still, the limitations of the illness perspective may 
reduce the*physician's objectivity once the initial 
emergency has passed, for he or she may unwittingly 
be missing critical dimensions that fall outside this 
paradigm of illness. Kuhn (9) has shown how the limi- 
tations of a particular paradigm retard scientific ad- 
vances and how the introduction of new ones is essen- 
tial tc further progress. The one-sided focus on illness 
may also distract us from other, perhaps more parsi- 
monious, explanations of phenomena and may cloud 
our vision about what factors actually lead to health. 
For example, one may question whether denial of ill- 
ness is the critical factor in the improved survival rate 
of patients with myocardial infarction or whether it is 
more a related but unexamined factor. The history of 
science shows many examples of concomitance having 
been mistaken for causality. 


DENIAL OF ILLNESS OR AFFIRMATION OF 
FACTORS FOR HEALTH 


The Hackett-Cassem Denial Scale (5) was devel- 
oped io quantify the extent of denial used by a patient. 
This scale is comprised of 31 items selected because of 
their value in characterizing what the authors call 
"true" major deniers, and it has proved useful in sev- 
eral studies. The scale interprets patients’ traits only 
from the perspective of illness, and it therefore has po- 
tential for diminishing awareness of other factors for 
healtk. 

Some or the items on the scale lend themselves to 
possible alternative interpretations — interpretations 
concerned with health or with factors contributing to 
health. For example, items 20, 21, and 22 in the Hack- 
ett-Czssem Denial Scale are all characteristics that 


«m» Have been attributed to the self-actualizing person 


(10), £s well as characteristics of the person employing 
denial of illness. These three items are as follow: 

20: Patient history or words reveal a present or past style 
of flirting with danger, risk-taking, etc. 
21: Patient displays, at least on the surface, a carefree, 
cheerful, jovial approach to life. 
Patient’s behavior in hospital is characterized by non- 
chalance, coolness, and imperturbability. (5) 
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Each of these statements, and many others in the 
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denial scale, are interpreted as evidence of denial of 
illness, but they could also bt interpreted as explicitly 
affirming certain self-actualizing values that can be 
seen as traits of health. Hackett and Cassem (5) also 
cited the following statement of a coronary care pa- 
tient as evidence of denial of illness: "It's my wife I’m 
worried about, not my heart." An alternative ex- 
planation would be that, indeed, his wife is more im- 
portant to him than his heart and that she, not his 
heart, is his reason for wanting to survive. Affirming 
the reality of her value to him may be the critical di- 
mension in his survival rather than denial of the reality 
of his illness. Prizing something else more than oneself 
may be seen as a factor for positive health (11). 


AFFIRMATIVE CONCEPTS OF HEALTH 


Medical and behavioral scientists have long recog- 
nized that '""positive'' attitudes about health may have 
a powerful effect on patients (12). For the most part, 
these attitudes have been based in religious faiths. 
Physicians and behavioral scientists have frequently 
taken the role of adversarv to these faith and faith- 
healing perspectives as they have observed how pa- 
tients are sometimes influenced to ignore symptoms 
and fail to obtain medical care, with disastrous con- 
sequences. Such actions by patients tend to be inter- 
preted as either ‘‘flight into health'' or denial of illness. 

In the mid-1950s, at the very time when many reli- 
gions were beginning to recognize medical and psy- 
choanalytic concepts of psychopathology and to incor- 
porate them into their perspectives, medicine and be- 
havioral science began to take a new, more accepting 
look at these positive approaches. The so-called third 
force, humanistic psychology, emerged as a reaction 
against psychoanalysis and behavioral psychology 
(10). Since the 1950s this perspective has grown in 
popularity and has given birth to many popular move- 
ments such as the human growth and potential move- 
ment. Occasional reports of cures based on affirmative 
attitudes have begun to appear in the medical literature 
(13). A serious behavioral science literature is now de- 
veloping on these positive aspects of health as well. 
Maslow's concepts of being-motivation and self-actu- 
alizing values as distinct from the deficiency values of 
the psychopathological perspective now occupy an im- 
portant part in the thinking of many psychiatrists and 
psychologists (14). Specific methods developed by 
physicians and others show promise in dealing with 
even such life-threatening conditions as cancer (15, 
16). There is a new recognition that there are states of 
consciousness and awareness which are inadequately 
explained by concepts of illness and its absence and 
that these states may produce higher levels of func- 
tioning and health. The holistic philosophy of the 
health movement has incorporated both medical and 
nonmedical approaches into a health and prevention 
approach and has also given rise to a new interest in 
the role of affirmative attitudes for health. 
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HEALTH OR ILLNESS 

In their work Hackett and Cassem were operation- 
ally concerned only with evidences of denial and ill- 
ness; that they did not consider affirmative factors re- 
lated to health might lead to the erroneous conclusion 
that süch factors are unimportant. In fact, such factors 
may be more important. It is Interesting that the defini- 
tion of denial which Hackett and Cassem used sug- 
gests a broader perspective: '"The conscious or uncon- 
scious repudiation of part or all of the total available 
meanings of an event to allay fear, anxietv, or other 
unpleasant affect" (17). Thus their definiticn is broad 
enough to include not only the repudiation of illness 
but the repudiation of health as well. The physician 
whose awareness is limited to illness and its implica- 
tions selectively perceives patients in accordance with 
a binary paradigm —illness: affirm or deny. The patient 
who appears to be denying the reality of his or her ill- 
ness from the perspective of the physician may have 
an equally limited perceptual paradigm relzted to fac- 
tors that make his or her life worth living or not worth 
living. Figure 1 presents a four-cell paradigm compris- 
ing both of these perspectives. Let us now apply this 
model to some experiences with patients. 

1. Denial of illness. During a routine physical exam- 
ination, doctors discovered an ominous lump in the 
breast of a 40-year-old housewife. She insisted that it 
could not be cancer and that the doctors were mistak- 
en in believing it to be serious. She refused further di- 
agnosis and treatment. 

The concept of denial of illness in this case is formed 
from the physician’s perspective and is concerned only 
with dimensions of illness. 

2. Affirmation for health. A 30-year-old business- 
man suffered a spinal cord injury in an automobile ac- 
cident and was left with quadriplegic involvement to 
the C5 level. Six months after the injury he cheerfully 
insisted that he would "soon be back on the golf 
course,’ in spite of clear evidence to the contrary. 
Nevertheless, he cooperated with his treatment and 
rehabilitation program and made adequate progress 
considering the severity of his illness. 

The affirmative factor for health in this case gives no 
information about the patient’s recognition of illness 
or his attitude about prescribed treatmenz, but only 
about factors associated with health and faith (see fig- 
ure 2). 

3. Flight into health. Patient 1, in contrast to patient 
2, who had the spinal cord injury, fled from further 
treatment and diagnosis. *' Flight into health’’ is a con- 
cept used by physicians that has a first-cousin relation- 
ship to denial of illness. From the perspective of the 
physician, the patient is viewed as so threatened by 
illness that he or she refuses to recognize the fact or 
accept treatment, even though such treatment might 
lead to cure. Instead, the patient embraces certain fac- 
tors for health, leaving the illness untreated— perhaps 
worsened —and threatening his or her life. 

The physician and the patient find different mean- 
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FIGURE 1 : 
Four-Cell Paradigm of the Perception of Health and Kiness 
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ings in the situation; the former is concerned with the 
"realicry" of the patient's illness and the latter, with 
the "reality" of what makes life worth living. 

4. Hypochondria. A 52-year-old woman had been 
seen by every clinic in the outpatient department of a 
university hospital over a period of 20 years. She de- 
scribed complaints referable to every organ system. 
Her diagnoses varied, and she was uniformly uncoop- 
erativ2 with treatment plans. However, she continued 
to appear regularly with new complaints. 

Hypochondria is a condition in which the physician 
may perceive the patient as ‘‘not wanting to get well" 
because of both conscious and unconscious factors 
that make illness preferable. From this standpoint the 
patiert is in flight into disease.” The patient has a 
morbid preoccupation with illness and tends to ignore 
those factors for health in himself or herself or the en- 
vironment. The patient may be anxious about evi- 
dences of improvement and feel threatened by evi- 
dences of strength and competence. From the physi- 
cian's point of view, there may be a “denial of health”? 
by ths patient. Physician and patient have different 
views of the patient’s condition; the former is con- 
cerned witn factors for health and ‘‘getting well’? and 
the la:ter, with any new evidences of illness that might 
be discovered. 

5. Stereotyping. Any of the above patients may be 
stereatyped by physicians and others. This occurs 
when the whole person of the patient is ignored and 
the patient is viewed as though the disease were his or 
her entirety, with no recognition of what other charac- 
teristics may be present in the patient. Stereotyping 
may »e inferred if any of the patients are dismissed | 
with such terms as ‘ta CA," “that quad," or "that 
crock.” In terms of the four-cell paradigm, only the 
patient's illness is affirmed. 

Such stereotyping is especially common with chron- 
ic patients, who, because of their long-term needs and 
poor prognoses, become lumped together as a single 
disease classification and are not seen as unique indi-. 
viduals with a variety of assets and liabilities. Much 
has been written about the way such stereotyping 
leads to mechanistic procedures that dehumanize the 
patient as a whole (18). It has a particular significance 
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to 11e chronic patient, who may spend much of his or 
„her ife in ¢ontact with the medical care system and 
adopt its values. 


DISCUSSION 


Concepts of health and of illness do not occupy the 
same conceptual territory. From the illness per- 
spective, health is nothing more than the absence of 
ilInzss. Primary interest is in degrees and the appropri- 
ate treatment of illness. Positive concepts affirming 
heelth are not concerned with these issues but relate 
instead premarily to those levels of well-being and 
states of consciousness above absence of illness. (If 
O=absence of illness, then —1, —2, and —3 are de- 
grees of illness and +1, +2, and +3 are degrees of 
hez th.) Thus, to understand more of the whole person, 
it is necessary to consider all four cells of the diagrams 
shcwn above. 

Ferhaps the most important message to be learned 
fro the studies of Hackett and associates does not 
pertain to whether the patient denies or affirms his or 
her illness, but rather that the physician must respect 
the integrity of the patient and the patient's per- 
cer-ions of the world. The patient may see little value 
in firming illness, for he or she views the world from 
a dierent perspective than does the physician, whose 
life is devoted to the diagnosis and treatment of illness. 
The four-cell paradigm may help the physician to rec- 
ogrize those aspects of the patient of which he or she 
is L.xely to be unaware. 

A patient is more than an illness. Indeed, the patient 
may have an illness, but his or her life would be of little 
val.ie if that were all that the patient had. To assess the 
value of affirming or denying illness or of affirming or 
der.ying factors for health, the primary issue is the pa- 
tient’s psychic economy and at what expense (to self 
anc personal functioning) he or she must adhere to a 
particular view. The physician, in order to make such 
an assessment with the patient, needs to be aware of 
all the aspects of the situation, both from his or her 
ow perspective and that of the patient. 

Moreover, awareness is not a static thing but a mo- 
mearary organismic condition. The continuum of an 
individual's awareness includes both aspects of illness 
anc aspects of health. For the human organism to be 
sel--regvlating, it must attend to that figure which de- 
maads attention most strongly. 

The quadriplegic businessman who insisted that he 
would soon be back on the golf course is a significant 
exemple. The staff, concerned about his ‘‘unrealistic 
atttude,'" decided that he must be made to "face real- 
ity.’ He was forcefully confronted with the impossi- 
bilitv of his ever playing golf again. Following this, the 
patient became depressed and never again spoke of 
golf. Two months later he died of a myocardial in- 
farction, having accepted the staff's view of reality. 

By contrast, the housewife with the lump in her 
breast who refused further diagnosis and treatment 
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had a different experience. She was persuaded to see 
another doctor who, forewarned, did not.oppose the 
patient's view; instead, he talked at length with her 
about /ier perception of the situation. She feared that a 
mastectomy would make her sexually unacceptable to 
her husband. Their marriage had been punctuated by 
separations and threats of separation, and only recent- 
ly had it stabilized. Surgery at this inopportune time 
posed a terrible threat to her new, but tenuous, secu- 
rity. The expression of her fear, coupled with the phy- 
sician' s acknowledgment of her viewpoint, made it 
possible for her attitude to change and allow her to go 
ahead with the required procedures. 

If the physician takes an adversary stance to the pa- 
tient's view, there is risk, either of the patient's com- 
pliance at the expense of his or her own integrity, or 
opposition in the service of maintaining his or her in- 
tegrity. Accepting the patient where he is, from his 
own perspective, is likely to give him the acknowledg- 
ment necessary for him to be open to his awareness 
and its changes (19). 

I am a postpoliomyelitis quadriplegic with severe 
respiratory paresis and am confined to a wheelchair. I 
am actively engaged in my profession and, when doing 
so, am absorbed with the tasks at hand. l'am frequent- 
ly asked such questions as, "How do you bear spending 
your life in a wheelchair?" On such occasions Í am 
aware that my attention is redirected from what I am 
doing in an affirmative way to what I am unable to do 
In accordance with the standards implied by the ques- 
tion. Thus when what I cannot do becomes fore- 
ground, I am aware that I am disabled; while I am 
working or carrying out my social or family activities, 
my disabilitv becomes background and my compe- 
tence and health are foreground. After many years, 
bota my abilities and disabilities have become accept- 
able aspects of reality. Preference for focus on ore as- 
pect of realitv does not necessarily imply that a person 
is closed to others, and in my role as a psychiatrist, I 
am generally pleased by a patient's inquiry about my 
experience in a wheelchair, since it is indicative of 
openness in the patient's relationship with me. The 
paradoxical nature of the problem illustrates the need 
to accept a patient where he or she is at the moment 
without assuming that the focus of the patient's atten- 
tion is fixed forever. If the integrity cf the person is 
respected, the person is more likely to move toward 
those aspects of reality which will serve his or her 
needs. 
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Lateralized Neuropsychological Dysfunction i in Affective E 


Disorder and Schizophrenia 


BY MICHAEL ALAN TAYLOR, M.D., BRAD GREENSPAN, M.D., AND RICHARD ABRAMS, M,D. 


The authors compared the cognitive functioning of 22 
schizophreyic patients, 105 patients with affective 
discrder, and 99 age-matched normal control 
subjects. Results of an aphasia screening test 
indi.ated that the schizophrenic patients made more 
tota! errors and more dominant temporal 

tem, »roparietal errors than patients with affective 
disorders and that patients in both groups made more 
errors than controls. Patient sex, age, drug treatment 
recéi ed at test time, previous neuroleptic drug 
treatment, and severity of illness did not account for 
the differences. These findings support the validity of 
the authors’ diagnostic research criteria and confirm 
prio- reports of differences in dominant hemisphere 
dysf:rnction between schizophrenic patients and 
patients with affective disease. 


WE EAVE PREVIOUSLY reported (1) the use of an apha- 
sia screening test (AST) to differentiate schizophrenic 
patients from patients with affective disorder in a 
same diagnosed according to rigorously applied re- 
search criteria. Schizophrenic patients had more ab- 
norr-al global AST performances and a greater propor- 
tion of abnormal responses then did patients with af- 
fectrve disorder. These findings held for both dominant 
and nondominant hemisphere functioning, and we in- 
terp7eted the data as partial support for the diagnostic 
valicity of our research criteria. Many investigators 
(2-10! have demonstrated similar neuropsychological 
impzirment in patients with major psychoses, and 
some (7-10) have implicated dominant hemisphere 
dysfanction in schizophrenia and, to a lesser extent, 
nondominant hemisphere dysfunction in affective dis- 
order. 

The present report evaluates the AST performances 


mem. Of a larger sample of patients with schizophrenia and 


affective disorder and includes a normal control group 
for comparison. Based on our previous work and the 


Recei ed May 8, 1978: revised Aug. 10, 1978; accepted Aug. 29, 1978. 


Dr. Taylor is Professor and Chairman and Dr. Abrams is Professor 
and V:ce-Chairman, Department of Psychiatry and Behavioral Sci- 
ences, University of Health Sciences/The Chicago Medical School, 
Bldg. £0, North Chicago, Ill. 60064, where Dr. Greenspan was a 
senior medical student when this work was done. He is now a resi- 
dent, L'epartment of Psychiatry, Northwestern University. 


0002-953X/79/09/103 1/04/$00.45 © 1979 American Psychiatric Association 


data of others, we predicted that 1) the patient Ai Z 
would make more errors than the controls, 2) t 
schizophrenic patients would make more totaLetrors 
and more dominant hemisphere errors than patients 
with affective disorder, and 3) patients with affective 
disorder would make more nondominant errors than 
schizophrenic patients. 


METHOD 


The study was done on an acute treatment universi- 
ty psychiatric inpatient unit that serves a suburban-ru- 
ral population in New York State. All consecutive ad- 
missions for the 22 months ending May 1976 were in- 
cluded. Each patient was interviewed by one or the 
other of us along with a psychiatric resident who was 
specifically trained in principles of phenomenology 
and data collection and who followed a semistructured 
outline to collect the necessary clinical and demo- 
graphic data. At the time of each patient's discharge, 
a complete individual summary was prepared. Sum- 
maries were reviewed meticulously to ensure accuracy 
and completeness of data. 

After all data collection was completed, research 
diagnoses were made by one of us (R.A.), who was 
given the chief complaint, history of present illness, 
and mental status portions of the research records and 
who was blind to all identifying information and to de- 
mographic, family history, and treatment response 
data. Research diagnoses were made according to the 
following criteria: 


Schizophrenia (1 through 4 required) 
1. At least one of a through c 

a. Formal thought disorder (driveling, tangentiali- 
ty, neologisms, paraphasias, non sequiturs, 
private words, stock words) 

b. First-rank symptoms (at least one) 

c. Emotional blunting (a constricted, inappropri- 
ate, unrelated affect of decreased intensity, 
with indifference and/or unconcern for loved 
ones, lack of emotional responsivity, and a loss 
of social graces) 

. Clear consciousness 

No diagnosable affective disorder 

. No diagnosable coarse brain disease, past hallu- 
cinogenic or psychostimulant drug abuse, or 
medical condition known to cause schizophrenic 
symptoms 
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Mania (1 through 4 required) 

1. Hyperactivity 

2. Rapid and/or pressured speech 

3. Euphoric, expansive, and/or irritable mood, with 
broad affect 

4. No diagnosable coarse brain disease, psycho- 
stimulant drug abuse in the past month, or medi- 
cal illness known to cause manic symp-oms 


Endogenous depression (1 through 3 required) 
1. Sad, dysphoric, or anxious mood 
2. Three of a through f 
. Early morning waking 
. Diurnal mood swing (worse in the morning) 
. Weight loss of more than 2.3 kg in 3 weeks 
. Retardation or agitation 
. Suicidal thoughts and/or behavior 
. Feelings of guilt, hopelessness, and/or worth- 
lessness 
3. No diagnosable coarse brain disease, use of ste- 
roids or reserpine in past month, or medical ill- 
ness known to cause depressive symptoms 


> OO an OP 


The severity of illness on admission was determined 
separately, in the same manner as the diagnoses, by 
using a scale with half-step increments ranging from 
zero (not ill) to 4 (most severely ill). At a later date, we 
identified a control sample of 99 normal drug-free indi- 
viduals whose sex and age distribution by decade 
matched the patient sample and who were free from 
past or present psychiatric and neurologic d sorder. 


The Aphasia Screening Test 


We used Reitan's modification (11-13) of the Hal- 
stead-Wepman Aphasia Screening Test, an 2asily ad- 
ministered 10-15 minute test that measures language 
and motor-perceptual dysfunction and accurately lo- 
cates lesions in the left, right, or both.cerebral hemi- 
spheres. Reitan reported that the test was found to be 
a reliable and valid predictor of coarse brain disease in 
nearly 80% of several hundred patients studied over 10 
vears with neuroanatomic confirmation. 

Psychiatric residents who were specifical.y trained 
in the administration of the AST were instructed to 
perform this test as a routine procedure of the admis- 
sion mental status examination. For patients unable or 
unwilling to cooperate on admission, attempts were 
made to perform the test later in the hospitzl course. 

A year after completion of the study period, all iden- 
tifying information was removed from the ASTs (of pa- 
tients and controls), which were then randomly com- 
bined and examined by one of us (M.T.), who scored 
the test for errors associated with frontal, dominant 
temporal/temporoparietal, dominant parietal. and non- 
dominant parietal dysfunction according to criteria de- 
scribed by Reitan and associates (11-13) with inter- 
pretation modifications after Luria (14). 

Some examples of error types were as follows: fron- 
tal—motor perseveration, poor active perception, 
overinclusiveness of stimuli, and stimulus bound re- 
sponses; 2) dominant temporal/temporoparietal —ano- 
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mia, neologisms, paraphasias, and letter/number ag- 
nosia; 3) dominant parietal—dyslexia, ‘dysgraphia,. 
dyscalculia, and 1deomotor apraxia; and 4) non- 
dominant parietal—constructional apraxia for figure 
outline. 


Statistical Analysis of Data 


Differences between means were analyzed by inde- 
pendent t tests; correlations by the Pearson product- 
moment correlation coefficient (r); and differences in 
proportions of affected members observed and ex- 
pected by chi-square. Where the direction of between- 
group differences had been predicted by our own pre- 
vious data or data published by others, one®tailed tes-s 
of significance were used. Two-tailed tests were used 
in all other comparisons. À p value of less than .05 was 
required for significance. 

Abnormality of AST response was measured by the 
proportion of subjects within each group who com- 
mitted one or more scorable errors. We chose this 
measure rather than a mean error score to avoid the 
possibility of results being skewed by one or two sub- 
jects with a great many errors. 


RESULTS 


A total of 465 patients was admitted during the stucy 
period; 160 satisfied our research criteria for affective 
disorder (120 were manic, 40 depressed) and 31 satis- 
fied our research criteria for schizophrenia. Of these, 
129 (67.5%) had scorable AST protocols: 105 with af- 
fective disorder (83 manic and 22 depressive patients) 
and 22 with schizophrenia. 


AST Patterns 


Figure 1 shows the proportion of subjects in each 
group who committed one or more errors on the total 
test, as well as the cortical distribution of these errors. 
For the total test, significantly more schizophrenic 
subjects committed errors than patients with affective 
disorder (323.33, p<.05). The distribution of frontal, 
dominant parietal, and nondominant parietal errors 
was similar for the two diagnostic groups, but more 
than 3 times as many schizophrenic patients as pa- 
tients with affective disorder made dominant temporal/ 
temporoparietal errors (x^— 10.44, p<.0025). 

Compared with control subjects, more schizophren- 
ic patients committed total errors (y?=6.8, p<.005), 
dominant temporal/temporoparietal errors (x?—24.2, 
p«.0001), and nondominant parietal errors (y?=23.9, 
p«.0001); and more patients with affective disorder 
committed total errors (y?—21.49, p<.0001), dominant 
parietal errors (y?=4.33, p<.025), and nondominant 
parietal errors (x?—21.58, p<.0001). 

We considered the possibility that the observed dif- : 
ferences between diagnostic groups might have result- 
ed from differences in age, severity of illness, time 
elapsed between admission and testing, sex, and both 
past and present drug administration. Table 1 shows 
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FIGURE 1 
_ AST Errors in*Patients and Controls 
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TABLE 1 
Characteristics of Patients with Schizophrenia or Affective Disorder 
Group 
Schizophrenic Affective 

Charecteristic (N=22) (N= 105) p 
Mean age at time of testing 

(years? 37.1 40.6 n.s. 
Male/Tema.e ratio 13/9 30/75 <.01 
Mean severity of illness 2.93 3.13 n.s. 
Mean days elapsed before 

tes ing 3.64 5.80 n.s. 
Number o? drugs at time 

of testing 3 48 <.01 
Mear estimated past lifetime 

neurcleptic drug 

dosag2 (months) 39.7 13.4 «.05 


these variables for the two groups, and no significant 
differences were found for any but the last three items 
listed above. 

We also considered the effect of age at time of test- 
ing for the entire sample and found that as age in- 
creased, numbers of AST errors decreased (r=—.29, 
p<.01). This inverse correlation is contrary to the ex- 
pec:ed poorer performance of older groups on psycho- 
logical tests but can be understood as a function of the 
sch.zophrenic patients being somewhat younger and 
percorming significantly worse on the AST than the pa- 


- , tierts with affective disorder. Thus, the inverse corre- 


lation between age and AST errors supports our find- 
ings. 

There was a significant sex ratio difference between 
patent groups (x?=10.3, p«.01), with males pre- 
dominating among the schizophrenic patients and fe- 
ma.es predominating among the patients with affective 
' disorder. However, there was no overall difference be- 
tween males and females for mean total errors (1.58 
versus 1.45, t=.27). 

More patients with schizophrenia than with af- 
fective disorder were drug-free at the time of testing, 
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TABLE 2 : 
Hierarchical Multiple Regression Analysis with AST Esrors as Depen- 
dent Variable 


Independent Multiple Increment 
Variables R R* in R7 p 
Age .0523 .0027 1027... .518 
Sex .0982 .0096 .0069 .304 
Severity of illness .1497 .0224 .0128 .162 
Past neuroleptic 

treatment .1555 .0242 .0018 .605 
Present drug 

treatment .1576 .0248 OD07 750 
Research diagnosis .2704 .0731 .0483 0062 


@One-tailed, p=.003. 


which raises the possibility that the latter group made 
fewer errors because their psychiatric symptoms were 
better controlled. However, untreated patients did not 
differ in error pattern from those who were receiving 
treatment at the time of testing, nor did treatment at 
time of testing correlate with numbers of test errors 
(r=+.043). Patients with schizophrenia had a signifi- 
cantly greater mean lifetime neuroleptic exposure (es- 
timated by summing total months of hospitalizations 
during which neuroleptics were received) than patients 
with affective disorder. There was no correlation be- 
tween mean lifetime neuroleptic exposure and AST er- 
rors for the entire sample (r=+.092) or for either di- 
agnostic group (schizophrenia, r=—.07; affective dis- 
order, r=—.01). Thus the greater neuroleptic exposure 
among the schizophrenic patients cannot account for 
their poorer AST performances. 

In order to specify further the relation between re- 
search diagnosis and AST abnormality without any 
possible contaminating effects of age, sex, past or 
present drug administration, or severity of illness, we 
performed a hierarchical multiple regression analysis 
with AST abnormality as the dependent variable 
(coded as total AST errors). Table 2 shows the results 
of this analysis, in which the independent variables of 
age, sex, severity of illness, past neuroleptic treat- 
ment, and present drug treatment were entered one at 
a time and found to cause no significant increment in 
the proportion of variance accounted for (R?). Finally, 
research diagnosis was entered (coded as 1=schizo- 
phrenia, O— affective disorder) and found to have a sig- 
nificant positive correlation with AST abnormality that 
is entirely independent of any effects of all other vari- 
ables entered. 

Because intact frontal lobe activity is also required 
to perform tasks specifically reflecting other cortical 
areas, we considered the possibility that the dif- 
ferences we found between groups might reflect non- 
specific frontal lobe dysfunction rather than specific 
dysfunction within other brain regions. For all pa- 
tients, frontal errors were positively correlated with 
nondominant parietal errors (r--.27. p<.025), but 
there was no significant correlation between frontal er- 
rors and dominant temporal/temporoparietal errors 
(r-—.038, n.s.). Thus, although frontal lobe ‘‘over- 
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flow" may have influenced the performance in tests 
related to nondominant parietal lobe function, it can- 
not explain the poor dominant hemisphere perform- 
ance of schizophrenic patients. 


i 
DISCUSSION 


Our present study confirms and extends prior sug- 
gestions of significant neuropsychological dysfunction 
in patients with the major psychoses and to our knowl- 
edge is the first such demonstration in which a normal 
control group was used. Our data also provide evi- 
dence for hemispheric differences of such dvsfunction 
in that schizophrenic patients made significantly more 
dominant temporal/temporoparietal errors than did pa- 
tients with affective disorders. No excess of non- 
dominant hemispheric dysfunction was found in the 
latter group of patients. 

The ability of our diagnostic research criteria to 
identify patient groups with different neuropsychologi- 
cal dysfunction supports the validity of these criteria 
and suggests the possibility that the clinical psycho- 
pathologic abnormalities and the neuropsychological 
errors may result from the same primary cortical dys- 
function. 

An interesting aspect of the dominant temroral/tem- 
poroparietal test differences between the sch.zophren- 
ic and affective disorder groups is that the Ciagnostic 
criteria for schizophrenia include the presence of for- 
mal thought disorder, which in our criteria is similar to 
aphasic speech, a manifestation of dominant hemi- 
spheric disease. About 41% of our schizophrenic sub- 
jects had formal thought disorder, compared with only 
23% of our patients with affective disorder, and this 
could account in part for the significant differences be- 
tween the groups for dominant temporal/temporopa- 
rietal errors. The relationship between specific psy- 
chopathology and localized hemisphere dysfunction 
needs to be reevaluated by modern neuropsvchologi- 
cal instrumentation in clinically well-defined patient 
groups. The establishment of neuropsychological cor- 
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relates for traditional psychiatric symptoms and signs 
could facilitate the development of a more valid nosol- 
ogy and clarify the pathophvsiology of the major psy- 
choses. 
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Calcium: Pacesetting the Periodic Psychoses 5 , 


*BY JOHN SCOTT CARMAN, M.D., AND RICHARD JED WYATT, M.D. 





In this double-blind study dihydrotachysterol (DHT) 
was given orally to eight psychotic patients; in each 
case marked increases in psychosis and agitation 
acccmpanigd increases in serum calcium and 
pnosphorus within two weeks after active drug was 
substituted for placebo. In the three patients whose 
psychoses exhibited periodic spontaneous 
exacerbations, the agitated episodes grew more 
severe. Serum creatine phosphokinase ( CPK) 
increased in all but one patient. By contrast, when 
three periodically psychotic patients received 
syntAetic salmon calcitonin (SCT), the severity and 
frequency of agitated episodes decreased while CSF 
calcium increased in all three. These data support the 
hypothesis that the observed abrupt increases in, 
serum calcium and phosphorus might cause the 
opposite CSF calcium shifts, the behavioral agitation, 
and ihe increases in serum CPK frequently noted 
during acute psychosis. 


TRANSIENT SIGNIFICANT increases in serum total cal- 
cium and inorganic phosphorus have been observed to 
coinzide with periodically recurrent, abrupt, spontane- 
ous exacerbations of psychotic agitation and mania (1- 
5). These were unaccompanied by changes in any of 20 
other blood constituents measured, were not explain- 
able as artifacts of stress, activity, sleep loss, or diet- 
ary idiosyncrasy, and were not present in patients with 
equally severe but noncyclic psychoses. In a period- 
ically psychotic patient, progressive restriction of diet- 
ary calcium intake resulted in a proportionate reduc- 
tion in both the rhythmic serum calcium increases and 
the duration and severity of such episodic exacerba- 
tions (3). Conversely, in one patient with paranoid 
psychosis secondary to pseudohypoparathyroidism, 
Increases in serum calcium by intravenous calcium 
lactate infusion repeatedly provoked exacerbations 
of the patient's psychosis (6). In periodically agitated 
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patients these increases in serum calcium appear to be 
associated with opposite decreases in CSF calcium 
(1, 4, 7, 8). Bv contrast, normal or depressed humans 
exhibit only minimal rises in CSF calcium with even 
marked increases in serum calcium (8, 9). 

Another consistent observation in acute psychotic 
agitation—transient elevation in serum creatine phos- 
phokinase (CPK) (10) — might result from such abrupt 
shifts in calcium metabolism. Since myopathies ac- 
company a variety of disturbances in calcium metabo- 
lism (6, 11), the periodic calcium shifts observed might 
cause leakage of CPK from the muscles of sensitive 
patients (12). 

During an earlier study (2) longitudinal serum data 
were collected during 53 behavioral cycles in 5 rapidly 
cycling patients who exhibited serum CPK elevations. 
In figure 1 the composite curve of serum CPK values 
in those patients is superimposed on a composite of 
the products of their serum calcium and phosphorus 
values. The latter provides a single factor that is rela- 
tively stable in the face of day-to-day changes in either 
ion which are accompanied by reciprocal changes in 
the other ion (e.g., due to dietary intake, etc.). This 
figure demonstrates that the rise in serum calcium- 
phospherus product occurs simultaneously with the 
onset of the agitated phase in these patients and »re- 
cedes the rise in serum CPK by about 4 days. This 
chronological order is consistent with the proposition 
above that such transient serum ion increases might 
augment leakage of muscle enzymes in sensitive indi- 
viduals. 

During a month-long, double-blind, placebo-con- 
trolled trial of lithium in 26 bipolar I depressed pa- 
tients (2), transient hypomania developed during the 
first 10 days of treatment in those 12 patients who 
showed the most marked increases in serum calcium 
(p«.001, paired t test). However, both measurements 
returned to baseline levels after 10 days of continued 
lithium administration. Thereafter, lithium appeared to 
stabilize serum calcium, eliminating rhythmic serum 
calcium spikes in only those rapidly cvcling patients 
who responded to its antimanic prophylaxis. 

This report focuses on the behavioral and biochemi- 
cal effects of double-blind trials with psychotic pa- 
tients using one agent that mimics, and one that miti- 
gates, the described increases in serum calcium and 
phosphorus. The former agent—dihydrotachysterol 
(DHT)—is a synthetic analogue of vitamin D; it coes 
not depend on enzymatic activation by the liver and 
kidneys. but like vitamin D, causes increases in both 
total calcium and inorganic phosphorus in serum. The 
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FIGURE 1, 
Serum CPK and Serum Calcium- Phosphate Product During Repeated 
Onsets of Psychotic Agitation in 5 Patients? 
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latter agent—synthetic salmon calcitonin (SCT)—is 
more potent and more readily available than human 
thyrocalcitonin, but like the human hormone, it is a 
peptide produced in neural crest-derived tissue, ca- 
pable of inhibiting osteoclastic activity, and con- 
sequently diminishing serum levels of both calcium 
and phosphorus. 

As reported earlier (2), DHT produced substantial 
and significant increases in agitation in all 8 non- 
agitated patients by the second week of active treat- 
ment; the increased agitation occurred simultaneously 
with increases, within normal range, in serum calcium 
and phosphorus. On the other hand, in 8 agitated or 
manic patients, 3 injections of SCT produced a signifi- 
cant decrease in agitation over the same number of 
placebo injections (13). 


METHOD 


Table 1 describes the patient sample; all i2 patients 
were without diagnosable endocrine, metabolic, neu- 
romuscular, or musculoskeletal iliness and had a pri- 
mary affective or schizophreniform psychcsis as de- 
fined by Research Diagnostic Criteria (RDC) (14). Dur- 
ing lengthy periods on placebo 3 patients hac exhibited 
regular, rapid, and extreme cycles in mood and/or ac- 
tivity. All I2 patients were either drug-free or on con- 
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TABLE | 

Clinical Data on the Patient Sample : 

Patient Rapid 

Number Age Sex Diagnosis? Cycler 

538 59 Female Bipolar affective Yes 
disorder 

559 22 Female Catatonic Yes 
schizophrenia 

561 47 Male Bipolar affective Yes 
disorder 

564 37 Female Bipolar affective Yes 
disorder 

$66 22 Male Schizo-affective No 
disorder 

568 22 Female Hebephrenic á No 
schizophrenia 

569 32 Male Manic No 

562 46 Female Unipolar depression Yes 

565 26 Male Paranoid No 
schizophrenia 

567 21 Male Schizo-affective No 
disorder, depressed 

570 34 Male Bipolar affective No 
disorder 

056 29 Male Hebephrenic No 


schizophrenia 
?Based an RDC (14). 


stant doses of lithium (treatment 1) or neuroleptic 
(treatment 2) throughout each drug trial. All were hos- 
pitalized on the inpatient wards of the Laboratory of 
Clinical Psychopharmacology of the National Institute 
of Mental Health. None was placed in mechanical re- 
straints or given I.M. injections during the course of 
these trials. All had given voluntary informed consent 
in writing before their participation in either study. Be- 
havioral ratings were performed twice daily by trained 
nurse raters using the 27-item Inpatient Behavioral 
Rating Scale (15). From this rating an agitation score 
was computed, including the following items: eu- 
phoria, disruptive irritability, hyperactivity, angry 
statements and behavior, repetitive behavior, sexual 
preoccupation, uncooperativeness, and hours spent in 
seclus.on. Throughout both studies, fasting venous 
sera were obtained twice weekly at 7 a.m. Lumbar 
punctures were performed in those patients giving sep- 
arate written consent; the procedure was performed at 
9 a.m , fasting, and after 9 hours of complete bed 
rest—once during each active and placebo treatment. 
Total calcium in both CSF and serum was determined 


by atcmic absorption spectrophotometry with a co-.— 


efficient of variation for laboratory error (CV) of less 
than 3% (16). Serum CPK was determined by a stan- 
dard enzymatic method (Technicon method SG4- 
0017FJ6; CV of less than 10%). 

DHT (Philips-Roxane), 0.2 mg by mouth three times 
a day, was administered for up to 40 days, preceded 
and followed by placebo periods of equal length. SCT- 
(Armcur), 140 MRC units (or approximately 2 U/kg), 
was injected subcutaneously twice weekly. The 3 cy- 
cling patients received up to 8 active and 3 placebo 
injections during either behavioral state. In both trials 
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FIGUFE- 2 
Eftect cf DHT and Calcitonin on Mean Severity of Periodic Agitated 
"Episodes 
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the patients, raters, and administrators of medication 
were blind to the medication code. 


RESULTS 


During the DHT period the 3 patients who had ex- 
hibred periodic spontaneous exacerbations with pla- 
cebo developed more severe episodes (see figure 2). 
Moreover, intervening periods of lucidity became 
shortened, and cycle length decreased (see figure 3). 
When SCT was given to the same 3 patients with peri- 
odicelly recurrent episodes of psychotic agitation or 
maria, anticipated increases in serum calcium and 
phos horus were reduced in amplitude, and the onset 
of expected and formerly quite regular episodes was 
delayed or aborted. Consequently, the total length of 
the cycle increased on calcitonin (figure 3), and the 
severity of agitation was substantially reduced (figure 
2). 

As shown in table 2, the mean hypocalcemic re- 
Sponse to SCT was significantly greater during depres- 
sion than during mania (—.46+.03 mEg/lter versus 
—.1]+.03 mEg/liter; p«.002, Student's t test). CSF 
calcium decreased in the only patient who consented 
to a pair of lumbar punctures during DHT and placebo 
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FIGURE 3 
Effect of DHT and Calcitonin on Cftle Length in Pericdic Psychosis 
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treatment, whereas CSF calcium increased (p<.05, 
paired t test) in all 3 patients on SCT. 

Serum CPK increased in all but 1 patient on DHT 
(p<.02, paired t test). Serum CPK decreased after 
SCT (p<.01) in all 5 agitated patients who had dis- 
played elevated serum CPK on SCT placebo. There 
was no significant difference (by Student's t test) be- 
tween the serum CPK of those nonagitated patients on 
SCT placebo versus those on DHT placebo, and there 
was no significant change (by paired t test) in serum 
CPK following active SCT in the nonagitated group. 

Whether the observed changes in serum CPK repre- 
sent effects of induced flux in serum or sarcoplasmic 
calcium, or mere results of the altered muscle activity 
that paralled changes in ratings of agitation and in mo- 
tor activity, remains unresolved. However, in those 8 
patients receiving active DHT, the absolute increases 
in serum total calcium and serum CPK were signifi- 
cantly and positively correlated (r=.80, p.01; see fig- 
ure 4). But changes in neither serum constituent corre- 
lated with the increases in agitation ratings seen in all 8 
patients. Thus this finding provides further suggestion 
that the increases in serum CPK in this group may be 
directly secondary to calcium shifts rather than both 
resulting from increased behavioral agitation. 
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TABLE 2 , . 
Findings frome Trials of SCT and“DHT in the Patient Sample . 
SCT Trial? l LLL DHT Trial l 
Change in Calcium (mEg/liter) CPK ([U/liter) Change in Calcium CPK (IU/liter) 
(mEg/liter) 
Patient’ Bas Serum eT SCT, Base Placebo, DHT, 
Number State A? R^ CSF, A R A A State Serum, R CSF R R 
558 A/R +05 —.45 +.20 53 R + 32 119 166 
559 À —.25 +.10 192 — 93 R + 69 43 89 
561 -A/R —,13 —,40 478 — 224 R 4,83 37 136 
564 A/R —.08  -..28 4.15 336 — 86 R 4.21 —,20 50 97 
566 A + .01 R + .06 7$ 65 
568 A —.16 
569 A —.17 308 | — 19i 
562 R —.45 63 R --.43 56 78 
565 R — 73 78 R +.5] 22 72 
567 R — 48 60 i 
570 R —.30 48 R +.10 28 S0 
056 A — 20 201 — 46 
Mean —,12 —.44 60.4 303.0 128.0 53.8 94.1 
SEM z.03« +.03°¢ X5. +52.24 33,84 +11.0° +13.7° 


"During the SCT trial patients 558, 569, 565, and 567 received lithium carbonate; patients 559, 568, 569, and 567 received fluphenazine decanoate; and patient 


056 received haloperidol. 


^A —Agitated state (manic or excited); R=retarded, nonagitated state (depressed or stuporous). 


*p«.002, Student's t test. 
“p<.01, paired t test. 
*p<.02, paired t test. 


FIGURE 4 
Correlation of Changes in Serum Total Calcium with Changes in Serum 
CPK During DHT Therapy? 
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ar= 80, p«.01. 

DISCUSSION 


In summary, these data support the hypochesis that 
sudden increases in serum calcium and phosphorus, 
observed during periodic exacerbations of psychotic 
agitation, might in fact trigger such abrupt behavioral 
activation by provoking opposite changes ir. CSF cal- 
cium. 
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Indeed, DHT, which produces similar serum elec- 
trolyte changes, provokes significant increases in agi- 
tation in noncyclic patients (2) and intensifies existing 
agitated episodes in cyclers. Conversely, SCT reduces 
the intensity of such episodes. It is not possible to 
draw any conclusions from our limited CSF data; yet 
both agents appear to produce reciprocal changes in 
CSF calcium similar to those seen with periodic 
changes in behavioral state and of a magnitude capable 
of causing extreme changes in CNS activity and ex- 
citability (17-19). 

These treatments altered not only the severity of 
such episodes, but their frequency of occurrence as 
well. This finding fits the observation (2) that rhythmic 
increases in serum calcium and phosphorus may corre- 
late better with the switch into the episode than with 
the episode itself. Accordingly, a pharmacological ma- 
nipulation— DHT —that mimics or potentiates serum 
calcium and phosphorus elevations makes onsets of 
the behavior more likely (hence frequent), while one 
that prevents or tempers such increases — SCT-—-re- 
duces their frequency. Further support for this notion 
of calcium as a “‘pacesetter’’ or “‘trigger’’ was the ear- 
lier observation by Speijer (5) that progressive reduc- 
tion of dietary calcium increased the intervals between 
such episodes. 

One reason for the apparent reduced hypocalcemic 
response to SCT in mania may be that the hypocal- 
cemic efficacy of SCT was expended in preventing an- 
ticipated transient hypercalcemia at the ''switch."* 
Thus comparisons of serum calcium levels before the 
switch with those after SCT (but also after an abortive 
switch) might have been expected to reveal little 
change. 
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Administrative Relationshi»s Between Community Mental Health 
Centers and Academic Psychiatry Departments 


BY LARRY R. FAULKNER, M.D., AND JAMES S. EATON, JR., M.D. 


The authors reviewed the administrative relationships 
between academic departments of psychiatry and 
community mental health centers (CMHCs). 3y 
telephone, they surveyed the chairpersons of 110 
departments of psychiatry with approved psychiatric 
residency programs and found that 87 (7995) Fad some 
type of administrative relationship with a 
comprehensive CMHC. Almost two-thirds of ‘he 
chairpersons of these departments considered the 
CMHC to be of major importance to their educational 
prograins. Only 8 (7%) of the 110 departments had 
discontinued their relationship witha CMHC. Most of 
the chairpersons Whose departments were involved 
with a center were optimistic about the future of their 
programs in CMHCs. 


SINCE ITS INCEPTION in the mid-1960s, the community 
mental health center (CMHC) movement has been one 
of the most controversial issues in modern psychiatry 
(1). Now, more than a decade later, spirited debate 
continues about the appropriate role of CMHCs and 
their future in an emerging health and menzal health 
services system (2-6). Academic departmen:s of psy- 
chiatry were initially reluctant to get involved with 
CMHCs (7). Some questioned the compatibility of the 
CMHC setting with quality education. There was con- 
cern that departments of psychiatry would have too 
little control over the academic program in the CMHC, 
that the pressure for service would be too great (8), 
that there was too much role diffusion in the centers 
(9), and that the centers themselves were too isolated 
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from academic institutions (10). In spite of these con- 
cerns, an increasing number of reports have docu- 
mented efforts by academic departments ofepsychiatry 
to integrate CMHCs into their educational programs 
(7-12). 

Some authorities believe that departments of psy- 
chiatry could do more in this area. Psychiatrists are 
leaving CMHC staffs at an alarming rate (13), and re- 
cruitment is difficult. Community groups are putting 
more pressure on departments of psychiatry to inject 
"relevant" community and social issues into their cur- 
ricula (12). Perhaps such pressure has been one factor 
in helping academic training programs use CMHCs as 
settings for some of their educational programs. How- 
ever, there are other good reasons for departments to 
be interested in CMHCSs. The President's Commission 
on Mental Health (1) recommended that federal sup- 
port for community mental health services not only 
continue but be expanded. At the same time, federal 
support for psychiatric education programs ‘has 
dropped to nearly 50% of the 1969 level (14), even 
without an inflation factor. One result has been a se- 
vere cutback in funding for psychiatry basic residency 
programs throughout the country. A closer relation- 
ship between academic departments of psychiatry and 
CMHCSs might benefit both by providing more finan- 
cial stability for training programs and more psychiat- 
ric expertise for CMHCs. 

To answer the questions, What is the extent of 
the relationships between departments of psychiatry 
and CMHCs around the country? and, What are the 
characteristics of these relationships? we conducted 
a telephone questionnaire survey of the 110 academic 
departments of psychiatry with approved residency 
programs. In this paper we will present data reflecting 
the number and type of relationships that exist, a geo- 
graphic correlation of relationship types, the impor- 
tance of the CMHC to the residency program, the in- 
direct sources of influence of departments on CMHCs, 
the specific characteristics of CMHCs used as settings 
for resident education, and the characteristics of de- 
partments with no relationship to a CMHC. 


METHOD 
Questionnaire 


In preparing for this study, we asked the advice of 
five recognized authorities in community mental: 
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hea.th "who also chair departments of psychiatry. ‘Ve 


asked them the following questions: 1) ‘‘Would a study 


of the administrative relationships between academic 


. departments of psychiatry and CMHCs be of value?" 


4) "Has such a study been done before?" and 3) 
“What specifically should be investigated?" 

Answers to the first two questions were uniform: 
"Yes, such a study would be of great value,” and, 
"No, it has not been done before," respectively. A 
varxty of suggestions were offered to the third qu2s- 
tion. From these, and from our own ideas, we devel- 
opei an 18-item questionnaire requiring both open- 
endzd and yes/no responses. 


Sam: le S tudied 


There are 120 fully or provisionally accredited medi- 
cal schools in the United States (15); 110 of these hzve 
accredited psychiatric residencies (16). During March- 
June 1978, one of us (L.R.F.) had telephone conver- 
saticns with the chairpersons! of 108 of these depart- 
mers of psychiatry. At one school he spoke to a sen- 
ior faculty member and at another he spoke to the 
forrzer chairperson, who had recently resigned. These 
discussions lasted 10-40 minutes. They began with the 
following question: ''We are conducting a study of ad- 
min.strative relationships between departments of 
psychiatry and CMHCSs. Could you spend a few min- 
utes describing the situation in your department?” An 
effo-t was made to keep the conversation informal and 
unsiructured, but, if necessary, specific questicns 
werz asked to complete the questionnaire. 

It is important to emphasize that the chairperscns 
wer: the only source of information for this study. 
Sinc2 we were investigating only the administrative 
relaionships of departments of psychiatry with 
CM HC5, and since we were focusing only on the pèr- 
spectives of the academic departments, we did not 
coniact residency directors, residents, CMHC direc- 
tors and staff, or patients. All of these groups would 
have added other important perspectives to our dala, 
but this would have greatly increased the scope and 
complexity of the study. 


DATA 


Relc tionships Between Departments of 
Psychiatry and CMHCs 


Of the 110 departments of psychiatry with approved 
psychiatric residency programs, 87 (79%) had some 
type of administrative relationship with a comprehen- 
sive CMHC. These were of three general types: 1) the 
CMAC was integrated into the department (24 of the 
progcams —27.596— were this type), 2) the CMHC con- 
tracted services from the department (21 of the pro- 
grams—24%—were this type), or 3) the CMHC was 
the setting for rotation of psychiatric residents for the 


"The word "chairperson'" is used here even though a few of the 
people contacted were acting chairpersons. 


4 4 * 
LARRY R. FAULKNER AND JAMES S. EATON, JR. 


ee . 


department (64 of the programs—73.575— were this 
type). Some departments had more than ene type of 
relatiorship to a CMHC, bringing the total number of 


relatiorships to 109; for this reason the percents total .. 


125%.) 

An ezample of the first kind of relationship is Depart- 
ment A, which developed a comprehensive CMHC 
several. years ago as an integral part ot the depart- 
ment c= psychiatry. At the time of our survey the 
CMHC served as a major setting for resident educa- 
tion. Ime director of the CMHC was a psychiatrist 
who re»orted to the chairperson, who was an unoffi- 
cial member of the CMHC's advisory board. In the 
early stages of the relationship several problems devel- 
oped. Members of the community felt that the depart- 
ment hed too much control and was using service mon- 
ey for 2ducauon. Members of the academic depart- 
ment were initially reluctant to work in the service- 
oriented setting of the CMHC. The chairperson's firm 
philoso»hical commitment and constant negotiations 
betwee1 the community and the department resulted 
in an upgrading of the academic quality cf the CMHC 
as well as provision of the relevant service needs of the 
community. The chairperson reported that the pro- 
gram was working well. : 

In the second type of relationship—the CMHC con- 
tracted services from the department—the center was 
a separate organization. The contracts were usually 
for inpatient or emergency services, and these services 
became an integral part of the department of psychia- 
try. Th: department chairperson had direct authority 
over their operation. In a few programs the CMHC 
contraczed all of its psychiatric services from the de- 
partment, but the CMHC governing board retained 
control over the center itself. 

An ezample of the second type of relationship is De- 
partmert B, which provided inpatient services for a 
CMHC under a contractual arrangement. The depart- 
ment's zhairperson had administrative authority over 
these services, and psychiatric residents used them for 
training. All other facets of the CMHC were indepen- 
dent of :he department of psychiatry, and the chairper- 
son hac no influence with the CMHC advisory board. 
The dir-ctor of the CMHC was not a psychiatrist. This 
alrangenent appeared to work well initiaily, but fund- 
ing to the CMHC declined. Not enough money was 
avallabz to cover rising service costs, and at the time 
the surrey was conducted the department was reeval- 
uating Ls relationship to the CMHC. 

In the third type of relationship—the CMHC was the 
setting for rotation of psychiatric residents—the 
CMHC and the department were separate organiza- 
tions. The chairperson may have had indirect influ- 
ence, baut he usually had no actual authority over the 
operaticn of the CMHC (all of the chairpersons con- 
tacted were men). 

An ez ample of the third type of relationship was De- 
partmert C, which used a CMHC as a setting for resi- 
dent ecucation. Each third-year resident spent four 
months at the center. Under a written contract, the 
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CMHC paid the residents, stipends in returr. for their 
services. Specifics of the residents’ experiences in the 
CMHC were not delineated in the contract. The direc- 
. tor of the CMHC was not a psychiatrist. The chairper- 
son of the department of psychiatry had no direct con- 
trol over the center and no influence with its advisory 
board. He was consulted by the CMHC when it 
needed to hire psychiatrists, and he offered clinical 
faculty appointments to those who were qualified. The 
residents were initially very dissatisfied witt. their ex- 
periences in the CMHC. They complained that they 
were poorly supervised and were being forced to see 
too many medication evaluations. They were asked to 
write prescriptions and sign insurance forms for pa- 
tients they had not seen. The chairpersoa relayed 
these objections to the director of the CIMHC and 
threatened to terminate the department's affiliation. 
Negotiations resulted in a clearer understanding of 
what the residents were to be doing on their rotations, 
and the chairperson decided to send a faculty member 
from his department to supervise the residents in the 
CMHC. 


Geographic Correlation of Types of Relationship 


We collected data on the correlations between geo- 
graphic areas of the country and the types of relation- 
ship between CMHCs and departments of psychiatry. 
Seventy percent of the CMHCs that were used only as 
settings for residency education were located in areas 
with relatively few psychiatrists, and 6776 of the 
CMHCs integrated into departments of psychiatry 
were in regions with more psychiatrists (17). The 
CMHCs that contracted services from departments of 
psychiatry were located about equally in all regions. 

The geographic difference among types of relation- 
ship is undoubtedly of complex origin, but it demon- 
strates some response by academic departments to 
community psychiatric needs. Several of the chairper- 
sons interviewed said that a strong factor in their deci- 
sion to use a CMHC as a setting for resident education 
was their awareness that there was a grea: need for 
psychiatric expertise in their communities. They 
hoped that a quality educational experience could be 
developed in the CMHC setting and that their trainees 
would get a favorable impression of community psy- 
chiatry as a result. 

A need for psychiatrists often encourages CMHCs 
to be cooperative in their relationships with academic 
departments. Many CMHCs located in areas with rela- 
tively few psychiatrists have looked to departments of 
psychiatry for help and have encouraged tne depart- 
ment to use their setting for resident rotations. This is 
often not the case for CMHCS located in regions with a 
large number of psychiatrists. Chairpersons in these 
areas often said that CMHCs had their own psychiatric 
coverage and did not need or want the he.p of their 
department. 

Community mental health centers that were integral 
components of academic departments tended to be lo- 
cated in more populous areas and in close proximity to 
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the department. CMHCs that served only as settings 


for resident education were generally located in less, 


heavily populated areas and were more likely not to be 


geographically close to the department. The logistic . 


problems for a department trying to administer a 
CMHC located far away would be enormous. Thus, it 


is unlikely that one paradigm of administrative rela- >` 


tionship would fit the needs of all areas of the country 
or of all departments of psychiatry. This underscores 
the necessity for fully investigating the different rela- 
tionship types that have evolved. 


Importance of the CMHC to Residency Programs 


Amcng the 87 departments that had a reletionship to 
a CMHC there were 109 specific relationships to 
CMHCs. In 17 (16%) of these programs (1 [4%] of 
those in which the CMHC was an integral part of the 
department and 16 [25%] in which the CMHC served 
as a Setting for rotation of residents), the chairperson 


judged the relationship to be of minor importance to 


the department. In this context, ‘‘minor’’ means that 
the resident rotations through these CMHCs were 
elective or that the chairperson described them as me- 
diocre and unimportant to the residency. '" Major" im- 
plies that the chairperson felt that the relationship was 
an important resource for resident education. In 92 
(84%) of the programs with relationships to CMHCs 
(23 [9670] of those in which the CMHC was an integral 
part of the department, 21 [100%] of those in which the 
CMHC contracted services from the department, and 
48 [75925] of those in which the CMHC served as a set- 
ting for rotation of residents), the chairperson said the 
relationship had major importance. 

Although psychiatry departments were reluctant to 
become involved in CMHCs in the early days of the 
community psychiatry movement (7), these data in- 
dicate that most are now involved to a substantial ex- 
tent. Many chairpersons expressed the opinion that 
CMHCSs were excellent sites for resident education, 
especially if careful attention was given to the design 
of the resident's educational experiences. 


Indirect Sources of Department Influence in CMHCs 


Departments of psychiatry had direct authority over 
only 24 of the CMHCS (those in which the CMHC was 
an integral part of the department). To assure quality 
psychiatric education, most chairpersons felt that they 
needed to have some influence, direct or indirect, over 


the CMHC operation. There were three types of in- m 


direct influence: 1) the department had either estab- 
lished the CMHC or had had major involvement dur- 
ing the process, 2) the department had influence with 
the CMHC governing or advisory board, and 3) the 
director of the CMHC was a psychiatrist who was in- 
fluenced by the department of psychiatry (see table 1). 

Departments of psychiatry derive some influence 
from aaving established an integrated CMHC (see 
table 1). The fact that the department had been helpful 
in the past seemed to foreshadow a receptiveness 
among CMHC staff to suggestions concerning resident 
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Indirect Sources of Influence of Psychiatry Departments on Community Mental Health Centers (CMHCs) e : 


> 


Department Involved in 
Establishment of CMHC- 


Type of Relationship Number 


Percent 


CMHC was integral part 
of department (N —24) 
CMHC contracted with 
department for 
services (N —21) 9 
CMHC used as setting 
for rotation of 
residents (N —64) 22 


? Five of the directors were also department chairpersons. 
. 


2l 88 


43 


34 


education. Further, several chairpersons reported that 
CMHC directors regularly sought their advice on a 
wide variety of issues. 

Psychiatry departments often do not have influence 
with CMHC advisory or governing boards. This is fre- 
quently by the department's design, but in some in- 
stances the people in the community have made it 
clear tha: they want completely autonomous boards. 
However, in some cases CMHC boards have sought 
advice from chairpersons. This can happen when the 
department is represented by a board member or when 
the chairperson has influence over the selection of 
board members. Some chairpersons reported that hav- 
ing influence in this area was of great help to them in 
dealing with the CMHC. 

In more than 2676 of all CMHCs the directors are 
psychiatrists (18). This percentage is much higher in 
the centezs we surveyed that had a formal relationship 
with a department of psychiatry (49%). The centers 
that were integral parts of departments of psychiatry 
had a higher percentage of psychiatrist directors than 
the two other types of centers (see table 1). In many 
cases, the department's influence with these centers 
derived from the fact that their directors were trained 
in the departments, the chairperson was often in- 
fluential in hiring them, and they had usually been giv- 
en clinical faculty appointments. 

Indirect influence was obtained by departments that 


showed an active but noncontrollmg interest in a 


CMHC. Many of the chairpersons interviewed report- 
ed that CMHC directors were initially very fearful of 
losing control to the department. They had to maké a 
great effort to cultivate a trusting and mutually regard- 
ing relationship. Once such a relationship was estab- 
lished, many of the territorial issues disappeared. It 
then became easier to develop educational programs 
that were both academically sound and relevant to the 
service needs of the CMHC. 


CMHCs as Settings for Resident Education 


The relationship in which the CMHC served only as 
a setting for rotation of residents was distinctly dif- 
ferent from the other two types. The department had 
no ectual authority over the services on which resi- 
dents were educated, and the conflict between service 


a 
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Director of CMHC 
Was a Psychiatrist 


Department Had Influence 
with CMHC Board 


Number , Percent ‘Number _ Percent 
5 21 21^ 87 
4 19 6 29 
17 27 26 41 


delivery and educational requirements was often 
sharp. Many chairpersons were reluctant to send their 
residents through rotations over which they had no ad- 
ministrative control. Those who did depended on in- 
direct influence to assure quality educational experi- 
ences in these settings (see table 1). 

Surprisingly, only 7296 of the departments that used 
CMHCs as settings for rotation of residents had for- 
malized, written contracts. Even when there was a 
contract, it rarely spelled out the specifics of a resi- 
dent's rotation through the CMHC. This was usually 
left to a ‘‘gentleman’s agreement” between the CMHC 
director and the department. Sometimes this was ef- 
fective, but often it did not assure a quality educational 
experience in the CMHC. Many chairpersons who re- 
ported that they had a successful relationship with a 
CMHC emphasized the importance of clearly delineat- 
ing in writing the goals and objectives of the education- 
al program, the specifics of the residents’ rotations, 
the authority and responsibility of the CMHC and the 
department, respectively, and the financial arrange- 
ments that were to be made. 

The CMHC often turned to the department for help 
in recruiting psychiatrists. Sixty-six percent of the 
chairpersons interviewed reported that they had con- 
siderable influence in the selection of psychiatrists 
hired by the CMHC. In 89% of the programs clinical 
faculty appointments were offered to psychiatrists 
who did any supervision of residents in the CMHCs. 
This opportunity for faculty status was reported to be 


of great benefit in recruitment. The involvement of the 


department in the recruiting effort of the CMHC can 
be mutually rewarding. The CMHC may not have the 
prestige or expertise to successfully recruit psychia- 
trists who can participate in resident education, and 
the department can often assist in this effort. By being 
involved in the process, the department is able to as- 
sure that qualified supervisors are hired. 

Seventy-two percent of the CMHCs paid at least 
part of the cost of the residents’ services, and 31% of 
the psychiatry departments gave some form of support 
to the CMHC staff. Usually the department provided 
support by directly subsidizing a supervisor's salary. 
Occasionally, a department faculty member was sent 
to a CMHC on a regular basis to teach courses and 
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seminars or to supervise residents. As part of an initial 
evaluation. of the CMH®@, several chairpersons de- 
cided that there were no resources to provide satisfac- 
tory support for an educational program, but some felt 


. that the setting was valuable enough as an educational 


resource to warrant help from the department. 
Departments with No Relationship to a CMHC 


Twenty-three of the accredited departments of psy- 
chiatry (21%) had no relationship to a CMHC. Fifteen 
of these (14%) never had such a relationship, but 4 of 
these were going to begin one soon. Eight of the 23 
departments had had some type of relationship to a 
CMHC but did not at the time of the survey. The rea- 
sons given by the chairpersons for disccntinuation 
were characteristic of the difficulties reported in many 
relationships between CMHCs and departments of 
psychiatry: in 1 case the chairperson reported that the 
CMHC had broken a ‘‘gentleman’s agreement’’; in 2 
cases they felt the residents had been ' abused" in that 
they were required to provide too many services or to 
undertake objectionable duties, such as signing insur- 
ance forms or writing prescriptions for patients they 
had not seen, too much night-call duty, and seeing too 
many patients for medication checks; in | case the 
CMHC had declared bankruptcy; in 1 case there was a 
"personality clash’’ with the CMHC director; in 1 case 
the CMHC developed a ‘“‘nonpsychiatric orientation"; 
in 1 case the community demanded too much control; 
and in the final case the chairperson determined that 
the residents had too much to do and so did not have 
time for the CMHC rotation. Many of these problems 
could have been avoided with careful planning and ne- 
gotiating a contract between the department of psvchi- 
atry and the CMHC that would make the expectations 
of each group clear from the start. 

It must be remembered that the reasons given above 
for termination of the relationship between depart- 
ments of psychiatry and CMHCSs were the responses 
of department chairpersons. Quite different responses 
might have been obtained from the 8 CMHC directors. 
It is encouraging that only 8 of the 95 departments that 
ever had a relationship with a CMHC ended that ar- 
rangement. Like most relationships, those involving 
CMHCs and departments of psychiatry are dynamic 


and evolve with experience. The important point is 


that this change should occur as a result of negotiation; 
both sides need to take an active part if their needs are 
to be respected and the feeling of exploitation avoided. 


COMMENT 


Despite much apprehension and very real diffi- 
culties, academic departments of psychiatry are using 
CMHCs in their educational programs. Almost two- 
thirds of the chairpersons whom we surveyed consid- 
ered their departments' relationships to CMHCs of 
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major importance, and many chairpersons found the 


setting valuable enough to warrant subsidization by 


the department. Problems were seldom severe enough 
to provoke a discontinuation of the relationship be- 
tween the CMHC and the department of psychiatry, 
and most chairpersons were optimistic about the fu- 
ture of their programs. 

If current social, political, and economic trends con- 
tinue, we might expect a further expansion of academ- 
ic psychiatry into the community, but this may or may 
not involve CMHCs. In any event, we will continue to 
need evaluation of the relationships between CMHCs 
and academic departments of psychiatry. Such studies 
will help elucidate the sometimes conflicting pressures 
of service delivery demands and residency curriculum 
needs and will provide useful information for increas- 
ing the number of experienced psychiatrists in the 
community. 
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To assess the impact of restrictive civil commitment 
procecures, the authors studied the population of a 
prisoa psychiatric «nit before and after the procedures 
were 'mplemented. Their findings suggest that when 
the community finds it difficult to use the alternative of 
involuatary hospitalization, arrest and imprisonment 
are uced to remove mentally ill people from the 
comrRanity. 


IN SEFTEMBER 1976 the Commonwealth of Pennsylva- 
nia im>lemented a new Mental Health Procedures Act 
that established stringent criteria for involuntary com- 
mitm2 it of the mentally ill. We undertook the study 
described here to determine whether these restrictive 
civil commitment procedures led to the increasing use 
of arrest and imprisonment as a means of removing 
mentally ill people from the community. 

Stcre (1) observed that over the past decade the dif- 
ferences between penal and civil commitment proce- 
dures aave narrowed considerably. Before they may 
confine an individual in a prison or a mental hospital, 
both systems require that a specific ‘‘offense’’ or 
"act" be committed, both limit confinement to a fixed 
time period, and both require that fundamental proce- 
dural safeguards be observed. 

Kecent judicial decisions seem to indicate a trend 
towarc requiring a finding of dangerousness to oneself 
or to others before a mentally ill individual may be 
commxkted involuntarily. Proponents of the dan- 
gerousness standard hold it to be objective and say 
that 1: can be used in a sound evidentiary manner, in 
contrast to medical model criteria. This principle is 
clearly embodied in Pennsylvania’s Mental Health 
Procecures Act, waich states, 


V/3enever a person is severely mentally disabled and in 
need of immediate treatment, he may be made subject to 
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involuntary emergency examination and treatment. A per- 
son is severely mentally disabled when, as a result of men- 
tal ilIness, his capacity to exercise self-control, judgment 
and discretion in the conduct of his affairs and social rela- 
tions or to care for his own personal needs is so lessened 
that he poses a clear and present danger of harm to others 
or to himself. (2, pp. 352-353) 


Under the act, clear and present danger is deter- 
mined “‘by establishing that within the past 30 days the 
person has inflicted or attempted to inflict serious bod- 
ily harm on ancther’’ (p. 353) or on himself. The com- 
mitment process itself is guided by clearly defined pro- 
cedures, including notification of rights, representa- 
tion by counsel, and notice of a hearing, which serve 
to further narrow the legal spectrum between criminal 
and civil commitment law. 

Critics of the act maintain that the stringent criteria 
for civil commitment severely curtail the ability of pro- 
fessionals to help people who clearly need inpatient 
treatment but who do not fall within the definition of 
clear and present danger. À number of mental health 
professionals argue that, faced with the difficulties en- 
countered in obtaining involuntary commitment, fami- 
lies, probation officers, and police would resort to the 
more expeditious procedure of having mentally ill 
people arrested and jailed. A police directive issued 
by the Philadelphia Police Commissioner to the Police 
Department approximately 9 months after implemen- 
tation of the act suggested that this could occur. It 
stated in part, 


Persons who, by their actions are unruly or dis- 
organized but do not present a danger to themselves, or 
any person present, may no longer be taken into custody 
under the provisions of the Mental Health Act of 1976. 
However, persons who make unreasonable noise, use ob- 
scene language, make obscene gestures, engage in fighting 
or threatening, in violent or tumultuous behavior, create a 
hazardous or physically offensive condition by any act 
which serves no legitimate purpose of the actor, may be 
charged with violating Section 5505 of the Crime Code, 
Disorderly Conduct.' 


We undertook the present study to see whether the 
criticisms of the act were valid. We hypothesized that 
if mentallv ill people were actually being diverted into 
the criminal justice system as a consequence of re- 


'Philadelphia Police Commissioner: Directive 136: Mentally Dis- 
turbed Persons, June 10, 1977. 
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strictive civil commitment procedures, this trend 
would be reflected in chfhges in the psychiatric popu- 
lation of the prison system. We predicted that after the 
act had been implemented 1) there would be a marked 
increase in the number of referrals to a prison psychi- 
atric service, and 2) there would be discernible 
changes in the psychiatric and criminal profiles of 
people confined in a prison psychiatric unit. 


METHOD 


To test our hypothesis we undertook an exploratory 
study in a Philadelphia prison that has a forensic unit 
with 60 beds for mentally ill male prisoners. The foren- 
sic unit staff, five part-time psychiatrists, also provide 
consultation for prisoners in the general prison popu- 
lation of the Philadelphia County system, which has 
three prisons. We compared the number of requests 
for psychiatric consultation and the admission rates 
for the 12-month period before implementation of the 
act and the 12-month period after its implementation. 

We also studied three nonrandom samples of people 
in the prison psychiatric unit over three time periods to 
determine whether there were changes before and af- 
ter implementation of the act. We studied the follow- 
ing variables: age, race, education, employment stat- 
us, time elapsed between arrest and transfer to the 
prison psychiatric unit, psychiatric diagnosis and psy- 
chiatric history, seriousness of offense and criminal 
record, and source of complaint leading to arrest. 

The first group studied (N=55) was composed of 
people who had been admitted to the prison psychiat- 
ric unit 6-7 months before implementation of the act. 
The subjects in the second group (N —55) were admit- 
ted 5-6 months after implementation of the act, and 
those in the third group (N=52) were admitted 13-14 
months after implementation of the act and 4-5 months 
after the police policy directive cited above was is- 
sued. 

Data were obtained from records kept bv the prison 
administration and from medical charts maintained by 
the medical, social work, and nursing statf of the fo- 
rensic unit. 

We did not use inferential statistics because ours 
were nonprobability samples. We used gamma, a de- 
scriptive statistic that provides a measure of associa- 
tion and allows statements to be made about the 
strength of the relationship between two or more vari- 
ables. 


FiNDINGS 


The number of requests from prison staff for psychi- 
atric consultation involving mentally ill prisoners rose 
substantially during the 6-7 months after implementa- 
tion of the act. The only exception was the 4th month 
after implementation, where there was a decrease (see 
table 1). Again, with the exception of January, the 
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TABLE 1 
Number of Requests for Psychiatric Consultation in,a Prison Before 
and After Implementation of Restrictive Civil Commitment Procedures 


Number of Requests 


Number of Months 
Before or After Before After Percent 
Implementation Implementation Implementation Increase 
4 317 223 29.7* 
5 266 357 34.2 
6 303 — 
7 223 34] 52.9 
8 261 311 19.2 
9 215 318 47.9 
10 203 361 71.8 
11 184 372 102.2 
12 276 416 as 50.7 


*This figure represents a decrease rather than an increase. 


TABLE 2 
Monthly Admissions to a Prison Psychiatric Unit Before and After Im- 
plementation of Restrictive Civil Commitment Procedures 


Number of Months Number of Admissions 


Before or After Before After Percent 
Implementation Implementation Implementation Increase 
4 61 60 
5 35 72 105.7 
6 POUR € 
T 43 70 62.8 
8 42 71 69.0 
9 49 82 67.3 
10 50 74 48.0 
I1 44 86 95.5 
12 33 64 93.9 
13 35 42 20.0 
14 39 75 92.3 
15 45 73 62.2 


number of monthly admissions showed a sharo per- 
centage increase after implementation of the act (see 
table 2). 

The groups studied before and after implemertation 
were not significantly different with regard to age, 
race, educational level, or employment status. Slight 
trends were discernible on the variables of age, educa- 


) 


tion, and employment: subjects in the two groups ad- 


mitted after implementation tended to be young2r and 
better educated and were more likely to be employed. 
These trends were more noticeable for group 3, which 
had been admitted to the prison psychiatric uni: more 
than 1 year after implementation of the act and approx- 
imately 4 months after the police policy direct ve re- 
garding mentally ill people was issued. 

We expected that an increase in the number o£ men- 
tally ill people admitted to the prison psychiatric unit 
after implementation of the act would be asscciated 
with a reduction in the time elapsed between date of 
arrest and date of admission to the psychiatric unit. In 
group | (admitted before implementation), 37% of the 
subjects were transferred to the psychiatric block 
within 7 days of their arrest, but for the two groups 
admitted after implementation of the act, the percents 


of subjects transferred within 1 week of arres! were 
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TABLE 3 


P 


JENNIFER CALDWELL BONOVITZ AND EDWARD B. GUY 
9 


. |o 


Type o^ Crime Committed, Number of Previous Arrests, and Record of Violent Crime c? Three Groups of Subjeess Admitted to a Prisbn Psychiat- 


tic Unit 





Type of Crime 


Against Against 
Property Persons 
(N=39) (N 91) 
Group N % N % 
Group | (admitted 6-7 months before 
implementation of restrictive 
procedures, N=55) 2 21.8 38 69.] 
Group 2 (admitted 5-6 months after 
implementation of restrictive 
procedures, N—55) 12. 218 33 60.0 
Group 3 (admitted 13-14 months after 
implementation of restrictive 
procedures, N — 52) IS 28.8 20 38.5 


*Minorviolations of parole or probation, trespassing, and disorderly conduct. 
"In 10 cases these data were not known. 
"In 9 ceses these data were not known. 


39% and $296, respectively. Although a trend in the 
direction predicted was discerned, the association 
proved to be a weak one (gamma- — 12). 

Diggnostic classification showed no differences 
among the three groups: between 74% and 80% of all 
of the subjects were diagnosed as suffering from schiz- 
ophrenic reaction; the remainder fell into the cate- 
gories of character disorder, organic brain syndrome, 
or manic-depressive psychosis. Our findings on the 
variable of diagnostic classification were not unexpect- 
ed because schizophrenic patients who exhibit dis- 
ruptive or bizarre behavior have always been fairly 
quickly identified and referred by prison staff. The dif- 
ference after implementation of the act was that more 
schizophrenic patients were entering the prison. 

The history of psychiatric hospitalization did not dif- 
feren:iate the group admitted before implementation of 
the act from those admitted after, with the exception 


that there was a strong association between previous 


hospXalizations on the prison psychiatric unit and ad- 
mission to the prison unit during the period 13-14 
montis after implementation (gamma =.68). In other 
words, people admitted during the latter period tended 
to have had one or more episodes of illness requiring 
hospitalization during previous incarcerations. Unfor- 
tunatzly, data on psychiatric history were not avail- 
able or approximately 20% of the subjects in each of 
the three groups. 

A moderate association was found between level of 
seriousness of offense leading to arrest and number of 
months elapsed since implementation of the act (gam- 
ma- —.40). Subjects admitted to the psychiatric unit 
after implementation of the act were less likely to have 
comnitted a violent crime, and there was a marked 
increase in such crimes as disorderly conduct, tres- 
passiag, and making terrorist threats (see table 3). 

Wiih regard to arrest record, subjects in the two 
groups admitted after implementation of the act had 
been arrested fewer times than those in the group ad- 
mitted before (gamma —.40). There was a moderate 


Number of Arrests? Record of 
m Violent 
Other? None 1-4 5 or More Crime 
N % N % N % N 95 N >% 
3 9.1 4 7.5 I8 34.0 3l 58.5 39 73.6 
IO 18.2 I0 19.6 20 39.2 21 41.2 24 «647.1 
17 32.7 17 35.4 24 50.0 d 14.6 l6 32.7 


negative association between number of previous ar- 
rests and 310spitalization on the prison psychiatric unit 
for the groups admitted after implementation (gam- 
ma=—.41}, These subjects were also likely to have a 
record of violent crime, and they showed a substantial 
negative zssociation between record of violent crime 
and hospiialization (gamma- — .52). 

Differences in the sources of complaint leading to 
arrest (pclice, probation officer, or family) did not 
reach statistical significance when the group admitted 
before enactment was compared with the two groups 
admitted after. However, 13 subjects in the two groups 
admitted after implementation of the act were arrested 
at the request of their families; there were no family- 
initiated zrrests in the group admitted before enact- 
ment. In zll of the family-initiated arrests, families had 
been frigktened by the behavior of the subject and had 
sought police assistance. In 9 of these 13 cases, fami- 
lies had tried unsuccessfully to persuade the subject to 
obtain psvrchiatric treatment during the 2 weeks before 
arrest. 

In contzast to the above findings, the profile of the 
prison inmates who were not referred for psychiatric 
services over the three time periods studied did not 
change om the variables of age, race, education, em- 
ployment status, seriousness of offense, or criminal 
record. Tae staff members who made prison consulta- 
tion requests to the psychiatric service (prison guards, 
administrators, and the medical and social services 
staff) remained fairly stable over the 2-year period be- 
fore and after implementation of the act. Therefore, 
it seemed unlikely that the increased number of refer- 
rals to the forensic unit was caused by an increase in 
the number of referral sources in the prison. 


DISCUSSION 


Although not conclusive, our findings support the 
hypothes:s that changes in the psychiatric population 
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of a prison system would take place as a consequence 
of restricüve civil comfhitment procedures for the 
mentally ill. Given the design of the study, it was not 
possible to measure whether the policy directive is- 
sued by the Philadelphia Police Department contrib- 
uted to the trend toward arrest of the mentally ill after 
implementation of the act. The data for group 3 dit 
fered sufficiently from that of group 2 to raise this as a 
question needing further study. 

Of particular interest was the finding that subjects 
hospitalized on the prison psychiatric unit after imple- 
mentation of the act tended to have committed less se- 
rious crimes and to have committed fewer crimes in 
the past (see iable 3). Examination of the case records 
of subjects arrested on such charges as disorderly con- 
duct, trespassing, and making terrorist threats in- 
dicated that a number of them (6 in group 2 and 8 in 
group 3) were considered mentally ill by the arresting 
officer but either refused voluntary treatment or were 
thought not to meet the criteria for civil commitment. 
It appears that, faced with complaints about individ- 
uals acting in a bizarre or socially unacceptable man- 
ner, the police felt their only alternative was to arrest 
the person to remove him from the community. 

The casé históries of the subjects arrested on the 
basis of complaints made by their families made clear 
some of the problems posed by restrictive civil com- 
mitment procedures. In 5 of the 13 cases, families had 
persuaded the mentally ill relative to go to a psychiat- 
ric facility for evaluation but had not beer able to ob- 
tain involuntary commitment after voluntary hospital- 
ization had been recommended and refused. In 4 addi- 
tional instances family members had been aware of the 
relative's need for psychiatric help but were unable to 
exert sufficient pressure to make the person seek even 
outpatient evaluation. Apparently, these families felt 
that a complaint to the police was their only recourse. 
All 13 subjects were judged to be psychotic on admis- 
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sion to the prison system and were referred immedi- 
ately to the psychiatric service. . 


We did not anticipate our finding that subjects in the : 


two groups admitted after implementation of the act 
did not have a significantly higher number of previous 
psychiatric hospitalizations. Because we had to rely 
on the history given by the subject, this information 
was often incomplete and of questionable reliability. 
We were able to verify history of psychiatric hospital- 
ization on the prison unit itself from prison records, 
however, and we found a strong association between 
admission to the prison psychiatric unit and a history 
of previous admissions to this unit (gamma=.68). Dur- 
ing the past year 8 of the subjects had beeg transferred 
from the prison to the state mental hospital, released, 
and then arrested again fairly soon after that for a rela- 
tivelv minor offense. This suggests that some patients 
in state psychiatric facilities are being discharged to a 
community that is not prepared to absorb them. 


CONCLUSIONS 


- Our findings raise serious questions regarding the 
new ''freedoms'' afforded some nondangerous men- 
tally ill people who are being ‘‘protected’’ from in- 
voluntary commitment to a mental hospital at the cost 
of involuntary commitment to a prison. Although more 
extensive documentation is needed to confirm this 
trend, our findings suggest that other states consid- 
ering restrictive civil commitment legislation would do 
well to proceed with caution. 
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d udging Emotions of Normal and Schizophrenic Subjects 


BY EDWARD GOTTHEIL, M.D., PH.D., RALPH V. EXLINE, PH.D., Á 


AND RICHARD WINKELMAYER, M.D. 


1 


Thirty-two nursing students were shown silent films in 
which 10 normal and 10 schizophrenic women 
described a Rappy, sad, and an angry personal 
experience. Áccuracy in judging the content of films of 
normcl subjects was associated with social 
detacnment and mechanical interests, whereas 
accuracy in judging the emotions of the schizophrenic 
subjects was associated with social involvement and 
nursing interests. Further, the student nurses’ ability 
to relcte to patients, as judged by their nursing 
supervisors, was associated with their ability to 
accurately identify the nonverbal emotional 
communications of the schizophrenic patients but not 
of the normal persons. 





THE TYPE of person we usually have in mind when se- 
lecting nurses, social workers, psychologists, attend- 
ants, psychiatrists, and others to work with the men- 
tally iE is someone who is warm, sensitive, responsive, 
interested in the social rather than the physical sci- 
ences. passibly on the introspective side, and socially 
minded—in short, someone who is likely to be atten- 
tive amd receptive to the needs and communications of 
others. 

These characteristics, however, have not always 
been found to be related to the ability to judge people 
and interpret their behavior. Adams (1) reported that 
good midges of others’ behavior tended to be egotistic 
and cold-blooded and seemed interested in people 
more as tools than as human beings. A number of oth- 
er studies, most done in the 1950s, also seemed to in- 
dicate that individuals who were warm, socially mind- 
ed, and trained in the mental health professions were 
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often less accurate in judging human behavior than 
were those described as aloof, interested in the phys- 
ical sciences, and socially detached (2-8). In view of 
such results, it appears that we may be selecting indi- 
viduals to work with psychiatric patients according to 
the wrong criteria and providing training which tends 
to decrease rather than increase their abilitr to judge 
and predict the behavior of others. 

lhese earlier studies: of accuracy in social per- 
ception have been criticized on both thecretic and 
methodologic grounds. Most of the theoretic con- 
troversy centered around the question of whether 
there really was a general ability to judge others and, 
therefore, whether it was useful to search for its corre- 
lates (6, 9-13). There was more agreement that to 
major and relatively independent components of accu- 
racy in social perception (stereotypic and differential 
accuracy) had been identified (10, 11, 14-16) The pre- 
vious experimental designs and statistical techniques 
did not take into account and correct for jadges' re- 
sponse biases, such as the influence of cultural stereo- 
types, projection, assumed similarity to otaers, and 
the tendency to give consistently high or law ratings 
(10, 11, 15, 17-20). Indeed, Jackson and Messick were 
led to comment that one who wished to study accuracy 
in social perception must cope with such a ‘‘rogues’ 
gallery of artifacts and errors [that there] is cause even 
for the most intrepid and optimistic invesiigator to 
tread cautiously, if not to become immobilized” (21, p. 
]). These and other authors (10, 13), have suggested 
that it might be more fruitful to study the response 
biases and attributes of the perceivers rathe- than the 
accuracy of their social perceptions. Subsequent re- 
search has, in fact, focused more on attribution theory 
than on the ability to judge others. 

The problem of eliminating response sets, however, 
is not insurmountable (16). Newer statistical solutions 
have been proposed (10, 12, 15, 22, 23), as well as the 
use of research designs that control for response 
biases by means of forced discrimination procedures 
(11, 14, 16). In addition, while judges were once re- 
stricted to judgments of how others would respond to 
personality inventories or of what emotions were 
being expressed in still photographs, they are now able 
to view motion pictures or videotapes of expressive 
behavior and watch that behavior as it develops and 
shifts over time (24). Such recordings permit repeated 
Observations of the same behavior by multiple judges 
(14). Using these techniques and a forced d:scrimina- 
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tion design, it was demonstrated that judges could re- 
liably rate emotions expressed in videotaped stories 
presented without sound (25, 26). It was also shown 
that there was less congruence between the verbal and 
nonverbal expressions of schizophrenic individuals 
than of normal subjects and that the nonverbal emo- 
tional communications of the subjects with schizo- 
phrenia were identified less accurately than were those 
of normal persons. Moreover, the judges were ob- 
served to vary widely in their ability to identify the 
affective stories of the subjects and, interestingly, 
those who did well judging normal subjects were not 
always the same as those who did well with judgments 
of schizophrenic individuals. 

The research findings which indicated that better 
judges of human behavior are more socially detached 
and less psychologically oriented or trained do not re- 
flect the common-sense view, nor do they correlate 
with the experience and day-to-day observations of 
administrators and clinicians in mental health care fa- 
cilities. A possible explanation for the difference be- 
tween the research findings and practical experience 
may be that judging the emotional messages of psychi- 
atric patients is a different type of task, requiring dif- 
ferent characteristics of the judges, than judging the 
more explicit behaviors of nonpsychiatric subjects. In 
support of this suggestion is the finding that judges 
who did well in identifying the nonverbal communica- 
tions of normal subjects did not always do well in judg- 
ing schizophrenic subjects. Also, few of the previous 
studies of ability in judging behavior involved affective 
communications as a variable or psychiatric patients 
as subjects. 

Further support for the above position comes from 
research demonstrating the existence of two separate 
components of accuracy in social perception (10, 11, 
14-16): stereotypic accuracy, which refers to the abili- 
ty to judge average or group behavior (e.g., the ability 
to estimate what most students will wear to a given 
party), and differential accuracy, which refers to the 
ability to rank or discriminate the behavior of individ- 
uals within a group (e.g., the ability to estimate what a 
particular student will wear to the party). Similarly, 
Taft (6) described analytic and empathetic components 
of social perception, while Bronfenbrenner and associ- 
ates (22) distinguished between ‘‘sensitivity to the gen- 
eralized other" and "'sensitivity to individual dif 
ferences,'' which they found to be associated with dif- 
ferent personality attributes. It is perhaps also worth 
noting that the characteristics associated with the ste- 
reotypic and differential components of social per- 
ception resemble those which have been described as 
specialized functions of the left (analytic, verbal, 
mathematical, specific) and right (general, gestalt, 
imaginative, empathic) hemispheres (27-31). 

It may be, then, that the bright, cool, detached, 
well-adjusted physical scientist is more analytic in ap- 
proach, responds more in terms of his past experi- 
ences with respect to the cultural norms of the general- 
ized other, makes judgments which are close to the 
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average for individuals in the category being jadged, 
and is better in stereotypic accuracy and 4n judg ng be- 

havior of normal persons. In contrast, judges who are 

psychologically oriented and trained and socizlly in- 

volved may be more empathetic in approach, more re- 

sponsive to individual differences, and better in dif- 

ferential accuracy. Such judges may be more sensitive- 
and read more into nuances of behavior, whick could 

detract from their overall accuracy scores in predicting 

the behavior of general categories of subjects but 

could also enable them to differentiate and resrond to 

the emotional messages of specific psychiatric pa- 

tients. 

Because the ability to judge expressive and emotion- 
al communications would seem to be especially impor- 
tant for individuals working in the mental heak field, 
our first purpose in the present study was to attempt to 
isolate some of the characteristics of individuals who 
do well in identifying the nonverbal emotional commu- 
nications of normal and of schizophrenic individuals. 
More specifically, we suggested that characteristics re- 
lated to the ability to judge normals (stereotypic accu- 
racy) would resemble those previously described as 
typical of good judges of others, while characteristics 
related to the ability to judge the emotional communi- 
cations of schizophrenic patients (differential eccura- 
cy) would be more similar to those described in the 
common-sense view. À second purpose of the study 
was to investigate whether ability in identifying non- 
verbal communications was associated with zotitude 
in relating to patients. 


METHOD 
Subjects 


The subjects were 32 women student nurses at the 
Delaware State Hospital, which provides facilit es and 
resources for the training of student nurses in psychia- 
try for a number of Registered Nurse programs. Sub- 


jects ranged in age from 19 to 24 years. 


Judgments of Emotional Behavior 


The nursing students were shown a silent film of 10 
normal and 10 schizophrenic women. They were told 
that each **stimulus person” would describe three per- 
sonal experiences, one of which had made her nappy, 
one sad, and one angry. The discrimination task was to 
identify the happy, sad, and angry stories. The meth- 
ods used to develop the film and the procedures for 
obtaining judgments of the affective displays have 
been described previously (25). 


Attribute Measures 


Taft (6), after a comprehensive review of the litera- 
ture on accuracy in social perception, concluded that 
the following characteristics had a demonstrated rela- 
tionship to the ability to judge the attributes of others: 
1) social detachment and independence, 2) special- 
ization in the physical sciences, 3) intelligence and ac- 
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ademi? ability, 4) aesthetic and dramatic interests, 3) 


-selt-insight and good emotional adjustment and in- 


tegration, and 6) the psychasthenia score of the MMPI 
(inverse relationship). An additional factor that has 
been described as contributing to accuracy in social 
perception is the extent to which the judge is favorably 
disposed toward the individuals being judged (19, 22, 
32). Ihe instruments that were selected to provide 
measures relating to these attributes were as follows: 
total scores, as well as verbal and science subtest 
scores, of the College Board Scholastic Aptitude Test 
(SAT) (335; the standard psychasthenia (PT), schizo- 
phrenia (SC), and social introversion (SI) scales of the 
Minnesota Multiphasic Personality Inventory (34), as 
well as Barron's ego strength (Es) (35) and Taylor's 
Manifest Anxiety (TMAS) (36) derived scales; self-es- 
teem (SE) and self-satisfaction (SS) measures derived 
from a self-descriptive inventory (37) and descriptions 
of a most preferred coworker (MPC) and a least pre- 
ferred coworker (LPC) (the LPC score is described by 
Fiedler [38] as indicating psychological distance, i.e. 
the ability or willingness to judge others in a hard- 
headed, extraceptive manner); the 19 basic interest 
scales of the Strong Vocational Interest Blank for 
Women (SVIB-W) (39); and the Nursing Subspecialty 
Choice (NSC), which indicates relative interest in psv- 
chiatry compared with other subspecialty fields. Our 
expectations with respect to the direction of correla- 
tions between these scales and ability to judge the 
emoticnal communications of the normal stimulus per- 
sons are based on Taft's summary (6), as indicated in 
tables 1 and 2. 


Supervisory Ratings of Clinical Performance 


Eva_uations of the nursing students were made by 
their supervisors on five scales: professional appear- 
ance end attitude, relating to patients, recording of 
nurses' notes, participation in clinical conferences, 
and ccmmunication techniques. Scores on these sub- 
scales were summed to arrive at a total clinical grade. 
We were especially interested in whether higher total 
scores and, specifically, higher scores on relating to pa- 
tients would be correlated with ability to judge the af- 
fective messages of the schizophrenic stimulus per- 
sons. 


Procedure 


There were two meetings with the nursing students. 
During the first session, the Nursing Subspecialty 
Choice, MMPI, Self-Descriptive Inventory, and 
Strong Vocational Interest Blank were administered at 
one sitting with appropriate intervening rest intervals. 
The second session occurred one week later, at which 
time the stimulus film was shown and ratings obtained 
as described above. In addition, ratings were obtained 
of the ikability of each stimulus person on a scale of 1- 
6, with higher numbers indicating greater likability. Fi- 
nally, College Board Scholastic Aptitude Test scores 
and the supervisory ratings of clinical performance 
were obtained from the nursing administration office. 
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RESULTS 


~ 

In accordance with previous findings (25, 26), the 
number of correct identifications ("hits") made by 
the 32 nursing students in judging the 30- affective 
stories of the 10 normal subjects was significantly 
greater than the number of hits they made in. judg- 
ing the stories of the 10 schizophrenic subjects 
(means+SD=14.53+2.74 versus 10.50+2.85), corre- 
lated t=5.38, df=31, p«.01. Similarly, the student 
nurses rated the normal subjects significantly more 
likable than the schizophrenics (means=4.24+.39 
versus 3.40+0.62, (correlated t=9.43, df=31, p<.01). 
The correlation between the number of hits obtai 
by the nurses on the normal and schizophreni 
jects was negative but not statistically significant 
(r=—.15, df=30, n.s.), whereas their likability ratings 
for normal and schizophrenic subjects were signifi- 
cantly intercorrelated (r=+.58, df=30, p<.01). Thus, 
individuals who rated normals as likable also rated 
schizophrenics as likable, but accuracy in identifying 
the affective messages of normal subjects was not as- 
sociated with accuracy in judging the nonverbal com- 
munications of the schizophrenic subjects. 

In contrast to what would be expected from pre- 
vious studies (19, 22, 32), there was no evidence to 
support an association between likability and hits on 
normal (r=.14, df=30, n.s.), schizophrenic (r=.03, 
df=30, n.s.), or total subjects (r=.08, df=30, n.s.). 
This might be due to the restricted range of the 6-point 
likability ratings. Furthermore, the number of signifi- 
cant correlations between the likability ratings and the 
other variables included in the study did not exceed 
the number expected by chance. 

Intercorrelations between hits and scores on the 
SAT, MMPI, SDI, and NSC variables are presented in 
table 1. Although predictions were made with respect 
to the direction of the correlation coefficients for the 
normal subjects, two-tailed tests of significance were 
employed throughout. Total hits on normal and schiz- 
ophrenic subjects combined were not correlated signif- 
icantly with the other variables. 

Hits on normal subjects were significantly corre- 
lated with LPC scores as expected, i.e., individuals 
willing to judge others in a hard-headed, extraceptive 
manner did better in identifying the affective messages 
of the normal subjects. In contrast, hits on the schizo- 
phrenic subjects were correlated significantly with the 
absence of a hard-headed and extraceptive judging at- 
titude. Hits on schizophrenic subjects were also corre- 
lated with social introversion and tended to be associ- 
ated with lower self-satisfaction and SAT verbal 
scores. The signs of the correlations between normal 
hits and other variables agreed with the predicted di- 
rections on 11 of the 12 variables (p<.01), while the 
signs of the correlations for the schizophrenic hits dis- 
agreed with predictions on 10 of the 12 variables 
(p<.05). On 6 of the 12 variables the correlations with 
normal and schizophrenic hits were significantly dif- 
ferent. Individuals who were less psychologically dis- 
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TABLE 1 
Correlations Between Hits and Selected Characteristics of Judges ; > 
X Predicted ieee — 
Variable *. Sign? Normal Schizophrenic Total , Difference? _ 
SAT EIS 
Verbal li + +.23 — 34° — .Q9 p<.05 P 
Science + +.29 —.02 +.20 
Total t +.27 iol +,00 p<.05 
MMPI 
Psychasthenia -— —.12 +.13 +.01 
Schizophrenia = — [l —.06 —.12 
Social introversion — —,23 +.38% +.13 p«.05 
Ego strength + + .26 — 25 —,01 p< 05 
Manifest anxiety — — 29 +.25 —.01 p< .05 
Self-descriptive inventory 
Self-esteem + — 04 —.11 = 14 
Self-satisfaction + +.18 — 31° ~,14 
Psychological distance (LPC) — — 354 + 424 + .09 p< .01 
Nursing Subspecialty 
Choice — ~ 13 —.14 — 20 





“Theoretic expectation of direction of correlation between variables and normal hits. 
bProbability of difference between correlations for normal and schizophrenic hits. 


*p«.10, two-tailed test. 
15«.05, two-tailed test. 


TABLE 2 
Correiations Between-Hits and the Strong Vocational Interest Blank 





Stimulus Person 





Pre- | —————————— 
Scale diction? Normal Schizophrenic Total 
Public speaking + +.12 +.07 +13 
Law/politics + +.23 —.13 T.07 
Merchandising — —.03 T.04 —.02 
Office practices + +.14 — .28 —.14 
Numbers 4 t.19 —.20 — 02 
Physical science + t.21 +09 +23 
Mechanical 4 t.515 -.07 + .44> 
Outdoors -— — .02 t.31* +.23 
Biological science + +.10 4.17 *t.2] 
Medical service -— -.06 +.16 +.19 
Teaching + Edl — 04 +.14 
Social service -— —1] +.14 +.01 
Sports -— 1.19 4.25 4.32* 
Homemaking ~ — 10 — .Q3 ii 
Religious activities ~ +.18 + .4]> 4.44 
Music t t.13 T .34* .38^ 
Art + +.26 + .00 +.21 
Performing arts + + 07 +18 + .2] 
Writing + + .Q9 —.04 +.03 


aTheoretic expectation of direction of correlation between variables and nor- 
mal hits. 

ba<, 05, two-tailed test. 

€p<.01, two-tailed test. 


tant, more socially introverted, more anxious, had less 
ego strength, and received lower SAT verbal and total 
scores did better on judging schizophrenic than normal 
subjects. 

Correlations between the Strong basic interest 
scales and correct identifications of the stories of the 
normal, schizophrenic, and total subjects are given in 
table 2. Hits on schizophrenic subjects were signifi- 
cantly correlated with interest in religious activities 
and tended to be associated with interest in the out- 
doors and in music. In contrast, hits on normal sub- 
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TABLE 3 
Correlations Between Hits and Supervisory Ratings of Clinical Per- 
formance 


Stimulus Person 





Rating Normal Schizophrenic Total 
Professional appearance and 

attitude -.15 Td t.01 
Relating to patients +.03 T.37* t.29 
Recording of nurses' notes —,08 T.25 t.14 
Participation in clinical 

conferences FFl T23 +.24 
Comrmunication techniques —.21 + .06 —,1] 
Total score —.10 T.335 ux Wi 


*p«.05, two-tailed test. 
*p«.10, two-tailed test. 


jects were correlated with mechanical interest. Al- 
though predictions of the direction of correlatioas be- 
tween the interest scales and normal hits were not 
based as directly on previous findings as were those 
listed in table 1, 16 of the 19 correlations agreed with 
predictions (p«.01). Total hits were correlatec with 
mechanical and religious activities and music inter- 
ests. The contrast in interest patterns of those nurses 
who did well in identifying the stories of the normal 
subjects with those who did well on the schizophrenic 
subjects' stories is maintained when one looks at the 
more specific Strong occupational scales. Thus, Lits on 
normal subjects correlated most highly with scores on 
the Engineer scale, while hits on schizophrenic sub- 
jects correlated most highly with scores on the 3egis- 
tered Nurse scale. 

Subscale and total scores on the supervisory ratings 
of clinical performance were then compared wiih the 
ability of the nursing students to judge the affsctive 
messages of the normal and schizophrenic subjects 
(table 3). Again, two-tailed tests were used for the 
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. prodict-moment correlation coefficients, although it 


"No was expected that those students who could under- 


stanc and communicate best with their patients would 
receive higher supervisory ratings. Correlations with 
normal and total hits did not differ from chance. The 
correlation coefficients between each of the five rat- 
ings and schizophrenic hits were positive. Further- 
more, the correlation between students’ hits on judg- 
ing schizophrenics and the supervisors’ ratings of stu- 
dents was significant with respect to ‘‘relating to 
patie-:s'' and tended to be correlated with the total of 
all ratngs of clinical performance. Thus, nursing stu- 
dents who were judged to relate well to patients did 
better on identifying the nonverbal, emotional commu- 
nicat ons of the schizophrenic patients. 


DISCUSSION 


The earlier studies of social perception, which 
seemed to suggest that individuals who were warm and 
socially minded were poorer judges of human behavior 
than those who were aloof, socially detached, and in- 
teres-zd in the physical sciences, were criticized on 
several methodologic grounds. These included keep- 
ing stimulus presentations constant, controlling for re- 
sponse biases, and taking into account the effects of 
interactions between the sex of the raters and of the 
stimtlis persons. 

In the present study, the normal and schizophrenic 
stimulas persons were carefully matched in pairs, and 
judges and stimulus persons were all women. The 
stimulus presentations were kept constant for all 
judges by the use of a motion picture film and a forced- 
choice discrimination rating technique was employed 
to coatrol for response bias. It was assumed that accu- 
racy i1 judging normal stimulus persons, whose ex- 
pressons might be expected to conform to societal 
norms, would be related to traits associated with ste- 
reotyric accuracy, sensitivity to the generalized other, 
and an analytic approach. In contrast, accuracy in 
judgiiz the schizophrenic stimulus persons, who are 
more likely to send conflicting messages (25) that de- 
viate <rom recognized societal norms, should be re- 
lated -o traits associated with differential accuracy, 
sensitivity to individual differences, and an empathic 
approach. 

The nonverbal affective communications of the nor- 
mal subjects were correctly identified more often than 
were :hose of the schizophrenic subjects. However, 
accurzcy in identifying the normal’ emotional com- 
munizations was not associated with accuracy in judg- 
ing t22 schizophrenic communications. Normal sub- 
jects "were rated as more likable than schizophrenic 
subjects. Those judges who rated the normal subjects 
as likable gave similar ratings to the schizophrenics, 
but likability was not related to accuracy in identifica- 
tion o the stories or to the other variables included in 
the study. 

Accuracy in judging normal communications was 


| : , 
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generally related to those characteristics attributed to 
good judges in the literatu@of the 1950s, However, 
the correlations were low and generally nonsignfficant. 
Significant correlations included social detfchment 
(the LPC) and mechanical interest. The higaest corre- 
lation with a specific vocational interest/was with the 
Engineer scale. : 

Accuracy in judging the schizophrenic communica- 
tions was associated with social involvement (the 
LPC), introversion, an interest in religious activities, 
and tendencies toward low verbal ability, self-dis- 
satisfaction, interest in music, and interest in the out- 
doors. The highest correlation with a specific voca- 
tional interest was with the Registered Nurse scale. 
Furthermore, the ability to judge the emotions of the 
schizophrenic subjects was found to be related to su- 
pervisory ratings of clinical performance, especially to 
the scale dealing with relating to patients. 

Although the number and the size of significant cor- 
relations were not especially large, it should be noted 
that conservative two-tailed tests were used through- 
out and that there were consistent patterns of relation- 
ships between student characteristics and hits on 
schizophrenic and on normal subjects that differed 
from each other. A multiple correlation analysis using 
the variables most strongly related to schizophrenic 
hits (1.e., the LPC, the religious activities, verbal ability 
the outdoors, and music) resulted in a coefficient of 
0,66 (F(5, 26)=3.99, p<.01). Similarly, a multiple cor- 
relation of .58 (F(3, 28)=4.84, p<.01) was obtained be- 
tween normal hits and student characteristics (1.e., 
mechanical interest, the LPC, and science). 

Thus, it appears that judging the emotional commu- 
nications of normal subjects and judging those of 
schizophrenic individuals are different types of tasks 
requiring different personality characteristics of the 
judges. We have speculated that the sociélly distant 
individual who is interested in mechanical things tends 
to respond in terms of his accumulated experience and 
societal norms and is best suited to analytic judgments 
of individuals who behave in a manner corresponding 
most closely to his stereotypes. Schizophrenic persons 
who send conflicting messages that deviate from the 
usual norms tend to complicate and overload the mod- 
el and would be judged better by individuals who are 
more socially involved and who relate to others on an 
individual basis. An interesting area for future re- 
search would be the possible relationships of stereo- 
typic and differential accuracy in social perception to 
lateralized brain functions (27-31). We must be cau- 
tious in generalizing from the results of the present 
study because there was no contro] group of non- 
schizophrenic psychiatric patients. Nevertheless, we 
conclude, contrary to inferences drawn from earlier 
studies, that warmth, social-mindedness, and an inter- 
est in people are not detrimental to working with and 
understanding mentally ill patients. Indeed, the ability 
to identify accurately the nonverbal emotional com- 
munications of psychiatric patients was found to be as- 
sociated with the ability to relate to patients and might 


1053 


JUDGING 


* 
mower . 
r b 


be a usefyl criterion for selecting individuals who wish 
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Decreased 24- Hour Urinary MHPG in Childhood Autism 


BY J. GERALD YOUNG, M.D., DONALD J. COHEN, M.D., BARBARA K. CAPARULO, 
SERENA-L¥NN BROWN, PH.D., AND JAMES W. MAAS, M.D. 


The authors compared a group of boys with childhood 
autism ana a group of normal boys of similar age and 
founa a decrease in urinary 3-methoxy-4-hydroxy- 
phenethylene glycol (MHPG) in the autistic group. 
They ^yporhesize that autistic children might have an 
alteration in central and peripheral noradrenergic 
function, which might br related to impaired 
regulation of attention, arousal, and anxiety. 


NO S:NGLE noxious factor or lesion is known to ac- 
count for the pervasive disturbances in bonding and 
socia. relations, language, cognition, and the per- 
sistert stereotypic behaviors in autistic children. Their 
behavior 1s particularly characterized by susceptibility 
to ov2rarousal, rushes of anxiety, an inner focus of at- 
tenticn, and unpredictable, sudden changes in state. 
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This disordered regulation of attention and arousal 
could be secondary to a child's perceptual or cognitive 
deficit, or it could be an impairment in the precision of 
modulatory neuronal activity, which would cause a 
frustrating variability in the child's perceptions and fo- 
cus of attention. i : ` 

Norepinephrine derived from the peripheral nervous 
system might be informative in studies of autism. Dis- 
turbances in attention and arousal, although reflecting 
a central deficit, can be monitored through cardiovas- 
cular indices of sympathetic function and might be cor- 
related with peripheral fluid concentrations of norepi- 
nephrine, the sympathetic neurotransmitter. Because 
brain norepinephrine is preferentially metabolized to 
3-methoxy-4-hydroxyphenethylene glycol (MHPG), 
urinary MHPG might provide an index of central nor- 
epinephrine metabolism in man (1, 2). 


METHOD 


Five autistic boys between the ages of 6 and 15 
(mean= 10.2 years) and nine normal boys between the 
ages of 10 and 15 (mean 11.2 years) were investigated 
intensively as inpatients in the Yale Children's Clinical 
Research Center. Detailed evaluation established the 
diagnosis of autism according to the criteria of DSM- 
HI. The autistic and normal children had no medical or 
neurologic illness, and none had received psycho- 
tropic or other medications for at least 1 month. There 
was no dietary restriction, although ''food fads" were 
discouraged. During the 3!/-day admission for each 
autistic child, three consecutive 24-hour collections of 
urine were obtained, according to standard procedures 
(3). 

The normal children were admitted in two groups of 
four boys; one 15-year-old normal boy was admitted 
with his autistic dizygotic twin. The 2-day hospital- 
ization for normal boys began with the initiation of two 
consecutive 24-hour urine collections at 8:00 a.m. on a 
Saturday morning. Activities provided for the autistic 
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and normal boys assured sustained interest and their 
level of activity. *" 





mens in ative, uncooperative autistic chi.dren. Each 
child was attended by a responsible adult at all times 
and was awakened two to three times durirg the night. 
Only complete urine specimens were retair ed for mea- 
surement. Further details of the methods employed 
are reported elsewhere (3). 

When we determined that there was no variance in 
urinary creatinine or volume, either between groups or 
across days, we assumed that all urine collections 
were complete, and MHPG assays were performed on 
urines from the final collection days. As a check, a few 
urine collections from the prior 24-hour period were 
assayed and confirmed the stability of urinary MHPG. 
A modification of the method of Bonses and Taussky 
(4) was used to determine urinary creatininz. The urine 
specimens were assayed for MHPG by the gas-liquid 
chromatographic method of Dekirmenjian and Maas 


(5). 


RESULTS ` 


Day 1 urinary creatinine and volumes for the normal 
children were compared with the values from both 
days 1 and 2 for autistic children; day 2 values for nor- 
mal children were compared with days 2 and 3 for au- 
tistic children. Autistic group means (x SE) for creati- 
nine excretion were 604x302, 635+299, and 622+288 
mg/24 hours for days 1, 2, and 3, respectively. Group 
means (+SD) for creatinine excretion by the normal 
boys were 683+ 181 and 8374177 mg/24 hours for days 
] and 2, respectively. No significant differences in total 
24-hour creatinine excretion occurred between autistic 
and control groups on individual days, and the vari- 
ances in the two groups were similar. There were no 
significant differences between days in creatinine ex- 
cretion. Mean creatinine excretion did not differ signif- 
icantly across days when patient and cortrol groups 
were combined. 

Group means (+SD) for urine volumes of the autis- 
tic boys were 1087+406, 1124+299, and 1210+496 ml 
for days 1, 2, and 3, respectively, compared with 
904305 and 802 197 ml for days 1 and 2, respective- 
ly, for the normal boys. The autistic and control 
groups did not differ significantly in mean 24-hour 
urine volumes when compared for a given day. There 
was a significant difference in the variance of urine vol- 
umes between the subject and control groups on only 1 
day; i.e., the standard deviation for the autistic group 
on day 3 was greater than for the control group on day 
2 (p<.05). 

There was a marked, significant reduction in mean 
urinary MHPG excretion in the autistic group (day 3 
urinary MHPG=538+ 149 ug/24 hours) compared with 
the normal group (day 2 urinary MHPG=766= 132 ug/ 
24 hours; p=.02, t test). 
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There was a strong positive association between age | 
and 24-hour urinary MHPG (r=.70, p.005) in the tow 
tal group (N=14). Mean ages of autistic and control 
groups differed by 1 year. There was also a trend to- 
ward a positive correlation between weight and 24- 
hour urinary MHPG (r=.49, p=.08). An analysis of 
variance design, covarying for weight and age, showed : 
a significant difference between the two diagnostic 
groups in 24-hour urinary MHPG (F- 7.019, p=.02). 


DISCUSSION 


We have established the feasibility of 24-hour urine 
collections from autistic children and demonstrated a 
significant difference in MHPG excretion between au- 
tistic and control groups. 

Other researchers have shown that simple activity 
level does not determine MHPG excretion (6, 7), and 
our study of active autistic boys is 1n agreement. The 
urinary MHPG levels reported here are within the 
range for normal and disturbed children studied in oth- 
er centers. However, more normal children must be 
studied and developmental trends better assessed be- 
fore standard, age-related, 24-hour urinary MHPG lev- 
els are confidently established. The positive associa- 
tion between 24-hour urinary MHPG level and age 
may be confounded by a related weight effect and must 
be evaluated further in a larger population; in our 
study the decreased urinary MHPG in autistic boys 
was not the result of an age or weight difference be- 
tween groups. 

There was a parallel reduction in urinary free cate- 
cholamines in the autistic group, as measured in the 
other half of split 24-hour urine specimens (3). Urinary 
free catecholamines predominantly reflected noradre- 
nergic activity, as the method does not assay dopa- 
mine (8); norepinephrine typically accounts for 80%- 
90% of urinary catecholamines, and epinephrine for 
the remaining 10%-20%. This decrease in cate- 
cholamine excretion is further evidence of a reduction 
in general noradrenergic activity in autistic children 
but leaves its peripheral or central origin undeter- 
mined. 

Estimates of brain-derived MHPG have indicated 
that it accounts for a substantial portion of total uri- 
nary MHPG, in the range of 63% (1, 2). MHPG in pe- 
ripheral fluids might reflect brain noradrenergic activi- 
ty regardless of whether the MHPG originates in cen- 
tral or peripheral neurons. The locus coeruleus has a 
regulatory impact on sympathetic function through de- 
scending pathways to the spinal cord. In this sense, 
even peripherally derived MHPG is responsive to pre- 
vailing central noradrenergic activity (9). Behavioral 
and metabolic animal studies indicate that the locus 
coeruleus is a principal anatomic locus for the in- 
tegration of the response to stress (10). 

Our hypothesis during the clinical phase of this re- 
search was that the high level of arousal, anxiety, and 
experienced stress observed in the autistic children 
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. Wwoulz be accompanied by an increase in MHPG excre- 
'*. tion. The unexpected reduction could reflect a devel- 
opmental vulnerability or a response to persistent 
stress and anxiety, but the complexity of events at 
both clinical and molecular levels makes speculation 
hazarlous. However, there appears to be a reduction 
in noradrenergic activity in autistic boys, and it is not 
yet clear whether this is a primary or secondary phe- 
nomenon. Extension of this study, in the context of 
other research methodologies, should clarify this ob- 
servz-ion. 
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Oculomotor Signs in a Psychiatric Population: A Preliminary 


Report 


BY CRAIG N. KARSON, M.D. 


Oculzmotor signs were evaluated in 172 psychiatric 
patients. Schizophrenic patients demonstrated a 
signi:canily higher incidence of staring, pursuit 
brears, and lateral glances than did controls or other 
psycaiatric patients. Oculomotor signs may help to 
differentiate schizophrenia from affective and 
nonprychotic disorders. Patients with tardive 
dyskinesia and patients treated with tricyclic 
antiaepressants demonstrated a significant elevation 
in mean blink rate. Elevated blink rates may be an 
early indicator of tardive dyskinesia. 
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MANY UNUSUAL OCULOMOTOR signs have teen de- 
scribed in psychiatric patients, particularly in patients 
suffering from schizophrenia. However, the specificity 
of these signs for schizophrenia or other psychiatric 
diagnosis remains questionable. The purpose of this 
report is to 1) examine the incidence of oculomotor 
signs in a large group of psychiatric patients in relation 
to diagnosis and medication and 2) discuss the poten- 
tial pathophysiologic implications. 


HISTORY 


Soon after the delineation of dementia praecox from 
other mental disorders, Westphal described in cataton- 
ic patients a pupillary abnormality in which the pupil 
was dilated and responded minimally to light. After- 
ward, Kraepelin commented on the staring, poor eye 
contact, pupillary inequalities, and blinking abnormal- 
ities of patients with dementia praecox (1, 2). May (3), 
who studied 343 men with schizophrenia, also report- 
ed sluggish pupillary reflexes in reaction to light, mus- 


1057 


e 
VN SIGNS 


* * 7» 


cular exertion, and pain in a high percentage of schizo- 
phrenic Patients compased to normals. In 1962 Wal- 
lach And Wallach (4) described a horizontal nystag- 
moid movement in the eyes of patients with 
schizophfania who demonstrated severe thought dis- 
order and cixatonic behavior. 

Diefendorf and Dodge (5) noted that schizophrenic 
patients performed poorly on visual pursuit tasks. 
More recently Holzman (6-8) reported that schizo- 
phrenics have arrests of smooth visual pursuit, and he 
has suggested a specific central deficit caused by the 
schizophrenic process. 


METHOD 


A standardized examination of extraocular move- 
ments and blink rates was carried out on 172 patients 
admitted to the emergency room, outpatient clinic, or 
inpatient services of the University of Oregon Health 
Sciences Center. There were 98 men and 74 women 
(mean age=35 years). A control group of 32 medica- 
tion-free subjects, 15 men and 17 women, selected 
mainly from maintenance and secretarial staff (mean 
age = 34 years) was also studied. 

The diagnosis of schizophrenia and affective dis- 
order was made according to the criteria of Feighner 
and associates (9), and the diagnosis of character dis- 
order and neurosis was made in accordance with 
DSM-II. Tardive dyskinesia was diagnosed in those 
patients who had a history of neuroleptic drug use and 
who manifested buccal-lingual-masticatory move- 
ments, choreiform movements of the extremities, or 
dystonic movements of the trunk on admission. Com- 
plete medication histories were obtained from all the 
patients. 

Following completion of the examination, the pa- 
tients were placed in the following diagnostic groups: 
1) character disorder and neurosis (20 men and 22 
women; mean age-27.6 years), 2) affective disorder, 
never medicated (7 men and 3 women; mean age —33.6 
years; 3 patients were bipolar), 3) schizophrenia, nev- 
er medicated (7 men and 6 women; mean age=29.4 
years), 4) schizophrenia, currently medicated with an- 
tipsychotics (16 men and 6 women; mean age=33.3 
years), 5) tardive dyskinesia (S men and 10 women; 
mean age=51.5 years), and 6) patients treated only 
with tricyclics (4 men and 5 women; mean age 45.5 
years). Patients were assigned to groups 5 and 6 re- 
gardless of psvchiatric diagnosis. The six groups were 
sex-matched with the control group. The tardive dys- 
kinesia group and the tricyclic group were significantly 
older than the control group (p<.010), and zhe charac- 
ter disorder and neurosis group was significantly 
younger than the control group (p<.05). Patients in 
small groups who had unclear diagnoses or were re- 
ceiving multiple medications (except patients with tar- 
dive dyskinesia or medicated schizophrenic patients 
receiving anticholinergics) were excluded from statis- 
tical consideration. 
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The examination was carried out as follows: staring, , 
poor eye contact, lateral glancing, and blink rates were’ 


graded in the first 5 minutes of a standard interview. 
When the interview was completed, the patients were 
examined for pursuit breaks and response to glabellar 
stimulation as well as for abnormalities in the pupils or 
extraocular muscles. The oculomotor signs studied are 
defined as follows: 

Staring. An unusual penetration or fixation of gaze; 
graded absent or present. 

Poor eye contact. The patient was judged to make 
eye-to-eye contact with examiner less than 50% of the 
interview time; graded absent or present. 

Glabellar taps. The examiner stood behand a seated 
patient and, with the patient’s gaze fixed, tapped the 
patient on the forehead at a rate of | tap per second 
until blinking ceased or 10 taps were delivered; scored 
by the number of taps required for habituation of the 
blink reflex. 

Pursuit breaks. The patient was instructed to visual- 
ly follow the examiner's finger, which was then placed 
at eye level in the extreme right visual field and moved 
back and forth 10 times between the extremes of later- 
al gaze with a frequency of I excursion per 1.5 sec- 
onds. À deviation of 30 degrees from the examiner's 
finger was counted as a break; if the patient fixated on 
the finger but did not follow, 1 break per sweep was 
counted. 

Lateral glances. The number of unexplained lateral 
glances with the head turning were counted in a 1-min- 
ute period; scored absent or present and counted over 
a ]-minute period. 

Lateral midposition oscillations. Regular horizontal 
oscillations at rest; graded absent or present. 

The incidence of an oculomotor sign was tabulated 
for each patient subgroup. Subgroups were then com- 
pared with the control group and each other by using 
chi-square analysis with Yates's correction for conti- 
nuity and 2x2 contingency tables. Mean rates were 
compared by a two-tailed t test. 


RESULTS 


Schizophrenic patients demonstrated the majority of 
significant deviations from the control group. Staring 
occurred in 69% of the never medicated schizophrenic 
patients, 59% of the neuroleptically treated schizo- 
phrenic patients, and 6796 of patients with tardive dys- 
kinesia (9 of whom were probably schizophrenic but 
did not meet criteria) compared with 3% of the control 
group (p«.001). Glancing occurred in 62% of the never 
medicated schizophrenic patients and 36% of the cur- 
rently medicated schizophrenic patients compared 
with no subjects in the control group; rates of glancing 
were significantly higher (p<.001 and p<.01, respec- 
tively). Pursuit breaks were also significantly elevated 
in both groups of schizophrenic patients; however, 
never medicated schizophrenic patients uad a signifi- 
cantly increased incidence of breaks compared to cur- 


N 


Am J Fsychiatry 136:8. August 1979 


. Tertly medicated schizophrenic patients (p<.01) and 
‘a tardive dyskinesia patients (p<.05) with correspond- 
ing di€erences in the rate of pursuit breaks; intergroup 
differences were not seen with staring or glancing. Fi- 
nally, :he amount of blink responses to glabellar stimu- 
lation was significantly increased in never medicated 
` sckizophrenic patients (1.33 blinks), currently medi- 
catec schizophrenic patients (2.59 blinks), and patients 
with tardive dyskinesia (1.78 blinks) compared with 
controls (.8 blinks) but not compared with character 
disordezred or neurotic patients or among themselves. 

Poo- eye contact, more widespread than the ocu- 
lomotor signs, was found in 24% of patients with neu- 
rosis or clfaracter disorder, 85% of never medicated 
schizophrenic patients, 73% of currently medicated 
schizophrenic patients, and 47% of patients with tar- 
dive dyskinesia. Never medicated schizophrenic pa- 
tients had a significantly higher incidence of impaired 
eye ccntact than did patients with neurosis or charac- 
ter disorder (p<.001) or affective disorder (p<.01) but 
did not significantly differ from the medicated schizo- 
ph-enic patients or the patients with tardive dyski- 
nesia. 

‘The mean blink rates of patients with tardive dyski- 
nesia (28.00 blinks per minute) and patients treated 
with tricyclics (29.44 blinks per minute) were signifi- 
cantly elevated compared with the control group (15 
blinks per minute) (p<.01). 

Midline oscillations were seen in ] never medicated 
schizophrenic patient, 2 patients in the character dis- 
order dr neurosis subgroup, and 3 persons acutely in- 
toxicated with ethanol. 

The oculomotor signs of 8 patients, 4 intoxicated by 
hallucinogens, 3 with dementia, and 1 with post en- 
cepha.itic organic brain syndrome, are interesting, al- 
though the diversity and small group size did not allow 
statistical comparison with other groups. Seven of the 
pauents stared, all made poor eye contact, 3 had pur- 
suit breaks, 2 had lateral glances, and 1 had elevated 
blink rates. 

No abnormality of pupillary reflexes or extraocular 
muscle function was noted in any group. There were 
no significant sex- or age-related differences associat- 
ed with the occurrence of oculomotor signs. 


DISCUSSION 


Occlar signs can be helpful in differential diagnosis 
in psychiatry. Three easily ascertained clinical signs— 
stering, glancing, and pursuit breaks—are found com- 
monly in schizophrenic patients, either never medicat- 
ed or medicated, but are rarely found in patients with 
affective disorder, neurosis, or character disorder. My 
preliminary results indicate that patients intoxicated 
by hallucinogens or those with an organic brain syn- 
drome or dementia have a profile of oculomotor signs 
similar to that of schizophrenic patients. The increased 
incidence of high blink rates in tardive dyskinesia sug- 
gests an early indicator of this condition. Age-related 
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factors must also be considered, as elevated blink 
rates were only found in thé 2 groups significantly old- 
er than the controls. 

The group sizes in this report prevented : intragroup 
comparison of the incidence of oculomotor signs in pa- ” 
tients of different ages. However, the 3 patients in the 
tardive dyskinesia group under age 40 had a very high 
mean blink rate—51 blinks per minute. Also, the blink 
rates (and most other oculomotor signs) of the charac- 
ter disordered and neurotic patients, who were signifi- 
cantly younger than the controls, yet similiar by a pre- 
sumed lack of neurochemical pathology, did not differ 
from those of the controls. These two findings argue 
against age-related factors in explaining increased 
blink rates. 

Elevated blink rates may have some biochemical 
correlates besides age. Tricyclic therapy increases the 
availability of catecholamines at synapses by pre- 
venting reuptake, and tardive dyskinesia may reflect a 
hyperdopaminergic state. Interestingly, Stevens (10) 
reports that some schizophrenic patients may also 
have increased blink rates, although most of her pa- 
tients had received neuroleptics and the increase in 
blink rates may have reflected the onset of tardive dys- 
kinesia. *‘ Dry” eyes from the anticholinergic action of 
the tricyclic could also account for increased blink 
rates. 

The schizophrenic patients treated with neuroleptics 
demonstrated mean blink rates higher than those of the 
control group. Thus, the dopamine-depleted states 
caused by neuroleptics differ from idiopathic parkin- 
sonism, in which blink rates are reduced (11). The pa- 
tients with schizophrenia who received neuroleptics 
had an incidence and rate of unexplained lateral 
glances similar to those of never medicated schizo- 
phrenics, but neuroleptics may significantly reduce 
both the incidence and mean rate of pursuit breaks. 
Studies are in progress to determine the natura! course 
of these signs in treated schizophrenic patients. 

There are many possible explanations when one 
considers the association between staring, pursuit 
breaks, and unexplained lateral glances and schizo- 
phrenia. Deficits of attention or overwhelming anxiety 
could be responsible for all these signs; however, on 
this basis one would expect to see these signs in the 
other patients tested, who were presumably also un- 
dergoing noxious life events as well as the stress of a 
psychiatric interview and possible admission to the 
hospital. Also, of the 3 patients with acute anxiety 
neurosis studied thus far, none has demonstrated these 
oculomotor signs. 

Glancing has often been described as an oculomotor 
response to the auditory hallucinations of patients with 
schizophrenia. Two reports offer evidence to the con- 
trary. A behavior called ''checking,'' in which an ani- 
mal looks to the side after receiving amphetamines, 
may be analogous to lateral glancing. Stevens and as- 
sociates (12) induced. checking in two streptomycin- 
deafened cats; this could not be interpreted as a re- 
sponse to auditory hallucinations. Second, there seem 
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to be other abnormalities of horizontal eye movement 
in patienfs, with schizophrenia. Shimazona and associ- 
ates (13) studied horizontal eye movements in awake 
subjects whose eyes were closed and then compared 
the resulfs with this movement in schizophrenic and 
normal control subjects. Shimazona found that pa- 
tients with schizophrenia had a decrease in the amount 
of regular slow, high, and low amplitude movements 
and an increase in irregular movements of low ampli- 
tude. 

The data presented here suggest that the triad of 
staring, pursuit breaks, and unexplained lateral 
glances is related at a physiologic level to the schizo- 
phrenic syndrome. It is not clear whether 1) the ocu- 
lomotor signs are caused by the same physiologic de- 
fect that causes schizophrenia or 2) the schizophrenic 
process alters brain physiology and seconcarily causes 
the oculomotor signs. 

The methodologic limitation of this report is obvi- 
ous—there was a single observer who was not blind to 
diagnosis. Future studies should attempt to replicate 
these results with multiple observers blind to diagno- 
sis. Larger groups should be studied so meaningful in- 
tragroup comparisons can be made, particularly with 
respect to age. Also, longitudinal studies tnat consider 
length of illness and degree of psychiatric impairment 
would contribute more to the understanding of the sig- 
nificance of oculomotor signs. 
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The American Psychiatric Association invites nominations for the Isaac Ray Award for 
1980. This award, in memory of Margaret Sutermeister, is presented to a person (psy- 
chiatrist, attorney, or other person in a discipline related to human behavior) who has made 
outstanding contributions to forensic psychiatry or to the psychiatric aspects of juris- 
prudence. The purpose of this award is to promote better understanding between the law 
and psvchiatry. The award, which will be presented at the Convocation of Fellows at 
the annual meeting of the American Psychiatric Association in San Francisco, California, 
in May of 1980, includes an honorarium of $1,500. The recipient also presents his or her 
work at an institution of higher learning (or other suitable location) and submits the manu- 
script for publication. The presentation will be located and scheduled to give maximum ex- 
posure to students and practitioners of law and medicine and to other professionals. 


Nominations should be submitted by September 14, 1979, and should be sent to: 


Jonas Robitscher, J.D., M.D., Chairperson 


Isaac Ray Award Board 
Emory University Law School 
Atlanta, GA 30322 
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. Acute High-Dose Parenteral Haloperidol Treatment of Psychosis 


* 


BY YAKOV LERNER, M.D., ETAN LWOW, M.D., ARYEH LEVITIN, M.D., 


AND ROBERT H. BELMAKER, M.D. 


After 2 days of drug-free observation, 20 newly 
admitted psychotic patients received 20-35 mg of 
haloperidol intravenously and 20 patients received 30- 
40 mg of digzepam intravenously. Posttreatment 
ratings at4 and 24 hours with the Brief Psychiatric 
Raring Scale and the Clinical Global Impressions 
revealed significant improvement in both groups but 
no sigrif:cant differences between the two treatments. 


Early studies of the effectiveness of neuroleptic drugs 
in the treatment of psychosis emphasized the slow on- 
set of antipsychotic compared with sedative effects 
(1). Days or weeks were thought necessary to see spe- 
cific reductions in thought disorder, schizophrenic 
withdrawal, or paranoid delusions. Recently several 
authors (2-6) have used high-dose parenteral haloperi- 
dol as a possible means of achieving rapid remission of 
psvchotic symptoms, often within hours. Such thera- 
py, if possible, would have important practical con- 
sequences in terms of preventing the family and em- 
ployment disruption inherent in longer hospitalization 
and important theoretical consequences in terms of di- 
rectinz biochemical research toward short-term rather 
than .ong-term biological changes as possible sub- 
strates of the antipsychotic effect (7). However, most 
authors (2-6) have not clearly distinguished between 
the ra»id sedation and tranquilization of psychotic be- 
havior that can be achieved with rapid high-dose 
neuro.eptic treatment and the possible rapid therapeu- 
tic effects on thought disorder itself. 

Anderson and associates (8) have claimed that high- 
dose parenteral haloperidol can specifically reverse 
psychotic thought disorder, often within 3 hours. This 
important claim, and the method of high-dose paren- 
teral neuroleptization in general, has not been studied 
in a controlled manner. We therefore performed a 
dcuble-blind randomized trial of haloperidol versus 
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diazepam in the first 24 hours of treatment of psychotic 
patients. We used intravenous medication rather than 
intramuscular because the intravenous route provides 
almost immediate blood levels. We have had extensive 
and trouble-free experience with intravenous haloperi- 
dol on our ward, and intravenous haloperidol has also 
been used safely in obstetrics (9). Intravenous diaze- 
pam is absorbed much more consistently than intra- 
muscular diazepam (10). The intravenous injection of 
the large doses required for rapid neuroleptization 
causes less local irritation than does intramuscular ad- 
ministration. 


METHOD 

Newly admitted psychotic patients on the admission 
ward of the Eitanim Psychiatric Hospital between the 
ages of 20 and 50 and free of physical illness were ac- 
cepted for study. A total of 40 patients participated in 
the study; 35 had received no neuroleptic medication 
in the preceding month; 3 had had neuroleptic treat- 
ment up to 2 weeks before admission; and 2 patients 
had received small doses of neuroleptics in the week 
prior to admission. Diagnoses included paranoid schiz- 
ophrenia (N=9); excited schizo-affective schizophre- 
nia (N=9); other subtypes of schizophrenia (N=5); 
paranoid states (N=2); and mania (N=5). The mean 
age was 33 years (range, 20-49), and 6726 were men, 
with a mean of 3 previous psychiatric hospitalizations 
(range, 0-15). There were no significant differences on 
these demographic variables between the treatment 
groups. After admission, patients were observed for at 
least 48 hours without neuroleptic therapy to confirm 
the diagnosis and to allow for adjustment to the hospi- 
tal milieu. The patients were then randomly assigned 
to acute treatment with either diazepam or haloperi- 
dol. In the morning hours of the day of treatment each 
patient was given an intravenous injection of 15 mg of 
haloperidol or diazepam. After 2 hours each patient 
received an additional 10 mg of haloperidol or 10-15 
mg of diazepam. After 1 more hour each patient re- 
ceived an additional 10 mg of haloperidol or 5-10 mg of 
diazepam. The intravenous injections were given at a 
maximum rate of 5 mg/minute. Thus each patient re- 
ceived a total of either 35 mg of haloperidol or 30-40 
mg (mean, 35 mg) of diazepam. Halfway through the 
study the dose of haloperidol was decreased to a 
schedule of 10 mg, 5 mg, and 5 mg (total, 20 mg) and 
the trial continued, alternating randomly between 
diazepam and the new dose of haloperidol. The injec- 
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TABLE 1 
Effect of Hafoperidol and Diazepam on Acute Psychotic Symptoms 


Am J Psychiatry 136:8, August 1979 





: Baseline Score 





Measure Mean Range 
BPRS total 

Diazepam 28.5 14-42 

Haloperidol 30.5 13-50 
Anxiety-depression (I) 

Diazepam 3.4 0-12 

Haloperidol 6.1 0-1 
Withdrawal (IT) 

Diazepam 1.8 0-14 

Haloperidol 3.3 0-10 
Thought disorder (III) 

Diazepam 8.9 2-16 

Haloperidol 8.2 2-16 
Activation (IV) 

Diazepam 6.7 2-12 

Haloperidol 6.0 -12 
Hostility-suspiciousness (V) 

Diazepam 7.3 0-15 

Haloperidol Te 0-15 
GCI 

Diazepam 4.4 3-6 

Haloperidol 4.5 3-6 


“Baseline score minus posttreatment score. 

“N=9.for haloperidol; N=11 for diazepam. 

*N ::20 for haloperidol; N=20 for diazepam. 

‘Significant improvement over baseline, p<.05, paired t test, two-tailed. 
‘Significant improvement over baseline, p<.01, paired t test, two-tailed. 


tions were prepared and given by a physician (A.L.) 
who took no part in patient care or clinical rating and 
who prepared the treatment according to the pre- 
arranged random order. The flexibility of diazepam 
dosage within the limits already described was de- 
signed to avoid the danger of oversedation or respira- 
tory depression; thus the physician prepared the lower 
dosage in patients who evidenced drowsiness after the 
first fixed dose. The dose of diazepam had teen chosen 
after preliminary experience had shown that haloperi- 
dol and diazepam at these dosages were approximately 
equal in sedative effect and that drowsiness would thus 
not affect the double-blind conditions. Clinical ratings, 
with the Brief Psychiatric Rating Scale (BPRS) and 
Global Clinical Impressions (GCI) scored from 1 to 6, 
were performed by consensus of two physicians (E.L. 
and Y.L.) unaware of the treatment administered. The 
clinical rating was performed on the morning before 
injection, 4 hours after the first injection, and 24 hours 
after the first injection. Blood pressure and pulse were 
measured after 2 and 3 hours by a nurse unaware of the 
treatment received. 

Twenty patients in the study received diazepam, 10 
received high-dose haloperidol, and 10 received mod- 
erately high-dose haloperidol. Since there were no sig- 
nificant differences between the high-dose and moder- 
ately high-dose haloperidol groups, their scores were 
averaged and analyzed together. At 4 hours 10 patients 
in the haloperidol group and 6 patients in the diazepam 
group were drowsy and incapable of full cooperation 
in the psychiatric interview and were thus excluded 
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Improvement _ 
After 4 hours" , After 24 hovrs* 
. Mean ~ Range Mean _ Range 

11.44 0-25 6.3* —18-23 
3.8 ~ 12-19 8.0" —13-37 
2.0" —4-6 0.3 —6-6 
0.5 —5-8 15 -7-16 

—0.2 —-6-2 0.8 -[-7 

—1.] —6-2 1:3 è —6-4 
2,84 0-8 TS —3-5 
0.6 —4-7 61 —5-8 
4.34 1-9 ].94 —4-6 
1.6 —5-8 3.24 —3-9 
2,6° — 1-8 1.6 ~8-10 
2:2 —]-9 2.99 —1-9 
1).9" —-]- 0.4 -2-3 
3.5 -1-2 1.08 —1]-4 


from data analysis. An additional 1 patient in the halo- 
peridol group and 3 patients in the diazepam group 
were not rated at 4 hours because the raters were una- 
vailable. 

The BPRS was analyzed by using the factors de- 
rived by Guy and associates (11). Factor I (anxiety- 
depression) is obtained by adding the scores for somat- 
ic concern, anxiety, guilt feelings, and depressive 
mood. Factor II (withdrawal) is obtained by adding the 
scores for emotional withdrawal, motor retardation, 
blunted affect, and disorientation. Factor III (thought 
disturbance) 1s obtained by adding the scores for con- 
ceptual disorganization, grandiosity, hallucinatory be- 
havior, and unusual thought content. Factor IV (acti- 
vation) is obtained by adding the scores for tension, 
excitement, and elated mood. Factor V (hostility-sus- 
piciousness) is obtained by adding the scores for hos- 
tility, suspiciousness, and uncooperativeness. 


RESULTS 


Table 1 shows that there were no significant dif- 
ferences in the clinical response of actively psychotic 
patierts to diazepam or to haloperidol in the first 24 
hours of treatment. Each treatment resulted in highly 
significant improvement in total BPRS scores and in 
most factors except withdrawal. Thought disorder im- 
proved significantly but equally in each treatment 
group. There is a trend for haloperidol to result in 
more improvement in GCI at the end of 24 hours 
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(p=.12, two-tailed t test); however, there is an almost 
- equally strong trend for diazepam to be superior at 4 
hours. The GCI correlated highly with the activation 
factor of the BPRS (r=.79) and with the hostility-sus- 
piciousness factor (r=.53), both of which also showed 
trencs for greater improvement with haloperidol. 
* Withdrawal showed a trend toward actual worsening 
in the haloperidol group (especially in the very high- 
dose haloperidol subgroup, mean=—2.7 improvement 
units at 24 hours). 

Blood pressure declined an average of 10 mm Hg 
systcl c and 6 mm diastolic in the haloperidol group, 
and iz mm systolic and 9 mm diastolic in the diazepam 
group The differences between treatments were not 
signiicant and the decline from baseline is probably 
nons gnificant considering that the nurse was aware in 
all ceses that an unknown intravenous medication had 
been administered. Only 4 patients experienced dys- 
tonic symptoms, which were treated by the night duty 
doctor without being brought to the attention of the 
clinicel rater. No apnea occurred during the infusions. 


DISCUSSION 


Our study suggests that high-dose parenteral halo- 
peridcl is not specifically effective in the alleviation of 
psvenotic symptoms within the first day of treatment. 
This lack of specific effectiveness is apparent when 
haloperidol is compared with diazepam, a ben- 
zodizzepine minor tranquilizer usually thought of as 
devoid of antipsychotic activity (1). 

It s especially noteworthy that Factor III (thought 
disorder) shows no trend in favor of haloperidol at 24 
hours and even shows a strong (but not significant) 
trenc in favor of diazepam at 4 hours. Anderson and 
associates (8) had claimed a specific neuroleptic effect 
on psychotic thought disorder within 3 hours of institu- 
tion or intramuscular haloperidol therapy. Our data do 
no: ci-ectly contradict those of Anderson and associ- 
ates 8), who made their observations without a con- 
trol group. However, in our study, the use of a control 
group With diazepam treatment necessitates a revised 
inter»-etation of the data on rapid response to high- 
dose »arenteral neuroleptic therapy. It would seem 
that some components of psychotic thought disorder 
mzy actually be secondary to arousal or anxiety and 
mzy benefit rapidly from either diazepam or neurolep- 
tic. A1 4 hours the trend even suggests that diazepam is 
a mere effective treatment of psychosis. 

The apparent trend in the GCI and BPRS total for 
haloperidol to be superior at 24 hours is probably not 
the beginning of a specific neuroleptic effect on 
thouzat disorder, since Factor III (thought disorder) is 
quite equally improved in the two treatment groups. 
The h gh correlation of the GCI with activation (r=.79) 
and hostility-suspiciousness (r=.53) suggests that it is 
these factors which explain the nonsignificant trend to- 
warc greater improvement in GCI at 24 hours with 
haloperidol. Such an interpretation is quite consistent 
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with the shorter plasma half-life of acutely adminis- 
tered diazepam compared wifh haloperidol: Thus high- 
dose parenteral haloperidol might be recommended as 
treatment for highly agitated or destructive patients in . 
whom longer acting behavioral control is desired. 
Haloperidol in such patients would provide reduction 
in activation and hostility-suspiciousness for at least a 
day, whereas control with diazepam seems to peak 
closer to 4 hours (in our dosage paradigm). We empha- 
size, however, that there is no reason from our data to 
assume that a highly thought disordered patient with- 
out agitation or destructiveness will benefit from high- 
dose parenteral therapy any more than from standard 
neuroleptic therapy. The symptoms of thought dis- 
order seem to require more than 24 hours, and prob- 
ably more than 1 week (12), to respond to the specific 
therapeutic effect of neuroleptics. In the first 24 hours 
behavioral control is the major goal of treatment. 

An alternative interpretation of our data is that high- 
dose diazepam may have antipsychotic activity in very 
short-term use. Early studies found diazepam benefi- 
cial in schizophrenic patients, even on symptoms such 
as conceptual disorganization, unusual thought con- 
tent, and hallucinatory behavior (13, 14). A more re- 
cent study (15), although methodologically not com- 
parable to ours, suggests a possible interaction of high- 
dose benzodiazepines with psychotic symptoms. Cer- 
tainly GABA (y-aminobutyric acid) interacts with 
dopamine (16), the neurotransmitter thought to be in- 
volved with neuroleptic action (17), and benzodiaze- 
pines interact strongly with GABA (18). 

The possibility that both diazepam and haloperidol 
were effective antipsychotics in this study is supported 
by the statistically significant symptom reductions in 
both treatment groups and by the fact that all patients 
had at least 48 hours of drug-free observation in the 
hospital before entering the study. It is thus unlikely 
that spontaneous remission or hospital milieu effected 
the symptom reductions observed. On the other hand, 
if high-dose haloperidol is merely as good as high-dose 
diazepam in the control of acute psychosis, the claims 
of Anderson and associates (8) for rapid neuroleptiza- 
tion are clearly overstated. As a practical conclusion, 
we recommend parenteral haloperidol as an effective 
treatment of acute psychosis. It has a longer clinical 
half-life than diazepam and poses much fewer risks of 
respiratory depression. However, the clinician should 
not be misled into expecting the specific neuroleptic 
effect to occur within a single day and must plan his 
pharmacological treatment with the clear understand- 
ing that continuing and specific antipsychotic effects of 
neuroleptics occur after weeks of persistent and con- 
sistent treatment. 
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A Language-Cultural Course for Foreign Psychiatric Residents 


BY GARY K. ARTHUR, M.D., ROBERT EROOKS, PH.D., AND MERCEDES LOPES LONG, M.A. 


Foreign medical graduates are an importani 
component of the health care system in the United 
States. All foreign medical graduates have 
acculturation problems, but they are especially 
aggravating among foreign psychiatric resiaents. 
These difficulties affect the personal lives of ‘he 
foreign residents as well as crucial teacher-rtudent 
and doctor-patient relationships. The authors report 
on an effort to further define these problems ina 
residency program and their systematic attempts to 
solve them by offering a special course. The program 
they describe benefitted not only the foreign residents 
but their families and the residency progran: itself. 
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ALTHOUGH RECENT IMMIGRATION legislation will 
sharp.y limit the number of foreign medical graduates 
entering the United States in the future, foreign medi- 
cal graduates currently represent at least 2096 of the 
total physician population of this country and approxi- 
mately 2595 of our psychiatrists (1). Foreign medical 
graduates are widely dispersed throughout our health 
care system and are especially visible in the public sec- 
tor. Many others are involved in residency training 
programs and may not be returning to their home 
country for years. In short, foreign medical graduates 
are an important component of American medicine; 
their difficulties in acculturation will not disappear 
with the implementation of the new laws. 

The central problem we wish to focus on in this pa- 
per irvolves foreign medical graduates who are psy- 
chiatric residents. Like most foreign medical gradu- 
ates they typically come from a developing nation with 
a culture alien to ours whose primary language is not 
English. Foreign psychiatric residents often carry ad- 
ditional burdens as well. In most cases they have had 
minimal previous psychiatric training in their home 
medical school and are suddenly faced with the over- 
whelming importance of all aspects of communication 
and lenguage in the learning and practice of psychiatry 
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. (2). These residents face rather staggering problems in 

. their intrapersonal lives, in interpersonal interactions, 
ard with national and local sociocultural adjustments. 
We will review the broad dimensions of these prob- 
lems and present details of one training effort designed 
to address the cultural, language, and communication 
handicaps of foreign medical graduates who are psy- 
chiatric residents. 


DIFFICULTIES OF FOREIGN MEDICAL 
GRADUATES 


Intrapersonal Adjustments and Defenses 


On an intrapersonal level the foreign medical gradu- 
at2 in psychiatric training must deal with his or her 
own identity crisis as a physician, a psychiatrist, and a 
minority figure in new cultural surroundings. Aside 
from the fact that there is much to learn during the 
residency, they have to deal with their own sense of 
attonomy, self-esteem, guilt, confusion, and anger. 
Overusing projection, turning anger inward, setting 
goals that are too high, having difficulty in identifying 
w:th teachers, and becoming overly involved or under- 
involved with patients are only a few of the defensive 
measures employed.! Feelings of cynicism and hope- 
lessness often overtake their initial enthusiasm. These 
incrapersonal problems may result in an odd attitude 
toward the English language: foreign medical gradu- 
ates may attribute all of their problems, regardless of 
origin, to one convenient cause, language difficulty. 
Thus, Tarnower (3) reported on foreign medical gradu- 
ates who “‘prefer not to understand English.” 


Interpersonal Adjustments 


Interpersonal problems with teachers can also be 
stressful for foreign psychiatric residents. Some of 
their difficulties with instructors arise from a lack of 
mutual empathy; other problems originate from dif- 
ferences in conceptions of justice, right and wrong, 
time organization, and the way in which groups inter- 
act. Fundamental misunderstandings also occur in the 
process of communicating ideas and feelings. Further, 
there are often troublesome differences in teaching 
methods between cultures. The American psychiatric 
system relies heavily on one-to-one supervision and 
has a distinct emphasis on the development of inde- 
pendent clinical judgments; this is in sharp contrast 
with Asian and Latin teaching styles. 

Interpersonal communication with peers is also 
fraught with problems. Foreign psychiatric residents 
may have many different customs and values and may 
lack common past experience with the rest of the resi- 
dents. Communication problems make it difficult for 
them to define their position within a peer group or to 
urderstand how the group defines their position. Too 


Davidson L: Introduction to a panel on the foreign psychiatric resi- 
dant in the USA: psychoanalytic perspectives. Presented at a panel 
a: the 128th annual meeting of the American Psychiatric Associa- 
tion, May 5-9, 1975 
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often they play a minority role and become scapegoats 
for the problems that arise*in any program. It often 
seems that there are two simple peer groups, Ameri- 
can and foreign. In reality, the foreign group is usually 
very heterogeneous. At least part of the cleavage be- 
tween the American and foreign subgroups results 
from disparate adjustment. The ‘‘first-year syndrome" 
is often prolonged for the foreign graduates because 
communication-related acculturation protlems delay 
their development. Foreign psychiatric residents are 
often out of phase with their American peecs in a man- 
ner similar to Becker's description of other types of 
foreign students (4). 

Language and cultural differences present additional 
difficulties in dealing with patients, especially in the 
area of understanding patients and then communicat- 
ing to the patients that they are understood. Having 
been reared in a particular setting contributes to the 
development of a particular cognitive-affective style. 
That style will in turn influence the way im which the 
psychiatrist understands the patient's -eality (5). 
There are cultural differences in basic assumptions 
about human nature, the proper relations between in- 


dividuals, and the definition of what constitutes psy- * 


chopathology. Different attitudes across cultures, no- 
tably in regard to children, to the aged, and to values in 
different stages of life, also cause problems. A deeply 
imbued authoritarian or paternalistic orier tation may 
be a very serious obstacle in learning permissive psy- 
chotherapeutic approaches (6). 


Sociocultural Adjustments 


On the broader social level, foreign medical gradu- 
ates must often deal with culture shock. Th2y must not 
only recognize national American folkways and dif- 
ferentiate them from their own culture but must under- 
stand the local differences within the American cul- 
ture. They must also deal with their new social status 
as a "minority." Obviously, the factors of culture 
shock put a great strain on the foreign physician's 
roles as mate and parent, which in turn affects their 
relationship with spouse, children, and even extended 
family in their home country. 


TEACHING STRATEGIES 


An important and crucial variable for effective com- 
munication in a different culture is integrative orienta- 
tion, which is actually the overall attitude of the physi- 
cian. Weakening of this orientation can cause the de- 
velopment of anomie resulting from a feeling of 
belonging to neither culture. Mittel noted, 


I think that most of us who have been studving FMGs in 
psychiatry have come to the conclusion that cultural dis- 
tance (of which linguistic barriers are only ane factor) is 
the single most significant obstacle to adequa:e integration 
into American psychiatry, and the FMGs frcm the devel- 
oping nations—mostly Asiatic—have the greatest diffi- 


culty. (7) \ 
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Thus, tsanscultural communication prozlems con- 
found the professional ad social adjustments of for- 
eign medical graduates at many levels and in diverse 


. situations. Perhaps the most crucial dimension of the 


overall problem today is suggested in the question of 
what teaching strategies need to be implemznted to di- 
minish cross-cultural communication problems in psy- 
chiatric training. 

To design an effective course for foreizn medical 
graduates, we considered the following goals for the 
students: 1) that the course address the specific cross- 
cultural problems of the various cultures represented 
(Mexican, Central and South American, Indian, and 
Filipino) and 2) that the course aim at crcss-cultural 
problems inside and outside the hospital training pro- 
gram environment to maximize the participation of the 
wives of the foreign residents. (Two of the residents 
were women; the one who was married was married to 
another one of our residents.) These goals formed our 
foundation for assessing intrapersonal and inter- 
personal communication problems. The systematic 
structure described below was developed to solve 
these problems among foreign residents in »sychiatry, 
but with.little modification it could be exter led to oth- 
er foreign medical graduate groups. 


Informal, Small Group Atmosphere 


The foreign residents’ intrapersonal problems were 
viewed as an identity crisis encountered in filling their 
new roles. To explore these problems, we generated 
an open classroom atmosphere. From the first day, the 
foreign residents were encouraged to express their 
feelings and explore their attitudes about their new 
role conflicts at home, at work, in the clinical setting, 
and in their new social life. Even those who had severe 
language problems could communicate their feelings. 
Wives were encouraged to attend these classes. This 
enabled the foreign residents to become more aware of 
their wives’ problems, which in turn helped them un- 
derstand and cope with the development o£ communi- 
cation gaps at home. 


Focus on Informal Cultural Variations 


We stressed the development of empathic inter- 
cultural skills to diminish interpersonal problems. Our 
approach was to consider the informal dimensions of 
different cultures. We defined this as a preconscious 
category that included concepts of time znd justice, 
evaluative judgments, organization, and interpersonal 
strategies. One of the chief concerns was tze teaching 
of assertiveness, which is a sign of disrespect in many 
foreign cultures and thus a communication abstacle for 
the foreign resident in the United States. 


Emphasis on Subcultural Differences 


The course addressed the cultural problems relating 
to the inabilitv to predict individual behav.or in con- 
junction with group norms. The participants devel- 
oped nonevaluative perceptions by gaining an aware- 
ness of the diverse rules of behavior presen: in Ameri- 
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can subcultures (e.g., black versus white, north versus 
south. and the various religions). Important traditions, - 
rules of etiquette, rituals, and other socially accepted 
behaviors and the effects of violations of these norms 
and their impact on communication were emphasized. 
An example might be the difference in eye contact be- 
havio- between the Puerto Rican and the Anglo. One 
of the foreign residents suggested that the Puerto Ri- 
can's tendency to avoid eye contact in communication 
was due to dishonesty. Awareness that Puerto Rican 
eye contact behavior is based on respect for an indi- 
vidua. of higher status kept this physician and others in 
the class from forming hastv devaluative judgments in 
other interactions. À 


Pre- and Postcourse Evaluations 


We developed a battery of tests to assess the lan- 
guage deficiencies of the foreign residents. These in- 
cluded a written test of listening comprehension and 
intonational meaning, an audiovisual test of pro- 
nunciation and articulation, a written test of vocabu- 
lary end idiomatic expression, and written and oral 
tests of knowledge of grammatical structures. The re- 
sults of these tests directed the design of the language 
porticn of the course. Each person was given individ- 
ualized training based on his or her test results. Class 
sessicns for common language difficulties were used 
whenever possible. Both objective and subjective 
means of evaluation indicated that the course benefit- 
ted these residents, the training program, and the resi- 
dents families. 

The tests were grouped into the following compat- 
ible areas: 1) listening comprehension and intonational 
communication, 2) pronunciation and articulation, and 
3) American idiomatic expressions and vocabulary im- 
provements. An analysis of repeated measures on the 
residents’ pretest/posttest scores yielded significant 
findings (p«.001).? These findings are not sufficient to 
claim that the course was the only cause for the resi- 
dents improvements in communication skills because 
there was no control group in the experimental design. 
However, hospital staff, teachers, administrators, and 
professional colleagues of these students supported 
the positive effect of the courses on students during 
the 11 weeks of classes. They reported that these resi- 
dents communication skills increased much more rap- 
idly during the 11 weeks of the course than those of 
other residents who had not taken the course. 

After the course, the foreign residents had improved 
in the:r ability to make independent clinical judgments. 
One supervisor commented on the increased skills of 
the Filipinos in asserting their professional and person- 
al opmions. The foreign residents asked more ques- 
tions m clinical and seminar situations and also partici- 
pated more in discussions after taking the course. One 
foreign resident said that he had a change of attitude 
toward Americans’ preoccupation with time and or- 


*Pre- amd posttest results are available from Robert Brooks, Ph.D.. 
Depar-ment of Communication, University of South Florida Col- 
lege o- Arts and Letters, Tampa, Fla. 33620. 
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gaaization. He said he understood the cultural bias and 
could prevent his cwn concept of time from becoming 
a barrier in the development of interpersonal relation- 
sh:ps with his American peers (1). 


DISCUSSION 


Tailoring a course of study to the particular needs of 
foreign medical graduates in psychiatry can be both 
productive and gratifying. Our three-semester course 
at :he University of South Florida focused on the intra- 
personal, interpersonal, and social adjustment prob- 
lerns of foreign-trained physicians through the educa- 
tional vehicles of communication and language. The 
course helped these physicians in the transitions from 
their own cultures to that of the United States and 
frem their identities as physicians to those of psychia- 
trists and therapists. 

The multifaceted approach to the problems was im- 
portant. It included using an existing group process, 
involving the residents' spouses, individual attention 
when needed, and a graduated process of learning new 
language skills and applying them in practice situa- 
tions. The psychiatric clinical setting was used as 
much as possible as a vehicle for the learning process, 
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and a great deal of feedback about the course was giv- 
en to the teaching program supervisors. This furthered 
knowledge of the foreign residents and thei- problems 
and stimulated better teacher-student understanding. . 
The increased participation and learning in .he psychi- 
atric training program that resulted from this extra 
course more than rewarded all who were concerned. 
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Amyl Nitrite Use Among Homosexual Men 


BY ERICH GOODE, PH.D., AND RICHARD R. TROIDEN, PH.D. 


The authors interviewed 150 homosexual men to 
de:ermine the relationship between use of amyl nitrite 
and certain aspects of homosexuality. They found that 
the use of amyl nitrite is strongly related to a number 
of unconventional, deviant sexual practices and to 
cevtain medically related problems. 
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AMYL NITRITE, a powerful vasodilator, and its chem- 
ical analogue, butyl nitrite, are among the more widely 
used recreational drugs today. Yet, only 23 English 
language publications on amyl nitrite are listed in Index 
Medicus between 1970 and 1976, and only | of these, a 
letter to the editor of the Journal of the American 
Medical Association, deals with patterns o7 use. 

Amy] nitrite, perhaps more than any other illicit 
drug currently in use, has a specifically sexual func- 
tion: it is "inhaled immediately before sexval climax’’ 
(1). It is especially in the homosexual community that 
amyl nitrite use is most widespread and frequent. One 
sociologist writes that amyl nitrite is commonly used 
among homosexuals to intensify orgasm (2). A guide to 
homosexual lovemaking asserts that the use of amyl 
nitrite “‘has passed into every corner of gay life" (3). 
Because no data have been presented to document this 
assertion, we decided to investigate emp rically the 
use of amyl nitrite among homosexuals. 
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. . 
AMYL NITRITE AND HOMOSEXUALS 
é 


Male hqmosexuals are often accused of engaging in 
transitory, promiscuous ‘sex with a large number of 
partners, being ‘““obsessed’’ with sex, having an exces- 
. Sive concern with their partners’ youth, and having an 
eagerness to engage in deviant sexual practices. Some 
observers claim that they also frequently become en- 
tangled in an almost inevitable cycle of sex-related 
trouble—such as contracting venereal disease, getting 
arrested, and being robbed and assaulted by young 
men who entice and then prey on homosexuals. These 
claims are almost never systematically documented. 
To the extent that they are true, the homosexual repre- 
sents a population in need of special medical care. If 
users of amyl nitrite form a distinct segment within this 
population, then this statement holds even more 
strongly for them. 


METHOD 


We interviewed 150 self-admitted homosexual men, 
all of whom were at least 20 years old (none over 40). 
One-third (N—50) lived in Manhattan; one-third lived 
in Suffolk County, a suburb of New York City; and 
one-third lived in Minneapolis, Minn. After being in- 
terviewed, each subject was handed a brief question- 
naire asking for information on especially sensitive is- 
sues— mainly sexual behavior and drug use. A list of 
drugs, amyl nitrite among them, was included in the 
questionnaire; the respondent was asked to check 
each one that he had taken for nonmedical purposes— 
that is, to get high. Next to the drug's name, he was 
asked how often in the past 6 months he had used it. 

Slightly more than half of our respondents (57%) in- 
dicated use of amyl nitrite at least once in the past 6 
months. No cne used it daily; 7 respondents (5%) said 
that they had used it at least three times a week, and 20 
(13%) had used it once or twice a week. We divided 
our sample into three levels of use for purposes of 
comparison—respondents who had not used amy] ni- 
trite at all in the past 6 months (N=65), those who 
used it less than weekly (N —58), and those who used it 
at least once a week (N=27). 


RESULTS 


Regular users—those who had used amyl nitrite 
once a week or more— were almost twice as likely as 
nonusers to aave contracted venereal disease (7890 
versus 44%), twice as likely to have been robbed 33% 
versus 14%), assaulted (22% versus 11%), to have had 
sex with the same partner less than half the time (4496 
versus 22%), to have been drunk weekly or more in the 
past year (48% versus 23%), to have had sex with 300 
or more homosexual partners since the age of 18 (3896 
versus 17%), three times as likely to have had sex with 
6 or more partners under the age of 21 (5296 versus 
16%), strikingly more likely to have engaged in group 
sex (96% versus 65%), and twice as likely to have en- 
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gagec in sexual intercourse at least three times a week 
during the past year (67% versus 33%). 


The nature and the magnitude of this relatonship 


seems undeniable. What remains is an understanding 
of the relationship. How can we account for it? Does 
amyl nitrite directly cause the user to engage in 
unorthodox, unconventional (or deviant) sexual be- 
havicr, or does the kind of person who is attracted to 
both the drug and unconventional sex create the illu- 
sion of a causal relationship? Another possitility is 
that certain variables, such as area of residence or oth- 
er demographic characteristics, are correlated with 
both; if this were the case. direct causality would be 
lacking. . 

The only major variable correlated with both amy! 
nitrite use and deviant sexual practices is area of resi- 
dence. The original relationship diminished only some- 
what when we controlled for area. For each area sepa- 
rately amyl nitrite users engage more frequently in the 
practices described than do nonusers. Yet, much of 
the relationship can be accounted for simply tecause 
New Yorkers are more likely to use the drug to en- 
gage in deviant sex, and to get into trouble as a result. 
For instance, users were 30% more likely to comtract a 
venereal disease than nonusers, but when we :ook at 
each group according to area of residence, tais dif- 
ference was diminished to 1976. (We compared all 
users rather than only weekly users with nonusers, be- 
cause such controls inevitably entail a diminction in 
the number of cases in each category.) Originally, 
users were 23% more likely to engage in gromp sex; 
looking at each area separately, this became 19%. Sur- 
prisingly, controlling for residence appeared tc widen 
the gap between users and nonusers for sex with un- 
der-age partners; originally, users were 1895 more 
likely to have had sex with at least one minor, kut con- 
trolling for residence increased this to 3096 fer each 
area separately. 


DISCUSSION 


We found the use of amyl nitrite to be cons stently 
related to a wide range of unorthodox, unconventional 
homosexual practices as well as to a number of their 
concomitants and consequences. In every case, regu- 
lar amyl nitrite users were strikingly more likel” to en- 
gage in deviant sexual behavior and to encounter med- 
ically related problems than nonusers were users 
more often had sex with a larger total number of part- 
ners, had sex with a partner only once more tkan half 
the time, engaged in group sex, engaged in sex with 
under-age boys, contracted venereal disease, ar d were 
robbed or assaulted. In addition, regular users were 
more likely to have been drunk frequently during the 
year orior to the interview and to have had intercourse 
three times a week or more. 

The three-variable relationship (which includ2s con- 
trolling for area of residence) indicates that urban resi- 
dence has almost as much to do with engaging in un- 
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conventional homosexual practices as using amyl ni- 
. trie. However, the kind of person who is attracted to 
the use of the drug is also more likely to engage in 
deviant homosexual behavior and thus to encounter 
va-ious medically related problems. Clearly, more re- 
search is needed to answer these complex and con- 
. trcversial questions. 
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Three Cases of Manic-Depressive Illness in Mentally Retarded 


Adults 


BY M KHALID HASAN, 





The authors point out that manic-depressive illness is 
often rot diagnosed in mentally retarded patients 
because they are already regarded as ‘‘different.’’ 
They discuss the use of lithium carbonate as a 
prophylactic agent in the treatment of manic- 
depressive illness in mentally retarded patients and 
present three case histories illustrating some of the 
difficulties encountered in diagnosing mania or 
hypomania in such patients. They provide a number of 
suggestions to help physicians recognize and treat 
these cisorders. 


PHYSICIANS ARE LIKELY to miss appropriate psychiat- 
ric diagnosis and treatment in mentally retarded 
pecple because they ascribe any behavioral symptoms 
evidenzed by such patients to their mental retardation. 
Mentaily retarded people are subject to the same men- 
tal ilinesses as are nonretarded people. The family of 
the mentally retarded individual can play an essential 
role in helping the physician identify mental illness by 
provid.ng a thorough history for the patient and by ob- 
serving his or her behavior carefully. Although psychi- 
atrists in the United States focus on diagnosing manic- 
depressive illness in patients with schizophrenia or 
schizo-affective psychosis, they should give attention 
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to diagnosing manic-depressive illness MUSEI ex- 

ISts. 

The efficacy of lithium as a prophylactic agent in af- 
fective disorders is well established (1-3). After care- 
ful clinical study, Reid (4, 5) concluded that manic-de- 
pressive illness occurs and can be diagnosed with little 
difficulty in ‘‘borderline’’ patients and in moderately 
retarded patients. Naylor and associates (6) conducted 
a two-year double-blind trial of the prophylactic effect 
of lithium therapy in an inpatient group of mentally de- 
fective patients who were also suffering from recurring 
affective or behavioral changes. Patients who were 
given lithium were ill for significantly fewer weeks 
than those given placebo, but lithium had less effect on 
the actual number of episodes of illness. In this paper 
we will report three cases of recurrent manic-depres- 
sive illness in mentally retarded adult patients. 


CASE REPORTS 


Case 1. Mr. A, a 42-year-old single man, was first seen in 
our hospital when his mother became concerned about his 
loss of appetite, loss of weight, sleeplessness, and restless- 
ness. She said that Mr. A had always been ‘‘slow’’ and that 
he had periodic bursts of restlessness, especially when 
something “upset” him. The restlessness was followed by 
periods of depression during which he withdrew, stopped 
bathing, and, according te his mother, “‘was not his usual 
cheery self. " 

The patient was the fourth of six children. His mother said 
that "the cord was wrapped around his neck when he was 
born.” His developmental milestones were normal, but his 
mother was told that he was ''retarded'' when he was in the 
sixth grade. At that time she took him out of school. The 
family made no attempts at habilitation apart from "tender 
loving care," which had been advised by the "company" 
doctor. 
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Mr. A was described by his mother as ‘always neat and 
tidy." HoWever, about 10 years before we first saw him Mr. 
A started to get "sloppy" and "angry"' and to have marked 
mood swings. At that time he began a long history of hospi- 
talizations in state psychiatric hospitals. When we saw him 
his psychological tests showed an IQ of 47, which would 
place him in the mentally defective range. 

When we first saw him, Mr. A exhibited extreme regres- 
sive behavior. He was a constant management problem, 
walking around nude, conversing ''with God,” lying on the 
floor, wandering aimlessly, eating sloppily, and being unable 
to comprehend questions and directions. He required 24- 
hour supervision. He was given large doses of phenothia- 
zines and settled down somewhat. The psychiatrist wrote, 
"He no longer shows the inappropriate silly mood....A 
review of the history indicates that he has shown in- 
appropriate affect for a long time and has been noted to be 
slightly euphoric or cheerful in the past." Mr. A was diag- 
nosed as having schizophrenia, chronic undifferentiated 
type, with moderate mental retardation. He was referred to 
the local mental health center and was to take large doses of 
phenothiazines. 

Mr. A was readmitted 5 months later with chronic urinary 
retention, which was presumed to be due to the phenothia- 
zines. He recovered from the urine retention problem but 
continued to show manic behavior. We prescribed 300 mg of 
lithimrweskRonate b.i.d. (the low dosage was due to the uri- 
nary retent:on) at this time. Mr. A gradually settled down 
and was discharged 2 weeks later. One year later he was still 
doing well at a local mental health center. He was living with 
his elderly mother and attending an adult mental retardation 
day hospital program, where he has not been a management 
problem. Mr. A continues to take 300 mg of lithium carbon- 
ate b.1.d., end his blood lithium level remains in the thera- 
peutic range (around 1.0 mEgjliter). 


Case 2. Ms. B is a 23-year-old obese woman who was 
brought to our emergency room by her family. She had been 
crying loudly, stating that a gang of boys had sexually 
abused her. In the emergency room she was rambling, talk- 
ing continuously. Her speech was generally unintelligible. 
She was diagnosed as having hysterical psychosis, mental 
retardation, and obesity and was admitted to the hospital. 
During her stay in the hospital she ate excessively, and her 
behavior was described as ‘‘manicky’’ by the nursing staff. 
She was given [0 mg of trifluoperazine hydrochloride b.i.d. 
and discharged with a referral to the local mental health cen- 
ter. Her psvchological evaluation indicated an IQ of 76 (bor- 
derline mental retardation). 

Ms. B was the youngest of three children. Her brother was 
confined to a wheelchair due to muscular dystrophy. Ms. B's 
developmental history was uneventful. Her father and sister 
had had "nerve problems,” and both had received psychiat- 
ric care. Her sister was treated with lithium carbonate at the 
local mental health center and was responding well to treat- 
ment. Her family had no history of mental retardation. 

One of us (M.K.H.) first saw the patient at the time of her 
fourth hospitalization. She was talking incessantly, pacing 
up and down, and not sleeping. She also had excessive ener- 
gy and flight o? ideas and presented a management problem. 
She seemed unstable and manic. She was diagnosed as hav- 
ing hypomania with borderline mental retardation. After 
medical examination results, including BUN and creatinine 
clearance, were found to be normal, she was given 300 mg of 
lithium carbonate t.i.d. Her blood lithium level was main- 
tained at around 1.0 mEg/liter. She responded well to the 
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medication and was discharged 2 weeks later. She was re- 


ferred to the local mental health center, where she continued * 
to function adequately with only minor relapses (no hospital- 


izations). 


Case 3. Ms. C is a 43-year-old single obese woman who, 
according to her stepmother, wzs mentally retarded and had 
been in a state hospital three times for a total of more zhan 16 
years. She had been discharged from a state hospital 14 
months before coming to our hospital. While in the slate in- 
stitutions she was difficult to manage, had temper tantrums, 
and attacked the nursing staff. On returning home she had 
beaten her stepmother. She also had periods of depression 
during which she cried and ate excessively. When ques- 
tioned, Ms. C said her stepmother provoked her by making 
her do things she did not want to do. She also complained of 
sleeping difficulties, poor appetite, and mood swings. Before 
this hospitalization she had been maintained on an unknown 
amount of haloperidol and hac been diagnosed as having 
schizophrenia, chronic undifferentiated type. Her psycho- 
logical tests indicated an IQ of 51 (mentally defectiva). 

When we saw this patient she was euphoric, expansive, 
and had flight of ideas. Some paranoia was also evident, es- 
pecially toward her stepmother. She was diagnosed as hav- 
ing schizo-affective psychosis with moderate mental retarda- 
tion and given 50 mg of parenteral fluphenazine decanoate 
I.M. every 2 weeks (following a test dose) and 300 mg of 
lithium carbonate t.1.d. She gradually improved, interacting 
better with others, and was discharged 3 weeks laier. She 
was referred to the local mental health center, wkere she 
continued to be well. She lived with her stepmother and fa- 
ther. She has had no mood swings, and her behavior ap- 
peared controlled 6 months after discharge. Her medication 
6 months after discharge was 25 mg of fluphenazine deca- 
noate I.M. monthly and 300 mg of lithium carbonate t.i.d. 
Her lithium blood levels were maintained at around 1.0 mEq/ 
liter. 


DISCUSSION 


The diagnosis of manic-depressive illness in men- 
tally defective patients ts difficult and not as stzaight- 
forward as it is in patients with normal intellizence. 
Depression is often overlooked or not recognized in 
these patients because when they become depressed 
they not only withdraw but may cease to be a manage- 
ment problem. Unless the patient's behavicr and 
symptoms are closely observed by nursing personnel 
or by the patient's relatives, they may be ignored. 
Manic episodes may be overlooked as acting out or 
temper tantrums if they do not interfere with manage- 
ment. Depressive or manic behavior is rarely reported 
by families or the nursing staff, who not only become 
attached to the patients and very protective but at 
times overlook and ignore such behavior, having de- 
veloped a bias—especially if the patient is likakle and 
not aggressive, Manic-depressive illness gets worse if 
the treating staff are ignorant of its existence and insti- 
tute inappropriate treatment (4, 5). This may irdicate 
that physicians dealing predominantly with mentally 
defective patients may be getting out of touch with the 
mainstream of psychiatric practice. 
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The diagnosis of manic-depressive illness was 

. missed in all of the patients described above, despite 
the fact that they had been treated in various hospitals, 
inzluding state hospitals and community mental health 
centzrs. The families of these patients were supportive 
and tolerant; they came for help only when the pa- 
tients became extremely difficult to manage. 

On the basis of the case histories we conclude, 

|l. Manic-depressive illness exists in mentally re- 
tarded people. 

2. Knowledge of the patient and close study of his 
or her symptoms and the natural history of the illness 
should suggest the correct diagnosis, even though this 
is dificult to accomplish. 

3. It is more difficult to diagnose depression than to 
diagnose mania, but when recurrent acting out is pres- 
ent, a detailed history of symptoms is essential. 

4. Use of lithium as a prophylactic agent is helpful 
in preventing the intensity and severity of manic and 
depressive episodes, especially manic episodes. 

5. The families of mentally retarded patients are of- 
ten protective, taking great pains to keep the patient at 
homz. They really want the illness to be controlled. 
Ther should be instructed about side effects and the 


/ GERALD A. MELCHIODE | 


i LÀ 
t 
? è 


importance of routine blood tests, as well as the need 
for adequate fluid and salt intake. : 

6. Nursing staff who deal with retarded patients 
should be the first to observe a manic-depressive be- _ 
havioral pattern, but they often lack sufficient knowl- 
edge to do so. Adequate training in clinical psychiatry 
and psychopharmacology is therefore essential, not 
only for the medical staff but also for the nursing staff 
who deal with such patients. 
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Psychoanalytic Teaching in Medical Education 


BY GERALD A. MELCHIODE, M.D. 


The author sent a questionnaire to directors of 
medical student education in psychiatry to determine 
the role of psychoanalytic concepts in medical 
education. Practically all of the 66 respondents 
indicated that psychodynamic theory nad been 
incocporated into major required courses. More than 
half considered the concepts of defense mechanism, 
cour.tertransference, transference, and dynamic 
unccnscious necessary to general education. The 
author concludes that psychoanalytic principles will 
cont/nue to provide a unique view into illness behavior 
and ;he doctor-patient relationship. 
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IT IS MY PURPOSE in this paper to define the role that 
psychoanalysis plays in medical education. Two sur- 
veys have been published in which psychoanalytic the- 
ory ranked very low in importance to the daily practice 
of medicine. Johnson and associates (1) had psychia- 
trists, nonpsychiatrist physicians, and medical stu- 
dents rank 21 categories of information and skill in or- 
der of importance to patient care. An understanding of 
the principles of psychoanalytic theory was ranked 
last by the nonpsychiatrists and students and next to 
last by the psychiatrists polled. 

Callen and associates (2) surveyed general practi- 
tioners in Missouri. Respondents were asked to rank 
36 items in order of importance in the day-to-day prac- 
tice of medicine. A working knowledge of psycho- 
analytic concepts was ranked 34th by the respon- 
dents. 

The casual reader may be left with the conclusion 
that as far as medical education is concerned, psycho- 
analytic theory has outlived its usefulness. Meissner 
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(3) defined the relationship between psychoanalysis 
and changes affecting medical and psychiatric educa- 
tion and discussed the emphasis in our society on the 
. distribution and cost of health care, which threatens to 
force psychoanalysis to play a minimal role as a viable 
treatment modality. A number of emerging theories of 
behavior now compete for time in the curriculum of 
medical schools, thus leaving less time to teach psy- 
choanalytic theory. There is a shortening of the core 
medical curriculum and an increase in clinical elec- 
tives. Psychoanalytic theory, if it is taught at all, is 
taught during the shortened preclinical years. Meissner 
noted the influence of community psychiatry, which 
focuses on environmental change and not specifically 
on individual change, the cornerstone of psychoanaly- 
tic theory. 

Psychoanalysis is therefore in a position that is con- 
trary to the aims of government-supported programs in 
psychiatry. Baum (4) discussed the fragmentation of 
psychiatry and its identity crises and suggested that a 
psychoanalytic core integrated with other views pro- 
vided the field with a unifying theme. In regard to the 
relevance of psychoanalytic theory to medical educa- 
tion Engel (5) reviewed its application to the dynam- 
ics of the doctor-patient relationship and, in particular, 
to the medical interview. 


METHOD 


I sent a questionnaire to the 83 members of the As- 
sociation of Directors of Medical Student Education in 
Psychiatry. The questionnaire consisted of 9 questions 
and space for comments. 

i. What percentage of faculty who teach medical 
students are analysts or have had psychoanalytic train- 
ing? 

2. How has this percentage changed in the last 10 
years? 

3. Do you have specific courses in psychoanalytic 
concepts? If ves, please describe. 

4. Have you incorporated psychoanalytic concepts 
into other zourses? If yes, please describe. 

5. How would you rate students' reactions to psy- 
choanalytic concepts? [Choices ranging from hostile to 
very receptive were offered; a space was left for the 
rater to comment on any changes of attitude in the last 
10 years.] 

6. Relating to general medical education, how 
would you rate the following concepts—necessary, 
relevant, or neither? a) psychic determinism, b) drives, 
c) dynamic unconscious, d) genetic derivation of 
psychic structure and organization, e) significance of 
object relations, f) transference, g) countertransfer- 
ence, h) resistance, and i) defense mechanism. 

7. Do students see individual patients in insight-ori- 
ented psychotherapy? 

8. If yes, how do you view this experience? What 
are some of the advantages? Problems? 

9. How are these students supervised? 
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RESULTS 


Sixty-six of the 83 forms distributed (79701 were 
completed and returned by either the director of medi- 
cal student education in psychiatry or the department 
chairman. The average percent of medical school fac- 
ulty members who had had analytic training was 2420. 
The range was from 0% in 5 schools to 90% in 1 
school. | 

In 26% of the departments responding the percent of 
analytically trained members had increased in the last 
10 years, 31% reported a decrease, and 43% stated that 
the number had remained the same. Twenty-two per- 
cent of the schools polled had specific courses in psy- 
choanalytic concepts; most were electives that ran 
from 8 to 16 hours. 

Psychoanalytic concepts were incorporated into 
other courses in 92% of the departments. Practically 
all of these were required and represented the depart- 
ment’s major teaching efforts, e.g., behavioral sci- 
ence, psychopathology, and clinical clerkships. 

In evaluating the students’ reactions to psycho- 
analytic concepts 13% indicated that reactions were 
very receptive, 60% tolerant, 13% not receptive, and 
6% hostile. Eight percent felt that the student reaction 
was mixed or varied throughout the 4 years. Com- 
ments on changes in student reaction during the last 10 
years varied considerablv so no significant trend could 
be discerned. Some noted an increased interest and 
requests for more psychoanalytic teaching whereas 
others observed students to be less receptive. Many 
now see their departments as more interdisciplinary 
with an increased integration of psychoanalytic theory 
into a broader theoretical perspective, which has re- 
sulted in students’ greater acceptance of psycho- 
analytic teaching. . 

Nine psychodynamic concepts were ranked tn the 
following order according to respondents’ beliefs 
about their importance to general medical education: 
1) defense mechanisms (considered necessary by 78% 
of the respondents), 2) countertransference (72%), 3) 
transference (66%), 4) dynamic unconscious (52%), 5) 
significance of object relations (48%), 6) resistance 
(42%), 7) psychic determinism 33%), 8) drives (28%), 
9) genetic derivation of psychic structure and organi- 
zation (25%). 

Fifty-three percent reported that their students see 
individual patients in insight-oriented psychotherapy. 
Those who viewed the experience as beneficial com- 
mented on the students’ better understanding of their 
patients, of principles of psychotherapy, and of the 
doctor-patient relationship. The problems observed in 
permitting students to conduct psychotherapy were 
the lack of time due to 6-week rotations, the unfairness 
to patients of endless transfers, and the quantity of fac- 
ulty time it takes to locate a suitable patient and pro- 
vide supervision. Medical students who conducted 
therapy were supervised in most schools by staff psy- 
chiatrists. 

There was no correlation between the percent of an- 
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alysts and the importance of psychoanalytic concepts 
_or between:the percent of analysts and the degree of 
students’ receptivity. Nor was there a correlation be- 
tween the percent of analysts and whether or not stu- 
dents conducted insight-oriented psychotherapy. 
There was no correlation between the provision of op- 
portunities for students to see individual patients and 
changss in students' attitudes toward psychoanalytic 
teaching. 


DISCUSSION 


How does one explain the apparent contradiction 
between the Johnson and Callen surveys (1, 2) and 
these results? Could it be that medical students and 
general physicians can no longer identify what is psy- 
choanalytic because so much of what is basic psycho- 
analytic theory has been subsumed under general psy- 
chiatry, human development, and the psychological 
basis of medical practice? The fact that practically all 
psychoanalytic teaching that is done is within the 
fremework of larger courses would support this view. 
The information or skills that were ranked in the top 
three places in the Johnson and associates study were 
1) the ability to talk with patients about their personal 
problems, 2) familiarity with the dynamics of the doc- 
tor-patient relationship, and 3) an understanding of the 
emotional aspects of the chronically ill or dying pa- 
tient. 

In the Callen and associates survey the skills ranked 
highest were 1) the ability to talk with patients about 
their »ersonal problems, 2) the abilitv to treat depres- 
sion, 3) the ability to evaluate a patient with potential 
forz suicide, 4) an understanding of psychosomatic dis- 
orders, 5) an understanding of the emotional aspects of 
the doctor-patient relationship, 6) techniques of inter- 
viewiag patients to uncover emotional problems, and 
T) an understanding of the emotional aspects of the 
chromcally ill or dying patient. 

All of the above skills would be strengthened by a 
working knowledge of defense mechanisms, transfer- 
ence, and countertransference, whether the student or 
pkysizian recognized it or not. The skill of treating a 
patient in congestive heart failure presumes a knowl- 
ecge of physiology. I am sure that given a list of medi- 
cal skills and information, the graduate physician 
would rank the treatment of congestive heart failure 
high and the principles of basic physiology low. In 
fact, the physicians in the Callen survey ranked high- 
est "a working knowledge of drugs used to treat emo- 
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tional problems” and ranked next to last. “the bio- 
chemistry of mental illness*". 

The problem with the Johnson and Callen question- 
naires as far as psychoanalytic theory is concerned is 
that they mix categories of skills and knowledge. If” 
one considers the skills ranked high in those studies as 
overall objectives one could see that psychodynamic 
principles are useful, enabling objectives. For the stu- 
dents and general physicians surveyed, ''psycho- 
analytic" may have only had an esoteric connotation 
whereas the director of medical education can appreci- 
ate the extension of psychoanalytic theory to the level 
of clinical interpretation. 


CONCLUSIONS 


Basic psychoanalytic concepts remain a necessary 
and essential component of medical education. Be- 
cause of integration with many other perspectives they 
are less identifiable but not less important to the medi- 
cal student and graduate physician. As long as the phy- 
sician relies on the clinical interview as a major source 
of information about patients, psychodynamic prin- 
ciples will continue to provide a unique View / into ill- 
ness behavior and the doctor-patient relationship. Psy- 
choanalytic concepts should be integrated into broader 
courses and clinical experiences whenever possible. 
There is a danger in trying to teach them as a separate 
course because all students have a tendency to com- 
partmentalize knowledge and not to apply it to the dai- 
ly practice of medicine. Here liaison and consultation 
psychiatry will help by bringing in a psychodynamic 
understanding to medical and surgical patients. Sepa- 
rate courses in psychoanalytic theory could be offered 
in the curriculum as electives for students who express 
special interest. 
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Electroconvulsiye Therapy for Iatrogenic Hypothalamic- 


Hypopituitarism (CRF-ACTH Type) 


BY FERRIS N. PITTS, JR., M.D., AND CHARLES W. PATTERSON, M.D. 


A 4l-year-old man with hypothalamic hypopituitarism 
(CRF-ACTH type) that persisted for 2 years after 
discontinuation of exogenous dexamethasone was 
treated with bilateral ECT for severe chronic 
depression. The depression improved only 
evanescently after 17 ECT sessions but the 
hypothalamic-pituitary suppression cleared 
completelv and permanently, based on responses to 
four metyrapone stress tests in a 2-year follow-up 
period. ECT may be an effective treatment for 
persistent hypothalamic-pituitary suppression, even in 
the absence of a psychiatric disorder. 


— —À 





ALTHOUGH its exact mechanism of action remains un- 
known, electroconvulsive therapy (ECT) remains the 
most reliable and effective symptomatic treatment of 
severe depression (1-3). Numerous reports and stud- 
ies indicate that ECT is also effective in the treatment 
of psychiatric syndromes complicating such specific 
medical disorders as bromide intoxication (4), myx- 
edema (5), hyperparathyroidism (6), parkinsonism (7), 
lupus erythematosis (8, 9), general paresis (10), per- 
nicious anemia (11), pellagra (12), porphyria (13), LSD 
intoxication (14), and many others. We will present a 
case studv of a severely depressed man who also had 
persistent iatrogenic hypothalamic-hypopituitarism, 
corticotropin releasing factor-adrenocorticotropin hor- 
mone (CRF-ACTH) type. After a course of 17 bilateral 
ECT sessions, the patient's hypothalamic function 
returned to normal. Thus the effect of ECT in possibly 
correcting a particular nonpsychiatric disorder has 
been documented. 


CASE REPORT 


Mr. A, a 41-year-old married man with extraordinary abili- 
ties (I.Q. of 160), has been partially to completely disabled 
with chronic primary affective disorder (15), unipolar de- 
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pressive type, for at least 20 years. The depression had been 
associated with so much anergia and difficulty in con- 
centrating that he completed medical school with low aca- 
demic records despite attempts to improve his functioning 
with large dosages of imipramine (to 400 mg/day) and d-am- 
phetemine (up to 100 mg/day). After graduation, he was giv- 
en 1€ bilateral ECT sessions. which resulted in a dramatic 
improvement in mood and energy that lasted approximatelv 
a year. However, all of his svmptoms returned. His psvchia- 
trist “med various combinations of antidepressants in large 
dosages with little effect; and another course of ECT had no 
beneficial effect. Psychotherapy was unproductive of any- 
thing other than a conclusion that perhaps Mr. A was not 
suited for his profession despite his I.Q., interest, and the 
resul:s of aptitude tests in the past. For 10 years he worked 
full-time, but he said, "That was really a partial disability 
because they needed me so badly, and that work is routine 
and requires little concentration, and when I was too de- 
pressed to come to work they let me get away with it because 
they xnew I was sick and they didn't have anyone else.” He 
continued to see one psychiatrist and they determined that 
tranylcypromine (Parnate), 40-60 mg/day, together with d- 
ampLetamine, 30-60 mg/day, resulted in some slight im- 
provement in depressed mood, anergia, and other of his de- 
pressive symptoms. 

About 6 years ago, after 15 years of chronic depression, 
the patient's psychiatrist, apparently acting on a verbal re- 
port of potentiation of antidepressant medications by exoge- 
nous steroids, added dexamethasone (0.75 mg t.i.d.) to the 
tranylcypromine, and Mr. A noted that ‘‘For the first time 
since high school I felt well, not high or anything, just normal 
and well." The patient was assured that continuous use of 
the dexamethasone was advised. ‘‘I felt so normal with it 
and was so concerned that I might again lose energy and 
mood that I just took three or four tablets at a time.” During 
the course of 1 year on these excessive dosages of dexa- 
methasone Mr. A remained in a constant state of well-being 
and normal energy, quit his job, and enrolled in a graduate 
school ‘‘where my grades were excellent until I got so ter- 
ribly sick." He gained almost 91 kg (from just over 68 kg to 
almost 159 kg) and developed the florid complexion, buffalo 
hump, hirsutism, purplish striae in the grossly increased sub- 
cutaneous tissues, and hypertension that are characteristic 
of Cushing's syndrome. Finally, 5 years ago, he developed 
bilateral lower extremity phlebothromboses with pulmonary 
embcli and right heart failure. He was hospitalized for in- 
tensive care and subsequent gradual steroid withdrawal (a 
process requiring a full 4 months). 

Four years ago, 1 year after the steroid withdrawal, Mr. A 
was again fully depressed, with added symptoms of weak- 
ness, malaise, fatigability, migratory polyarthralgias, dys- 
pnea on exertion, and peripheral edema. Thyroid function 
was normal, but resting serum cortisol was low (2 ug/100 ml) 
and there was no response to synthetic ACTH (Cortrosyn, 
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0.25 rg I.V .). During the next year his resting serum cortisol 
` levels end 24;hour urine steroids gradually increased to the 
“lowes: normal figures. 

Mr. A continued to be depressed (with symptoms of low 
mood. anergia, diurnal variation, terminal insomnia, death 
wishes, difficulty concentrating, etc.), and his mood was 
unaffected by self-determined dosages of tranylcypromine of 

* up to 300 mg/day. He also had symptoms of borderline adre- 
nal insufficiency (weakness, fatigability, poor resistance to 
infections, postural kypotension, etc.). Three years ago he 
asked us for complete evaluation and treatment of both the 
chron:c depression and the complex syndrome that had per- 
sisted for 2 years after the steroid withdrawal. He was hospi- 
talized for this complete evaluation. 

Psyzhological testing revealed evidence of psychotic de- 
pression with mild organicity compatible with severe depres- 
sion. >sychiatric studies revealed persistent severe depres- 
sion complicated by an initial mild delirium of 7-10 days' 
duration consequent to tranylcypromine withdrawal. Neuro- 
logic 2xam and studies (including lumbar puncture, brain 
scan and flow studies. cisternogram, CT scan, pneumoen- 
cephalogram, and bilateral carotid arteriograms) revealed 
onlv initial slight mental confusion, which cleared after tranyl- 
cypromine withdrawal was completed. General medical ex- 
amination and studies (including CBC, urinalysis, SMA-18, 
glucose tolerance, triglycerides, serum protein elec- 
trophoresis, ECG, ballistocardiogram, vectorcardiogram, 
chest X ray, skull X rays, and skeletal X rays) were consid- 
ered normal except for the persistent obesity (weight 132 kg) 
and general Fróhlich's appearance (hypotrichal, hypogonad- 
al) Endocrinologic studies revealed low-normal thyroid 
function {protein-bound iodine, 5.0 yg/100 ml; thyroxine 
binding index, 0.99%; T, 30%; T,, 4.1 ug/100 ml; and free 
thyroxine index, 1.2) with normal TSH (2.0 IU/ml). Resting 
growth hormone levels were normal (0.8-2.75 ng/ml), with 
deleyed but marked stimulation (at 180 minutes after gluca- 
gon) from control level of 2.7 to more than 20 ng/ml. 

Serum cortisols were normal (8.0 and 8.6 ,yg/100 ml). 
There was good adrenal cortical response to synthetic 
ACTE (serum cortisol to 48 and 58 yg/100 ml at 30 and 60 
minutes after 0.25 mg). Nine baseline 24-hour urine collec- 
tions were analyzed: 17-ketogenic steroids ranged 6.4-24.7 
mg/24 hours (mean=14.5, SD=5.2, normal- 13-21 mg/24 
hours), 17-ketostercids ranged 3.8-13.6 mg/24 hours 
(mean=10.1, SD=2.9, normal=7-20), and 17-hydroxy- 
steroids ranged 5.0-12.1 mg/24 hours (mean=8.5, SD=2.3, 
normal—2- 10). Suppression of adrenal cortical function with 
oral cortisol produced a fall in 24-hour urinary 17-hydroxy- 
steroic output (2.0, 0.5. and 2.6 mg) but no changes in excre- 
tion of 17-ketogenic steroids (16.1, 9.1, and 9.1 mg) or 17- 
ketosteroids (19.8, 10.5, and 12.6 mg). Two baseline oral me- 
tyrapone (Metopirone) hypothalamic stimulation tests (750 
mg of metyrapone every 4 hours for 48 hours) were done at 
4-week intervals, and there was no change from baseline in 
24-Fovr excretion of any of the three classes of steroids in 
any of 4 consecutive collections with either of these metyra- 
pone challenges. Thus. 2 years after Mr. A stopped taking 
large daily dosages of dexamethasone, adrenal cortical func- 
tion had returned to normal, but hypothalamic-pituitary 
function (CRF-ACTH only) was still suppressed. 

ECT was chosen as the safest treatment for the patient's 
severe depression because it was expected to have the most 
immediately reliable and significant antidepressant action 
witt the least possibility of the patient misusing the therapy. 
It was decided to give a fully adequate course of bilateral 
ECT end te give the largest number tolerated to a maxi- 
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mum of 20. Seventeen bilateral ECT sessions, were giv- 
en on a schedule of 3 a week. The atropine-methohexital- 
succinylcholine anesthetic regimen used has been studied in 
detail (16). There was no mood improvement or significant 
memory change until 12-14 ECT sessions had been given. 
By the 17th treatment Mr. A's mood was elevated to a hypo- 
manic level, and he had developed a memory loss for most of 
the experiences of the hospitalization period. ECT was 
stopped and after ] week the recent memory disturbance had 
nearly cleared. At this point the metyrapone stress test was 
repeated and the results were normal. 

Mr. A has required much additional psychiatric treatment 
for recurrent and persistent severe chronic endogenous de- 
pression (with a complicated course) in the past 2 years, but 
there has been no recurrence of hypothalamic-hypopituitar- 
ism (CRF-ACTH type) and metyrapone testing at 6-month 
intervals has been normal. There have been consistent four- 
to five-fold increments from low-normal baseline levels in 
both serum cortisol and 24-hour urinary output of 17 hy- 
droxysteroids at each of the four post-ECT oral metyrapone 
stress tests. 


DISCUSSION 


Ordinarily the hypothalamic-pituitary portion of the 
adrenocortical axis recovers from suppression 1-2 
months after exogenous steroids are withdrawn (17). 
Adrenocorticotropin hormone (ACTH) levels then re- 
main high for 6-9 months while the adrenal cortex re- 
covers function. 

Hypothalamic-hypopituitarism (CRF-ACTH type) 
persisted in this patient for 2 years after discontin- 
uation of dexamethasone. His adrenal cortex had fully 
recovered its ability to respond normally to ACTH at 
some point between 1 and 2 years after the exogenous 
steroid was stopped. The low-normal serum cortisol 
and 24-hour urinary hydroxysteroids measured at that 
time presumably resulted from either basal adrenocor- 
tical activity or the inadequate resting endogenous 
ACTH output. At that time, fully 2 years after steroid 
withdrawal, the patient was severely depressed and in 
need of effective therapy and ECT was selecied as the 
safest and most reliable approach. For many reasons it 
was believed likely that ECT might correct the hypo- 
thalamic-hypopituitarism, and metyrapone stress test- 
ing was done both before and after the course of ECT 
to provide evidence on this question. 

ECT has been studied extensively and found to have 
many effects on the function of the brain and other or- 
gans (18, 19). Among these, both in man and in experi- 
mental animals, is a rapid and short-lasting activation 
of the pituitary-adrenocortical system, with an eleva- 
tion of glucocorticoids corresponding to the effect of 
ACTH release. Nonconvulsive electrical stimulation 
of the brain produces less steroid release than con- 
vulsive stimulation (20, 21). Reduction of seizure ac- 
tivity with diphenylhydantoin also reduces the steroid 
production that results from ECT (22). Thus, both 
electrical stimulation of the brain and seizure activity 
result in adrenocortical response, and these effects are 
summative. Ottosson concluded that these were non- 
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specific s{ress reactions, at least with respect to the 
antidepressant action of ECT, because 


infusion of ACTH has no antidepressant effect and in 
depressive conditions of various kinds there are increased 
serum levels of corticoids which are gradually lowered 
coincident with improvement in the depression. Since 
ECT tends to increase the corticoid level, the decrease in 
the level of corticoids is a consequence of the clinical im- 
provement and not a cause of it. (18, p. 210) 


Ottosson (18) reviewed the earlier evidence of the 
importance of diencephalic (and hence hypothalamic) 
seizure discharge in clinical improvement of depres- 
sion with ECT, and Abrams and Taylor (23) sub- 
sequently demonstrated experimentally in man that di- 
encephalic current flow in ECT was important to clini- 
cal improvement. 

Recent reviews of the neuroendocrine aspects of be- 
havior (24), depression (25), and the effects of ECT 
(18) make it clear that there have been measures of 
hypothalamic-pituitary activity before and after one or 
a series of ECT sessions in man. Some studies of pro- 
lactin and growth hormone levels before and after 
ECT indicate an immediate and brief release of these 
substances into the peripheral circulation. Ohman and 
associates (26) demonstrated 10- to 50-fold increases in 
serum prolactin levels 15 minutes after each of a series 
of six ECT sessions in eight of nine female patients; no 
such increase followed identical brief anesthesia given 
to four matched control subjects undergoing uterine 
curettage. Serum prolactin returned to baseline levels 
between ECT sessions. ECT has also been found to 
produce 10- to 20-fold increases in serum growth 
hormone levels that last about 60 minutes in unpre- 
medicated patients (‘unmodified ECT”) (27). This 
growth hormone release following ECT is not affected 
by glucose infusion but is essentially prevented by 
phentolamine infusion or the usual anesthetic regimens 
(atropine, short-acting intravenous barbiturate anes- 
thesia, depolarizing neuromuscular blockage with 
succinylcholine chloride, etc.). It was from these find- 
ings that Vigas and associates (27) concluded that 
growth hormone release by ECT is mediated by a- 
adrenergic neuronal discharge. 

Patients with depressive psychosis in severe myxe- 
dema have been noted to respond to ECT with normal 
mood and energy before thyroid substitution therapy 
(5). From this clinical experience, also, it might be 
concluded that one effect of ECT is to stimulate the 
hypothalamic-pituitary axis. If this ECT stimulation 
were frequent and vigorous enough, perhaps a per- 
sistent iatrogenic hypothalamic-hypopituitarism (CRF- 
ACTH type) would clear completely and normal 
adrenocortical regulation resume. The hypothesis that 
bilateral ECT stimulates hvpothalamic-pituitary func- 
tion in man is apparently confirmed by this case study. 
Animal studies of responses to ECT after hypothalam- 
ic-pituitary steroid suppression would seem to be in- 
dicated. Further evaluation of ECT in the treatment of 
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persistent hypothalamic-pituitary suppression iR man, . 
even in the absence of severe clinical: depression... 
seems warranted. If this therapy is effective in such 
circumstances, a course of ECT would involve much 
less risk to the patient than the persistent diminished 
or absent stress response. 


REFERENCES 


1. Greenblatt M: Efficacy of ECT in affective and schizephrenic 
illness. Am J Psychiatry 134:1001-1005, 1977 
2. Avery D, Winokur G: The efficacy of electroconvulsive therapy 
and antidepressants in depression. Biol Psychiatry 12::07-524, 
1977 
3. Avery D, Winokur G: Mortality in depressed patients treated 
with electroconvulsive therapy and antidepressants. Arch Gen 
Psychiatry 33:1029-1037, 1976 
4. Arneson GÀ, Ourso R: Bromide intoxication and electroshock 
therapy. Am J Psychiatry 121:1115-1116, 1965 
5. Pitts FN, Guze SB: Psychiatric disorders and myxederra. Am J 
Psychiatry 118:142-147, 1961 
6. Flanagan TA, Goodwin D, Alderson P: Psychiatric illness in a 
large family with familial hyperparathyroidism. Br J Psychiatry 
117:693-698, 1970 
7. Asnis G: Parkinson's disease, depression, and ECT: a review 
and case studv. Am J Psychiatry 134:191-195, 1977 
8. Guze SB: The occurrence of psychiatric illness in systemic 
lupus erythematosis. Am J Psychiatry 123:1562-1570, .967 
9, Allen RE, Pitts FN: Electroconvulsive therapy for depressed 
patients with lupus erythematosus. Am J Psychiatry .35:367- 
368, 1978 
10. Tomlinson PJ: Insulin and electric therapy in general paresis. 
Psychiatric Q 18:413-421, 1943 
11. Ende M, Klauber B, Gendel BR: Electric shock therapy of 
acute psychosis associated with pernicious anemia. Arzh Neu- 
rol Psychiatry 63:110-112, 1950 
12. Fernandes B, Polonio P: Indications for the treatment of mental 
diseases by physical methods. J Ment Sci 92:794-800, 1946 
13. Lemere F: The treatment of psychotic complications of por- 
phyria with electroshock. Am J Psychiatry 111:41-42, 1954 
14. Muller DJ: ECT in LSD psychosis: a report of three cases. Am J 
Psychiatry 128:1362-1570, 1972 
15. Feighner JP, Robins E, Guze SB. et al: Diagnostic criteria for 
use in psychiatric research. Arch Gen Psychiatry 26:57-53, 1972 
16. Pitts FN: Medical aspects of ECT. Semin Psychiatry 1:27-32, 
' 1972 
17. Graber AL, Ney RE, Nicholson WE, et al: Natural h story of 
pituitary-adrenal recovery following long term suppression with 
. corticosteroids. J Clin Endocr Metab 25:11-16, 1965 
18. Ottosson JO: Systemic biochemical effects of ECT, in Psycho- 
biology of Convulsive Therapy. Edited by Fink M, Kety S, 
McGaugh J, et al. Washington, DC, VH Winston, 197- 
19. Fink M: Myths of "shock therapy." Am J Psychiatry .34:991- 
996, 1977 
20. Taylor RH, Gross M, Ruby IJ: Nonconvulsivs elec- 
trostimulation and the pituitary-adrenocortical system. J Nerv 
Ment Dis 114:377-383, 1951 
21. Kallio IVI, Tala EOJ: Changes in the free 17-Fydroxy- 
corticosteroid levels in plasma after electroshock therapy. Acta 
Endocrinologica 30:99-108, 1959 
22. Bliss EL, Migeon CJ, Nelson DH, et al: Influence of ECT and 
insulin coma on level of adrenocortical steroids in peripheral 
circulation. Arch Neurol Psychiatry 72:352-361, 1954 
23. Abrams R, Taylor MA: Diencephalic stimulation and the effects 
of ECT in endogenous depression. Br J Psychiatry 129:<82-485, 
1976 
24. Sachar EJ (ed): Topics in Psychoendocrinology. New York, 
Grune & Stratton, 1975 
25. Prange AJ: Patterns of pituitary responses to thyrotropia-releas- 


` 


Am J Psychiatry 136:8, August 1979 


ing hormone in depressed patients: a review, in Phenomenology 
and Treatment of Depression. Edited by Fann WE, Karacan I, 
Pokc-znv AD, et al. New York, SP Books, 1977. 

26. Ohman R, Wahlinder I, Balldin J, et al: Prolactin response to 


/ STEVEN S. *SHA'RFSTEIN 


^ $ 


t é 
electroconvulsive therapy. Lancet 2:936-937, 1976 

27. Vigas M. Wiedermann V, Nemeth S, et al: Alpha*adrenergic 
regulation of growth hormone release after electrónconvulsive 
therapy in man. Neuroendocrinology 21:42448, 1976 


Community Mental Health Centers: Returning to Basics 


BY STEVEN S. SHARFSTEIN, M.D. 





Community mental health centers (CMHCs) have 
made a significant contribution to making mental 
health services available to many Americans; in 1977 
they served almost two million people. External fiscal 
constra.nis and internal service and accountability 
requirements now test the viability of CMHCs, but the 
most recent extension of the law allows increased 
Jlexibility on implementation, and the President's 
Commission on Mental Health has reinforced the 
originai purpose of CM HCs by calling for an initiative 
to give 3pecial attention to the needs of children and 
youth, tae elderly, minorities, the chronically mentally 
ill, and other underserved populations and areas. 


THE COMMUNITY mental health centers (CMHCs) pro- 
gram is one of a handful of programs begun in the so- 
cial optimism of the 1960s that survived into pre- 
carious adolescence in the 1970s. In the eight years of 
Republizan administration there were many attempts 
to end the CMHC program, first on the basis that it 
was a "demonstrated success '' and that state and local 
governments should initiate CMHCs on their own (re- 
flected in the 1972 federal budget request), then by the 
impounding of appropriated funds, which required 
over a year of litigation to overturn. Next there were 
attempts to block renewal legislation and vetoes of 
both the renewal and appropriations and, finally, a 
proposal to ‘‘block grant" CMHCs to the states with 
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12 other programs, including Medicaid, and allow the 
states to determine the survival of the CMHC pro- 
gram. 

CMHCSs overcame each of these obstacles only to 
be confronted today with problems basic to definition 
and mission—internal issues rather than external 
threats. The Carter administration is reevaluating 
CMHCs and the role of the federal government in ini- 
tiating and developing community mental health serv- 
ices to the unserved, the underserved, and the in- 
appropriately served. The report of the President's 
Commission on Mental Health (1) contains a look at 
CMHCs and will have a major role in reformulating the 
federal community mental health centers program. 

In this paper I will first take a look at the strengths of 
CMHCs ard attempt to understand their survival over 
the years. I will review the signs and symptoms of dis- 
tress and examine a recent revision in legislation as a 
prescription for treatment and a way of spawning a 
new generation of CMHCs, even as changes are 
planned and additional legislation developed. 


REASONS FOR SURVIVAL 


It is clear that CMHCSs have enjoyed strong public 
support, which has been translated into consistent 
congressional efforts to maintain the momentum of 
covering the country with federally initiated CMHCs. 
When Public Law 94-63 was passed in 1975, 596 
CMHCs were funded in the 1,499 designated catch- 
ment areas in the U.S. An additional 135 have been 
funded since the passage of that law, bringing the total 
to 731 CMHCs assisted by federal funds and making 
mental health services accessible to 97 million per- 
sons, or 47% of the total U.S. population. It was esti- 
mated that in 1977 over 2 million people availed them- 
selves of the services provided in CMHCs. Another 
100 communities have indicated their strong desire to 
initiate CMHCs through applications for planning 
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grants or initial operations grants; many of these can- 
not be funded because of lack of appropriated funds. 

Coinciding with and aided by the development of 
CMHCs, there has been a dramatic change in the phi- 
losophy and practice of psychiatric treatment, which 
now emphasize available treatment and supportive 
services in the community and the shift to non- 
institutional alternatives for the majority of the men- 
tally ill. Further, there has been an increased emphasis 
on prevention of mental illness and promotion of men- 
tal health. Indeed, CMHCs are a significant medical 
and clinical resource for mental health care; they han- 
dled 29% of patient care episodes in 1975 (2). They are 
meeting needs never previously met, dealing with the 
underserved and malserved, including children, the el- 
derly, and minorities, and are heavily staffed with 
mental health professionals compared to other facili- 
ties. The number of persons under care rose from 
about 700,000 in 1971 to approximately 1,600,000 in 
1975 at which time outpatient care was the pre- 
dominant form of service, accounting for 47% of treat- 
ment episodes (2). Also in 1975 for the first time there 
were more partial care days than inpatient days (2). 
CMHCs closely interact with a range of social and 
community agencies including schools, health depart- 
ments, specialized programs for the elderly, and law 
enforcement agencies and as an organized public 
health program attempt to deal realistically with coor- 
dination and prevention through consultation and edu- 
cation. 

The CMHC program has also been evaluated exten- 
sively from many different perspectives (3). These in- 
clude three Government Accounting Office studies, 
close to 30 evaluations done on contract by outside 
organizations, and a special study by the Ralph Nader 
group. Although some of these studies disclosed major 
shortcomings, on the whole the program has been 
judged to be positive, helpful, and necessary com- 
pared to other social and medical programs of the '60s. 
Basically it works, but there are some issues currently 
plaguing CMHCs partly as a result of P.L. 94-63 and 
partly as a result of other trends that are leading to a 
progressive discrepancy between their promise and 
performance. 


SIGNS AND SYMPTOMS OF DISTRESS 


Public Law 94-63 imposed an array of service re- 
quirements that not only mixed a broad range of direct 
treatment and indirect service modalities but specified 
target groups which require specialized programs, 
thereby expanding the service requirements from 5 to 
12 for all CMHCs without regard to local circum- 
stances, needs, or resources and without regard to the 
availability of federal appropriations to back up these 
service demands. All 12 services were expected to be 
available within 2 years of the law's enactment. 

CMHCSs became the way station for human misery, 
and many expect it to be all things to all groups and 
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needs. The fact that some programs are not del vering 
one of these services at all or only in @ perfunctory, 
manaer has led to increasing criticism of local pro- 
grams and the federal requirements. 

Further, P.L. 94-63 imposed an array of account- 
abilizy requirements that most centers find bur- 
densome in that valued professional time is constantly . 
takea away from patient care to fulfill the mult ple re- 
port.ng and evaluation requirements and multiple site 
visiting; in part this is due to the fact that there are 
many sources of funds for CMHCs other than the fed- 
eral government which require many kinds of reviews 
and audits. 

The rigid service and accountability requirements 
have made P.L. 94-63 a complex and inflexible piece of 
legislation that has created a kind of dinosaur which is 
having a difficult time coping with environmental 
stresses (4). 


A PRESCRIPTION FOR TREATMENT 

In 1978, Congress extended Public Law 94-63 for 
two years. Community mental health centers now 
have more time to develop the 12 required services. 
Six services are now required to start a new center: 
inpacient, outpatient, emergency, consultaticn and 
education, court screening, and follow-up care. The 
remaining 6 services are phased in according :o a 3- 
year plan. They include partial hospitalization, transi- 
tional halfway houses, and specialized services for 
chilcren, the elderly, alcohol abusers, and drug abus- 
ers. 

Centers with staffing grants issued before 1975 are 
no longer required to provide the final 6 services to 
retain funding for the remaining duration of their 8- 
year gran:. Specialized children's grantees are no long- 
er required to offer all 12 services either. Further, un- 
der :he new law centers are permitted to share in- 
patient, emergency, and halfway house services 
across catchment area boundaries, allowing for some 
economies of scale, but this sharing of services will be 
evaluated on a case-by-case basis so that accessibility 
will aot be compromised as a result. 

Tte law appropriates funds to continue develop- 
ment of CMHCs throughout the country and provides 
a more flexible timetable for program development and 
a greater capacity to share costly services across 
catchment area boundaries. It will be more diffcult to 
initizte and develop CMHCs in the rest of the country; 
these uncovered areas have fewer resources on which 
to base a comprehensive CMHC program. Further, 
they contain many unserved groups that have been tra- 
ditionally left out of the service system. Their demand 
for mental health care is likely to be great. 


The President's Commission on Mental Health 


The report of the President's Commission on Mental 
Health calls for a more responsive services system and 
a new federal mental health service initiative -o pro- 
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. Vide special attention to the needs of children and 
youth, the elderly, minorities, the chronically mentally 
ill, and other underserved populations and areas. Fur- 
ther, the commission report calls for performance con- 
tracts with states to develop community support sys- 
ter1s for the chronically mentally ill and for a national 

' plan to continue phasing down large state mental hos- 
pitals and upgrading service quality in remaining state 
hospitals. 

The report calls for a redesign of the federal CMHC 
prcgram that would focus the federal government’s 
role in mental health services initiative and develop- 
meat more on access to service by emphasizing fund- 
ing services for the unserved, underserved, and in- 
appropriately served. It also calls for a change in fed- 
era. involvement by encouraging a federal-state 
par-nership in the design and implementation of pro- 
grams for the number one public mental health prob- 
lem today, the deinstitutionalized patient. 


Role of CMHCs in the Emerging System of Care 


If the proposals in the President's Commission on 
Mental Health report prevail, there is greater likeli- 
hooZ that community mental health centers and serv- 
ices will be reinvigorated with the basic purposes of 
the original concept. The shape of the system and its 
role in the overall network of services remain uncer- 
tain and will be influenced by the many alternatives for 
mee-ing demands for care—especially an increase in 
priva:e practitioners, most of whom are not psychia- 
trists. As third-party payers increasingly reimburse a 
wider range of disciplines, powerful financial in- 
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centives are created for office-based private practice 
and highly specialized group practices. Organized care 
systems such as CMHCs could be at a comparative 
disadvantage in hiring professionals and attracting pa- 
tients. Costs would escalate in such a system and the 
needs of some highly vulnerable groups might not be 
met. Other incentives could push CMHCs into close 
alliance or merger with general health systems, i.e., 
hospitals and health centers. National health insurance 
could provide such incentives by reimbursing mental 
health care only, or preferentially if such care is deliv- 
ered as part of general health care. The social commu- 
nity orientation of CMHCs could be compromised in 
such a merger. 

Todav we find ourselves at a crossroads in the de- 
velopment and growth of CMHCSs. The future is uncer- 
tain; continuing reevaluation and renewed com- 
mitment of federal resources must be articulated in or- 
der to meet service needs across the nation. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ‘‘Infor- 
mation for Contributors" in each issue; papers that do not adhere to these criteria will be returned to the author. 


Sex Differences in the Prevalence of Severe Tardive Dyskinesia 


BY JAMES M. SMITH, PH.D., AND DANIEL D. DUNN, M.A. 


Two systematic studies have yielded contradictory 
results with regard to sex differences in the prevalence 
of the more severe forms of tardive dyskinesia. Choui- 
nard and associates (1) reported that sex was signifi- 
cantly related to the total dyskinesia score according 
to a multiple linear regression model. Men tended to 
show more severe forms of the condition. However, 
Smith and associates (2, 3) found that when more se- 
vere levels of symptomatology are used to define the 
disorder, the prevalence for women shows a large in- 
crease compared with that for men. In the Smith and 
associates study, the percentage of women with at 
least one symptom rated as moderately severe was 
more than twice that of men, and the percentage of 
women with at least one symptom rated severe was 
more than 3 times that of men. 

These two studies differed in several methodologic 
aspects. First, they employed somewhat different dys- 
kinesia rating methods, and Gardos and associates (4) 
have noted the importance of the rating method in de- 
termining true prevalence values. Second, Chouinard 
and associates (1) examined schizophrenic out- 
patients, while Smith and associates (2. 3) studied 
schizophrenic inpatients. Third, Chouinard and associ- 
ates' subjects ranged in age from 19 to 67 years, while 
those in the Smith and associates study were 20 to 91 
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years old. In the Smith and associates sample, 112 pa- 
tients (38.2%) were over the age of 67, and other analy- 
ses of these data (5) indicated that statistically signifi- 
cant male-female differences were apparent only for 
those in the 70-79 and 80 or older age groups. Finally, 
Smith and associates used a single symptom criterion 
level to define prevalence, while Chouinard and asso- 
ciates (1) used total dyskinesia scores in their regres- 
sion analyses. 

It is our purpose in this report to assess the impor- 
tance of these methodologic differences in producing 
the divergent results. Accordingly, the Smith and as- 
sociates data were reanalyzed under conditions that 
more nearly parallel those in the Chouinard and asso- 
ciates study. 


Method 


To evaluate the effect of the age range, the Smith 
and associates data were reanalyzed excluding pa- 
tients older than 67. Of the original 293 patients, 181 
(99 men and 82 women) fell within the 20-67 age range. 
In addition, prevalence figures were computed for im- 
creasing severity levels based on both single symptom 
and total score criterion values. Smith and associates 
used the Abnormal Involuntary Movement Scale (6); 
the total score was the summed rating for the seven 
body area items on this scale. 


Results 


Rating scale differences. Marked differences in rat- 
ing techniques could have accounted for the conflict- 
ing results, but it appears that the techniques em- 
ployed were similar. The scale used by Chouinard and 
associates (1) was briefly described as one on which 
dyskinetic movements were rated according to fre- 
quency and amplitude on a 4-point severity sczle. Ab- 
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Original Sample (Aged 20-91) (N 293) 


Prevalence (95)? 


Restricted Sample (Aged 20-67) (N —181) 


Prevalence (96)? 


AIMS Criterion Men (N=150) Women (N= 143) Female/Male Ratio Men (N=99) Women (N=82) .Female/Male Ratio 
Sing.e symptom . 
2.5 39.33 52.45 1.33 38.38 39.02 1.02 
2.0 24.67 35.66 1.45 24.24 23.17 0.96 
2:5 8.67 18.88 2.18 9.09 8.54 0.94 
4.0 3.33 10.49 3.15 5.05 2.44 0.48 
Total score 
€.0 36.67 43.36 1.18 36.36 26.83 0.74 
3.0 17.33 25.87 1.49 19.19 13.41 0.70 
12.0 6.00 12.59 2.10 8.08 6.10 0.75 
15.0 2.00 5.59 2.80 3.03 0.00 





*Defined as meeting or exceeding the criterion level indicated. 


normal movements in the lingual, masticatory, and fa- 
cial-labial areas and trunk and extremities were rated 
separately. Tardive dyskinesia determinations were 
mede by a neurologist on the basis of his ratings on the 
above scale, along with a thorough neurologic exami- 
na:on and case history review. Smith and associates 
rated patients on the Abnormal Involuntary Move- 
ment Scale (AIMS) (6), which involves a 5-point sever- 
ity rating of abnormal movements in each of seven 
areas: face, lips, jaw, tongue, upper extremities, lower 
extremities, and trunk. The prevalences reported by 
Smith and associates are based solely on psychometric 
criteria, namely, the presence of a given level of sever- 
ity in at least one of the seven body areas. 

Despite the differences in these scales and ap- 
proaches, the resulting prevalence estimates from the 
two studies are quite similar. Chouinard and associ- 
ates reported an overall prevalence of 30.796 in pa- 
tients with a mean age of 41.1 years (SD— 11.4) and a 
mean of 9.7 years of neuroleptic treatment (SD-- 5.8). 
For comparison, the Smith and associates (2, 3) data 
on subjects aged 67 or younger were analyzed accord- 
ing 10 a single symptom criterion value of 2.5 (which 
this group reported in a subsequent study to be the 
mos: appropriate [7]). This analysis yielded an overall 
prevalence of 38.726 in patients with a mean age of 
50.4 years (SD= 13.7) and a mean of 17.9 years of cur- 
rent hospitalization (SD=15.3). Given the demograph- 
ic diferences between these samples, the prevalence 
estimates indicate that both groups were studying es- 
sent.ally the same phenomenon. 

Inpatientioutpatient differences. To date there have 
been few studies of tardive dyskinesia in outpatients 
(1, 7, 8) and, to our knowledge, only one in which data 
were presented on both inpatients and outpatients 
studied by comparable methods (7). In that study by 
Smith and associates (7) there were no significant dif- 
ferences in dyskinesia between the sexes, but the 
sample contained many fewer patients in the older age 
groups than tbe inpatient study by the same investiga- 
tors. A comparison of the inpatient and outpatient re- 
sults indicated that while there were no significant dif- 


+ 


ferences in prevalences, outpatients had significantly 
higher AIMS total scores for some groups defined by 
age and sex. This suggested to the authors the pres- 
ence of many more marginal and m:ld movements in 
the outpatients. 

The paucity of relevant data makes ii difficult to 
evaluate the importance of inpatient versus outpatient 
differences in accounting for the discrepaacy between 
the Chouinard and associates and Smith and associ- 
ates studies. However, since Chouinard and associ- 
ates noted that a poorer therapeutic response was re- 
lated to both the presence and severity o7 dyskinesia, 
it Is not inconceivable that patients with more severe 
forms of dyskinesia might remain institut onalized. 

Age range and criterion technique differences. 
Table 1 presents the original Smith and associates (2, 
3) data on 293 patients and the reanalysis of these data 
limited to those age 67 or younger. It is apparent from 
this table that the markedly greater preva. ence among 
women of the more severe forms of the disorder in the 
original data is modified to a slightly gr2ater preva- 
lence for men when the age range is restrizted. This is 
true regardless of whether a single svmptom criterion 
approach or a total score criterion approach is used, 
although the effect seems somewhat greater in the lat- 
ter analysis. 

By way of contrast, in the sample aged 57 and older 
(N=112; 51 men and 61 women) women hed a striking- 
ly greater prevalence of the more severe forms of tar- 
dive dyskinesia. With a single symptom criterion of 
3.5, the ratio was greater than 4 to 1 (32.8% versus 
78.0%), and with the 4.0 criterion, women aad a preva- 
lence of 21.3% while the prevalence for men was 0. 
With a total score criterion of 12.0, womer: had a prev- 
alence of 21.3% and men of 2.0%; for a criterion of 
15.0, the figures for women and men were 13.1% and 
0, respectively. 


Discussion 


These analyses strongly suggest that the greater 
prevalence in men of the more severe forms of tardive 
dyskinesia found in the Chouinard and associates 
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study (J) is dependent on the restricted age range of 
their sample (19-67 years). When the Smith and asso- 
ciates (2, 3) data are reanalyzed with this age restric- 
_tion, their results indicate a slightly greater prevalence 
of the more severe forms in men. However, given a 
full age range of patients, including geriatric patients, 
women have a greater prevalence of the more severe 
forms of dyskinesia, with the extent of this sex dif- 
ference largely dependent on the proportion of the to- 
tal sample falling in the geriatric age range. These anal- 
yses highlight the fact that prevalence estimates and 
female/male prevalence ratios are difficult to interpret 
without consideration of the age and sex distribution 
of the sample. 
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Lithium Prophylaxis in Familial Mediterranean Fever 


BY GEORGE N. CHRISTODOULOU, M.D., MICHAEL G. MADIANOS, M.D., COSTAS N. STEFANIS, M.D., 


AND DIMITRIS L. LOUKOPOULOS, M.D. 


Familial Mediterranean fever (FMF), also called 
familial paroxysmal polyserositis or periodic disease, 
is a heredo-familial disorder of recurrent course, pe- 
culiar ethnic distribution and unknown etiology. It is 
characterized by a broad spectrum of symptoms, in- 
cluding bouts of fever, arthralgias, abdominal pain, 
chest pain, skin eruptions, and occasionally depres- 
sion (1, 2). 

We were prompted to administer lithium to a patient 
suffering from this illness primarily by the association 
of our patient's FMF symptoms with severe depres- 
sion, a condition known to respond to prophylactic 
lithium treatment (3). In addition, because conditions 
with a recurrent course, such as manic-depressive psy- 
chosis (3), periodic catatonia (4), cycloid psychoses 
(5), and premenstrual tension syndrome (6), have been 
reported to respond to lithium, it was thought that pro- 
phylactic administration of lithium to another recur- 
rent condition, FMF, might prove rewarding. 
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Case Report 


Ms. A, a 23-year-old Lebanese woman suffering from 
FMF was referred to the Eginition Hospital outpatient clinic 
for severe depression associated with an FMF attack. 

The patient's illness began when she was 15, and a diagno- 
sis of FMF, originally made by a physician in Lebanon, was 
confirmed by all of her subsequent therapists. Her attacks, 
which originally occurred every 30-45 days and lasted 1-2 
days, had gradually reached a frequency of 1 attack about 
every 20 days and a duration of more than 72 hours. The 
depressive component of her illness became evident 5 years 
after her initial bout of FMF, and her subsequent attacks 
were invariably accompanied by depression and preceded by 
a dysthymic presentiment that occurred 1 or 2 days before 
each attack. This presentiment had acquired a more clear- 
cut depressive coloring during the preceding 24 months. Her 
illness led to three hospitalizations and to an exploratory lap- 
arotomy for suspected acute peritonitis, with negative re- 
sults. No specific tissue abnormalities suggesting amyloido- 
sis were detected. Treatment attempts with steroids, in- 
domethazone, and colchicine produced no significant change 
in the patient's FMF, and tricyclic antidepressants adminis- 
tered for periods exceeding 6 months had no therapeutic or 
prophylactic effect on the depressive component of her ill- 
ness. 

When referred to our department Ms. A was depressed, 
anxious, and suicidal. She complained of difficulty con- 
centrating, insomnia, anorexia, lack of energy, loss of libido, 
and social isolation. Her FMF symptoms included pyrexia, 
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arthralgies, abdominal pain, nausea, dizziness, headache, 
anc backaches. Psychometric evaluation revealed findings 
` corsistent with the clinical diagnosis of severe endogenous 
depressicn. Laboratory tests showed leukocytosis (9.500 
celE/mm?), mild normochromic anemia, and an elevated 
sedimentation rate (88 to 120 mm per hour), and an EEG 
showed occasional bursts of paroxysmal theta waves. 
Creatinine clearance was normal. 

Three days after Ms. A’s referral, her FMF symptoms 
subsided but the depression persisted, despite administra- 
tior. of amitriptyline (75-125 mg/day) in addition to her col- 
chicine (2 mg/day) for 20 days. After another FMF attack, 
which aggravated the patient's depression, amitriptyline was 
discontinued and lithium carbonate (600 mg/day) was initi- 
ated. The dosage was gradually increased to 1200 mg/day, a 
plasma lithium level of 0.9 mEg/liter was reached by the end 
of tze second week, and by the third week of treatment her 
depression had cleared. 

The patient was maintained on lithium plus colchicine for 
162 days. During this period she had only two mild and de- 
pres:ion-free FMF attacks, which lasted less than 24 hours. 
Bott: attacks occurred during the initial 7 weeks of lithium 
treatment. Lithium was subsequently substituted by a ‘‘rep- 
lica" placebo, administered with the colchicine for 5 weeks. 
During this period Ms. A had two unusually severe FMF 
attacks, which were preceded by a dysphoric presentiment, 
were accompanied by depression, and lasted 96 hours. Ac- 
tive ithium was readministered but because Ms. A returned 
to hzc own country, further follow-up has not been possible. 


Discussion 


Luring the 24-month period that preceded lithium 
administration, Ms. A had one FMF attack about 
eve-v 20 days. After initiation of lithium she had only 
two attacks over a period of 162 days. During this peri- 
od she would normally have had eight attacks. Also, 
during the 24-month period before lithium administra- 
tion the attacks were severe, long-lasting, and accom- 
panied by depression, but after lithium was started 
they became short, mild, and depression-free. There- 
fore, consideration of a quantitative as well as a quali- 
tative morbidity-suppressing effect of lithium in this 
case is legitimate. Could this effect be attributed to a 
placebo effect on lithium? The evolution of Ms. A's 
illness afer administration of the lithium replica pla- 
cebo renders such a possibility unlikely. 

Could the patient's depression be reactive to her 
FM- somatic symptoms? The psychotic depth of her 
depression, the psychometric findings, and the depres- 
sive presentiment that preceded her FMF attacks do 
not support such a consideration. 

In view of our patient’s response to prophylactic 
lithi-m and the basic indication for lithium prophy- 
laxis—affective psychoses—one might view the pa- 
tients FMF symptoms as somatic manifestations of an 
essentially endogenous depressive illness. The fact 
that all of her FMF bouts, since she was 20 years old, 
were invariably accompanied by depression would 
support this view. Also, the gradual increase in the fre- 
quency o? FMF attacks noted before initiation of lith- 
ium would be compatible with this hypothesis in view 
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of the similarities of such a course to the natural 
course of the recurrent affective psychoses (7). It may 
also be important that both of her FMF relapses during 
the postlithium period occurred during :he initial 7 | 
weeks of lithium administration because there 1s evi- 
dence to suggest that the maximum prophylactic effect 
of lithium in the affective psychoses occur$ many 
months after initiation of treatment (8, 9). One might 
also hypothesize that since both temperature and af- 
fective control are exercised by the same area of the 
brain, the hypothalamus, a dysfunction in this area 
might lead to a complex clinical picture caaracterized 
by the coexistence of pyrexia and affective symptoms, 
as was the case with our patient. 

There are some obvious questions raised by consid- 
ering our patient's somatic manifestations as part of 
the symptomatology of a depressive illness, However, 
in terms of practical management and in view of the 
ineffectiveness of the currently practiced treatment re- 
gimes (2), prophylactic lithium might prove of value in 
the management of FMF. It should be pointed out, 
however, that in view of reports implicatir.g lithium in 
the production of morphological kidney caanges (10), 
it would be wise to reserve lithium administration for 
FMF patients who do not have evidence cf nephropa- 
thy due to kidney amyloidosis. 

Further therapeutic and long-term follov-up studies 
are obviously indicated in order to confirm or disprove 
the prophylactic value of lithium in familia. Mediterra- 
nean fever. 
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Assessing F amilial Factors in Alcoholism from MMPI Profiles 


BY DARRELL D. ‘FRANKS, M.D., AND BERNARD T. THACKER, M.A. 


Attempts to delineate the psychodynamics of alco- 
holism by using psychological tests have been prob- 
lematic, despite the usefulness of psychological in- 
struments in diagnosing psychiatric disorders. Even 
the widely used and documented Minnesota Multi- 
phasic Personality Inventory (MMPI) has produced 
equivocal results (1). 

McAndrew (2) hypothesized that there is an alco- 
holic profile on the MMPI, but research results have 
not confirmed this. Hedberg and associates (3) have 
scrutinized subscales, focusing on independent eleva- 
tions rather than profiles, and have found that alcohol- 
ic individuals have more elevation on schizophrenic 
scales than on neurotic scales. Bean and Karasievich 
(4) analyzed MMPI profiles and found four clusters in 
alcoholics: psychotic, latent schizophrenic, neurotic, 
and psychopathic. Other researchers, such as Rosen 
(5), have found no evidence to support differences be- 
tween diagnosed alcoholic patients and other psychiat- 
ric patients. Furthermore, Rosen could not differentiate 
between the two populations by analyzing subtest 
clusters. 

It appears from the research that the MMPT's validi- 
ty in obtaining alcoholism profiles is questionable. 
There are several possible explanations: 1) the in- 
strument is not sensitive enough to detect the possible 
underlying pathology, 2) the research strategies have 
been in error, or 3) alcoholics do not have general or 
specific psychopathology other than alcoholism. 

Goodwin and associates (6) reviewed studies on al- 
coholism and concluded that ‘‘alcoholism runs in fami- 
lies and is associated with certain forms of psycho- 
pathology." They stated that alcoholics tended to 
emerge from certain environmenta] conditions but did 
not exclude the possibility that a genetic factor might 
be present but unrecognizable until triggered by envi- 
ronmental factors. The findings from this review (6) 
strongly suggest that familial variables must be consid- 
ered and that psychopathology as an entity is present 
in alcoholics. 

We believe that the discrepancies in previous MMPI 
studies with alcoholics may have resulted from the fail- 
ure to interpret results in light of familial components. 
We therefore hypothesized there would be differences 
on MMPI results between diagnosed alcoholics reared 
in alcoholic families and those reared in nonalcoholic 
families. 
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Method 


The subjects were 30 men diagnosed as zhronic al- 
coholics by self-report and by staff (psychologists, so- 
cial workers, counselors, and psychiatrists) in a 30-dav 
inpatient residential program. 

These subjects were given the MMPI and in-depth 
personal histories were taken to determine the extent 
of familial alcoholism. Subjects who reported being 
reared by one or more alcoholic parent or significant 
other (N« 15) were compared with those who did not 
have this history (N15). 


Results 


The MMPI was designed ‘‘to assay traits that are 
commonly characteristic of disabling psychological 
abnormality” (7). Scales that are elevated above a 
standard score of 70 are considered abnormal on the 
profiles. It was found that both groups cf alcoholic 
subjects had elevations on schizophrenic, in- 
troversion, and depression (raw scores of 35, 44, and 
32, respectively, for subjects with parental alcoholism 
and 37, 44, and 31 for those without). Thé three scales 
were significantly correlated (r=.719, p<.001) in the 
subjects who were reared by an alcoholic parent or sig- 
nificant other. This correlation was not significant for 
subjects not reared by an alcoholic paren: or signifi- 
cant other. 


Discussion 


That personality development is influenced by envi- 
ronmental, interpersonal, and familial factors is a basic 
assumption in contemporary psychodynamic theories. 
Lidz (8) proposed adverse intrafamilial forces as a pos- 
sible determinant in the development of schizophrenic 
thought processes. He hypothesized that this occurs if 
socialization is impaired because of faulty zole models 
for identification within the family unit. He noted that 
such families virtually provide training in irrationality. 
This framework logically raises the question of a simi- 
lar pattern in alcoholism. 

The results of this study strongly suggest that alco- 
holics with a positive history of parental alcoholism 
have a specific pattern of psychopathology that is dif- 
ferent from that of other alcoholics. This psycho- 
pathology includes a combination of chronic depres- 
sive features, borderline reality testing, poor inter- 
personal relationships, social isolation, and excessive 
alcohol use. Other alcoholics may show some of these 
symptoms but not this combination, which would ac- 
count for the lack of consistent and specific psycho- 
pathology found in studies of the alcoholic population 
at large. Our study does not provide a means of de- 
termining whether this syndrome is a result of genetic 
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. factors or is related to poorly learned and poorly in- 
.tegrated interaction patterns. The results imply that al- 
cohclism dod not have a single etiology. 

We found that alcoholics from alcoholic families dif- 
fer statistically on the MMPI from alcoholics from 
nonz coholic families, but interpretation of the MMPI 
- prof¥e is not sufficient to make this differentiation. 
Profiles o? alcoholics apparently require interpretation 
that includes the family history of alcohol abuse. 

It 15 obvious that the study is not conclusive. Re- 
search should be conducted to delineate further the 
factcrs that produce these findings. A larger number of 
profi'zs should be analyzed to determine if this sample 
can be generalized to the alcoholic population, and the 
sample should be compared to a control group. Includ- 
ing women in the sample would enhance our knowl- 
edge of sex-related differences in alcoholism. It would 
also »e interesting to use this approach to study other 
clinical populations, such as schizophrenics who come 
from schizophrenic families, and those who come from 
nons:zhizophrenic families. 

If :- is true that alcoholics reared in alcoholic fami- 
lies ciffer clinically from alcoholics reared in non- 
alcoolic families, this may have important implica- 
tions in determining the type of treatment needed. 
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Many alcoholics may be destined to treatment fail- 


ure if the treatment method used does not take into 


account psychopathologic variables s It appears that 


« 


correlating the MMPI and family history question- . 
naires may be useful in overcoming such a deficit. 
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Precipitation of Acute Psychotic Episodes by Intensive Meditation in Individuals with a 


History of Schizophrenia 


BY ROGER WALSH, M.D., PH.D.. M.R.A.N.Z.P., AND LORIN ROCHE 


The term ''meditation'' refers to a family of prac- 
tices that induce the conscious training and directing 
of attzntion, with the ultimate aim of controlling the 
mind and enhancing psychobiological health. 

Despite its history as perhaps the oldest psycho- 
therapeutic practice, meditation has gained wide- 
sprea- popularity in the West only within the last two 
decades and began to receive serious research atten- 
tion even more recently. However, a rapidly ex- 
pandiag literature on meditation has demonstrated a 
varietv of psychological, physiological. electroenceph- 
alogrz»hic, and chemical effects, and there now seems 
little question that meditation is capable of producing a 
wide -ange of psychotherapeutic benefits (1). 

There have been several reports of adverse medita- 
tion effects, including depersonalization, altered real- 
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ity testing, and the appearance of previously re- 
pressed, highly charged memories and conflicts (1-5). 
However, as yet no clear picture has emerged of the 
individuals at risk for pathologic reactions. 

We have observed several thousand people given in- 
tensive meditation training, and we are familiar with 
three psychotic episodes. We are reporting these cases 
because they show possible etiologic similarities that 
may be useful in identifying a population at risk. 


Case Reports 


Case l. Mr. A, a 25-year-old man, attended a 1-week med- 
itation retreat that involved many hours each day of sitting 
and walking meditation and total silence, without communi- 
cation of any kind (even eye contact). On the 6th day his 
roommate reported that Mr. A appeared agitated. On the 7th 
day Mr. A suddenly began to weep and scream; he required 
physical restraint to avoid hurting himself or others and was 
clearly psychotic. He was given 150 mg of oral thioridazine 
and within 4 hours was calm and rational. He then reported 
that he had been hospitalized four times in the preceding 5 
years for acute schizophrenic episodes, that he had been re- 
ceiving outpatient psychotherapy sporadiczlly, and that he 
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had been prescribed a small maintenance dose o7 phenothia- 
zine, which he had stopped taking. In addition, from the 3rd 
day of the retreat he had fasted, intensified his meditation as 
much as possible, ‘ind curtailed his sleep to only 1 or 2 hours 


a night at most. He was returned to his home anc did well on 
small maintenance doses of phenothiazines. 


Case 2. Ms. B was a 23-year-old woman who zttended a 2- 
week intensive retreat that involved 18 hours of meditation a 
day. On the 10th day she began asking bizarre questions and 
accused people of stealing her possessions. When she was 
interviewed it became apparent that she was urdergoing an 
acute schizophrenic episode. A unique feature was the re- 
markable lucidity and detachment with which she was able 
to observe and describe the process she was going through; 
this was apparently a result of her meditation training. She 
reported that she had been hospitalized several times in the 
past for acute schizophrenic episodes and that she had eaten 
and slept only sporadically over the previous several days. 
She was given thioridazine and was instructed to stop medi- 
tating and to assist the staff in various tasks. Ms. B resumed 
eating and sleeping, and after 4 days her condition had im- 
proved sufficiently so that she was able to return home. 


Case 3. Ms. C, a 23-year-old woman attending an in- 
tensive meditation retreat, began to exhibit bizarre behavior 
on the 4th day of the retreat. When she was interviewed, Ms. 
C exhibited suicidal ideation and features of an incipient 
acute schizophrenic episode, and she reported a history of 
multiple hospitalizations for schizophrenia. M3. C was in- 
structed to stop meditating and was given oral chlorproma- 
zine. However, within hours of this interview she made a 
serious suicide attempt with a knife and was hospitalized in- 
voluntarily. 


Discussion 


These cases suggest that the combination of in- 
tensive meditation, fasting, sleep depriva-ion, a his- 
tory of schizophrenia, and the discontinuation of main- 
tenance doses of phenothiazines can be hazardous. 
Schizophrenic episodes can be precipitated by almost 
any severe stress, including a range of intensive thera- 
peutic modalities, and the combination cf intensive 
meditation practice, together with sleep and food dep- 
rivation, is certainly demanding. On the other hand, 
some data suggest that meditation in moderation can 
be useful in treating a range of psychopathology, in- 
cluding schizophrenia (1, 6-8). The population at risk 
for the syndrome we have described seems to include 
only people with a history of schizophreniz, for whom 
maintenance medication, adequate food and sleep, and 
a less intensive approach to meditation are indicated. 
However, even psychologically healthy individuals 
may experience changes in their percepticn of reality 
during the initial phases of intensive meditation (1, 9). 
Such changes are not necessarily pathologic and may 
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reflect in part a heightened sensitivity to the (usually 
subliminal) perceptual distortions to which we are all ' 
subject (9). J ! 

We were interested to note two unique features as- 
sociated with these episodes. The first was the degree 
of insight and detachment that Ms. B was able to ob- 
tain, especially during interviews, which appeared to , 
be a result of her meditation training. The second was 
the extraordinarily high degree of skill and empathy 
with which the retreat staff, all advanced meditators, 
handled these clients. This seemed to reflect the staff's 
psychological sophistication and familianty with al- 
tered states. In addition, it is interesting tnat all three 
patients recovered rapidly. 

An increasing number of people practice brief medi- 
tation sessions daily, and tens of thousands of Ameri- 
cans attend intensive meditation retreats each year.! 
Although some of the meditation teaching organiza- 
tions are beginning to screen retreat applicants for pre- 
vious psychiatric history, episodes such as those de- 
scribed above are bound to occur from time to time, 
and clinicians can help by being aware of the popu- 
lation at risk. However, psychotic episodes are rare, 
and our impression, which is borne out by the classical 
and research literature (1, 6-8), is that most people 
show significant gains in a number of areas of psycho- 
logical well-being. 
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Night Terrors Treated with Imipramine 
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BY BERNARN D. BEITMAN, M.D., AND ALBERT S. CARLIN, PH.D. J 


Night terrors can be distinguished from nightmares 
by several criteria. The more common nightmare is 
characterized by less intense anxietv, lower levels of 
autonomic discharge, greater motility, and more vocal- 
ization. Nightmares are REM stage phenomena, while 
night terrors are associated with stage 4 sleep. Fisher 
and associates (1) demonstrated that 1) spontaneous 
arousal accompanied by anxiety can occur in any stage 
of sleep, and 2) arousal associated with stage 4 sleep is 
accompanied by more intense anxiety. In addition, the 
more time spent in stage 4 before spontaneous arousal, 
the more intense the anxiety. Reasoning that reduction 
in total stage 4 time would decrease the intensity of 
night terror episodes, Fisher and associates adminis- 
tered nightly doses of 5-20 mg of diazepam, a stage 4 
suppressant, to six subjects. Diazepam was moder- 
ately to completely successful in eliminating night ter- 
rors. Several of these subjects were maintained on 
diazepam for a year or more without ill effects. 

The efficacy of imipramine in alleviating night ter- 
rors has not been systematically studied, but the drug 
has been used successfully to treat another sleep dis- 
order associated with stage 4, nocturnal enuresis. 

The mechanism of action of imipramine in nocturnal 
enuresis is unclear. One theory postulates that the 
anticholinergic effects may act directly on the bladder 
to relax the detrusor muscle, decrease muscle irritabil- 
ity, and decrease voluntary contractions. Another the- 
ory suggests that because intravesical pressure is 
lower and spontaneous bladder contractions are fewer 
during stages 1 and 2 than stages 3 and 4, imipramine is 
effective because it shifts the sleep cycle away from 
stages 3 and 4 to stages 1 and 2 (2). 

We will describe a patient who refused to continue 
taking diazepam and therefore required the adminis- 
tration of another medication. 


Case Report 


Ms. A, a 62-year-old woman who had recently been mar- 
ried for the third time, sought psychiatric help for the first 
time because of ‘terrifying nightmares during which I 
scream and am violent. I hit the walls, kick and scratch my 
husband. Once I cut my foot on the mirror. I scare my hosts 
or houseguests.” 

The nocturnal screaming and violence began in 1963, the 
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9th year of her second marriage. These episodes continued, 
occurring at least five times a week with et least one, some- 
times three, separate occurrences. Her second ausband was 
a "very sound sleeper” and did not seem botaered by her 
screaming and kicking. Her third husband beca me quite irri- 
tated with her nocturnal behavior and insisted that she seek 
help. Ms. A also reported that she had been somnambulistic 
for an unspecified period of time when she was 8 years old. 

Ms. A was asked to make a record of her right terrors. 
The descriptions were first recorded by her husband and 
then rerecorded by the patient. The record confirmed that 
she experienced nocturnal arousal at least five nights a week 
but added that occasionally the arousal was continuous. 
Some of her vocalizations were very loud screams, but often 
they had specific content, e.g., Hold me," "He p," "Watch 
out," "How do you know we don't have lights?" Some ex- 
pressions conveyed a feeling of anger: "You zo to hell," 
"Count me out," "I don't like that.” Once she was search- 
ing for a deck of cards. She had little recollection of these 
events. T 

We did not have a sleep laboratory to confirm the diagno- 
sis of night terrors and Ms. A refused referra. to another 
medical center. On the first night of diazepam administration 
she wet the bed. Her embarrassment led her to discontinue 
the drug, although she had no arousal ep:sodes that night. 
She was then started on 75 mg of imipramine, which left her 
groggy during the day but almost completely eliminated the 
night terrors. Her dosage was reduced to 50 mg at bedtime, 
which greatly reduced the nocturnal arousal and did not 
make her groggy. 

After 3 weeks of successful suppression of h2r night ter- 
rors Ms. A stopped taking the medication to see if she truly 
needed it. During the first night she experienced moderate 
arousal. During the second night the terrors retu-ned to their 
previous level of intensity. When she resumec taking the 
medication, the nocturnal arousals were again reduced to 
sporadic muttering and mumbling. She has been successfully 
maintained on imipramine, 50 mg h.s., for 6 manths. 


Discussion 


In this case report we have described the successful 
treatment of a long-standing sleep disorder, which ap- 
peared to be night terrors, through administration of a 
modest dose of imipramine at bedtime. The more fre- 
quently used stage 4 reducing drug, diazepam, was re- 
fused by the patient after it was associated with an epi- 
sode of nocturnal enuresis. The patient did aot experi- 
ence increased episodes of arousal wher she was 
taking imipramine, as reported by Flemerbaum (3), 
whose definition of night terrors seemed somewhat 
loose. 

Because sleep EEG-EOG recordings were not ob- 
tained, it is possible this patient was experiencing 
some phenomenon other than night terrors, in which 
case the imipramine may have treated a depression. 
However, her behavior was consistent with the diag- 
nosis of night terrors, and she showed few depressive 
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symptoms. Ín addition, the dosage used was less than 
that which js typically efféctive for depressive illness. 
The rapid chande in symptoms during the patient's 
self-initiated A-B*A design also suggests the possi- 
' bility that imipramine caused the reduction in noctur- 
nal arousal. As in the treatment of nocturnal enuresis, 
the mechanism of imipramine's action may involve a 
shift in sleeping electrical activity away from stage 4 
and into stages 1 and 2 (2). 

Fisher and associates (1) reported that the one pa- 
tient they treated with imipramine did not improve. 
Their failure, coupled with our success, suggests that 
imipramine may be useful in a certain subset of pa- 
tients with night terrors. An interesting question re- 


An Unusual Case of Akathisia 


BY BHARAT B. KUMAR, M.D. 


Akathisia as a side effect of antipsychotic drug ther- 
apy has been described in the literature for several 
years. A psychotic or a mentally retarded individual 
may have difficulty in verbalizing the symptoms of 
akathisia. The following case report descri»es an un- 
usual instance of akathisia with episodic manifesta- 
tions and a remarkable response to an an-iparkinso- 
nian agent. 


Case Report 


Mr. À, a severely retarded 38-year-old institutionalized 
man was given thioridazine in varying dosages to treat his 
aggressive behavior. Over the years that he took this drug, 
he had periodic episodes during which he disrobed, ran or 
paced from door to door, tried to climb up walls and doors, 
tried to reach the nearest exit and get out through windows, 
stared into space, breathed heavily, and sweated profusely. 
During these episodes, he did not seem to be zware of his 
environment and acted oblivious to other individuals in the 
area. These episodes occurred every few weeks and lasted 
for a few hours unless aborted by intramuscular injection of 
amobarbital sodium. A consultant psychiatrist recommend- 
ed the addition of benztropine mesylate, 2 mg. b.i.d., to the 
drug regimen. Mr. A has not had a single episode of the pre- 
viously described behavior since the benztropine mesylate 
was started several months ago. 


Discussion 


I would suggest that the patient described above had 
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mains. Why did this patient experience nocturnal enu- _ 
resis with diazepam? The enuresis, along with the. 
probable night terrors and a history of soyinambulism, 
point toward an unspecified dysfunction of stage 4 
sleep. 
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a build-up of akathisia with periodic release by manic- 
like activity. Raskin (1) has warned that hyperactivity 
or pacing may be subtle reflections of akathisia. Hv- 
peractive behaviors are seen often in mentally re- 
tarded individuals, and phenothiazines are prescribed 
for these symptoms. Akathisia may be mistaken for 
exacerbation of the original maladaptive behavior and 
the dosage of the psychotropic drug may be increased, 
which further aggravates the problem. Chien and Di- 
Mascio (2) have cautioned against this mistake. 

Hodge (3) described akathisia as a syndrome of mo- 
tor restlessness in which a real anxiety may be neither 
recognized nor verbalized. This problem is com- 
pounded in mentally retarded individuals. 

Van Putten (4), in a study of 110 psychotic patients, 
found the incidence of akathisia to be 4596. These data 
indicate that manifestations of akathisia are often 
missed. Therefore, a therapeutic trial with an anti- 
parkinsonian drug may be indicated in patients who 
have puzzling symptoms of hyperactivity during treat- 
ment with antipsychotics. 
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. Suicide by Male Physicians During a Five-Year Period 


BY CHARLES. RICH, M.D., AND FERRIS N. PITTS, JR., M.D. 


Craig and Pitts (1) reported a detailed analysis of sui- 
cide by physicians from a group of 8,372 consecutive 
physician deaths ascertained by the American Medical 
Association (AMA) during a 24-month period, 1965- 
1967. For the first time, the greatly increased rate of 
suicice by women physicians was recognized and re- 
ported, but there was no significantly increased suicide 
rate for any group of male physicians. The suicide rate 
for male physicians in this country during 1965-1967 
was no different from that of the general population of 
white men over age 25, nor did it differ from that re- 
ported by Dublin and Spiegelman (2) for physicians in 
1938-1942. 

We will report on suicide in male physicians during a 
5-yea- period, 1967-1972. This report demonstrates 
that raale physicians continue to commit suicide at a 
rate comparable to that of the age-matched white 
American male population and to those rates found in 
physicians (and controls) in the previous studies. 


Method 


Almost all physician deaths (99%) are now known to 
the American Medical Association. Approximately 
10% cf physicians’ deaths are reported too late for an 
obituery in the Journal of the American Medical Asso- 
ciation (JAMA). About three-fourths of these late re- 
ports include cause of death; cause is not sought for 
the other 2.5%. Our current sample includes knowl- 
edge of cause of death in more than 95% of physician 
deaths, compared with 92.5% in previous studies (1). 

Less than 326 of physicians' deaths are suicides, so a 
greatl; increased suicide rate in the 10% of physician 
deaths that are not reported in JAMA could signifi- 
cantly increase the rate of suicide ascertained in stud- 
ies based on this sample. However, a total absence of 
suicides in this group would not reduce the rate appre- 
ciablv. 

We reviewed the materials collected by the Deaths 
Editor for physician deaths reported by obituary in 
JAMA during a 5-year period (May 22, 1967, to May 
30, 1972). We also reviewed all records available on 
deaths of physicians reported to the AMA too late for 
obituaries during these 5 years. This examination of 
the original data enabled us to clarify many ambiguous 
or euphemistic causes of death listed in JAMA obituar- 
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ies and to increase the category of definite suicides by 
18.5%. 

The general population comparison group for this 
Study is that of white men over 25 years of age and was 
obtained from figures published by the Department of 
Health, Education, and Welfare for 1970 (3). 

Probabilities given in this report are based on chi- 
square analysis (w=.01). 


Results 


In this 5-year period the deaths of 16,722 physicians 
(16,063 men and 659 women) were reported by obitu- 
aries in JAMA, 2,008 (1,916 men, 92 women) were re- 
ported to the AMA too late for obituary. The total 
number of deaths ascertained by the AMA during this 
5-year period was 18,730 (17,979 men and 751 women), 
and a significant percentage (10.7% of the men, 12.3% 
of the women, or 10.7% of the whole sample) never 
appeared in the JAMA obituary columns. 

The crude annual death rate was 1,179 per 100,000 
per year (3,596 per year per 304,924) for male physi- 
cians. Of 17,979 male physician deaths, 544 were sui- 
cides, giving a percentage of 3.0326 and a crude annual 
suicide death rate of 35.7 per 100,000. This does not 
differ from the suicide rate for white men over 25 
(34.6). The suicide rates for each of the five 1-year pe- 
riods during 1967-1972 did not differ from each other 
or from that for the entire period. 

The age at which male physicians suicided ranged 
from 27 to 84, with a mean average of 51.3+0.6 (SEM). 
It is clear that the majority of these deaths occurred 
during what is normally considered a productive peri- 
od in professional life. The age at suicice did not differ 
from that of the comparison population of suicides (3). 

Drug intoxication (poisoning) was used significantly 
more often by male physicians who committed suicide 
than by the comparison population (47.3% versus 
20.1%, matched by age and race [p<.0001]), and there 
is a corresponding relative infrequencv of suicide by 
gunshot among male physicians (p«.0001). This in- 
creased tendency to use drugs rather than guns Is also 
seen among the suicides committed by female physi- 
cians (1, 4). 


Discussion 


This systematic study of suicide among male physi- 
cians demonstrates a constant rate in this group over 
the past 35 years. Further, this rate does not differ 
from that reported for the general population of white 
men over 25 during that period. Dublin and Spiegel- 
man (2) reported rates for the years 1938-1942, Pitts 
and Craig (1) for 1965-1967, and this report for 1967- 
1972. The comparative physician versus general rates 
(per 100,000 population) are as follows: 38.7 versus 
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37.6 for 1938-1942 (2); 38.3 versus 34.1 for 1965-1967 
(1); and 35.7 vegsus 34.6 for 1967-1972. The constancy 
of suicide rateslover this extended period indicates a 
stability of ascertainment and supports a notion that 
the process or processes that determine suicide are 
similar and are stable. 

The higher rate of suicide by poisoning end the cor- 
responding lower rate of suicide by gunshot in physi- 
cians is neither a new or surprising observation. Physi- 
cians have ready access to drugs and know how to use 
them. 

The higher frequency of death by poisoning among 
physicians is the one finding on which all investigators 
agree (1, 2, 4). Disagreements over the question of 
whether physicians differ from the general population 
for suicide rates have resulted from differences in as- 
certainment, calculating control populations, per- 
spective, sample size, and data analysis. Many of 
these differences have been discussed before (1), par- 
ticularly those which involve using the entire U.S. 
population as a control, which inevitably leads to ''sig- 
nificant difference of physicians from general popu- 


lation” because half of the general population is under ' 


25.years old and much less likely to suicide than those 
over 25. 

Steppacher and Mausner (4) have published a de- 
tailed analysis of suicide by physicians based on 
JAMA obituary data and age-specific control rates 
from the general population. They corroborated the 
findings of greatly increased suicide rates in women 
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physicians (three times those expected) and noted that . 
these findings were consistent with reports of high sui: 
cide rates by women in other professio#s. Steppacher 
and Mausner found the suicide rate of male physicians 
(1.15 times the expected rate) to be significantly great- 
er than an age-specific (stratified) general population 
control extracted from the Statistical Abstract of the: 
United States. They further concluded that this statis- 
tical difference had genuine clinical meaning, although 
obviously it was not of the same magnitude as that 
found for women physicians. Their lengthy discussion 
of suicide rates, age-specific control groups, the litera- 
ture on suicide by professionals, questions of bias in 
ascertainment of suicide, and variations in scientific 
methodology in previous studies warrants careful 
readings by those interested in studies of physician 
suicide. We conclude that male physicians do not com- 
mit suicide much more frequently than other men in 
the United States. 
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Problems with Internalization of a Transplanted Liver 


BY STEVEN L. DUBOVSKY, M.D., JEFFREY L. METZNER, M.D., AND RICHARD B. WARNER, M.D. 


Studying the ways in which the transplant recipient 
makes a part of another person his own can provide 
important insights into the complex process of inter- 
nalization. This process has been studied to some ex- 
tent in kidney transplant patients, but other internal 
organs have not been transplanted routinely (with the 
exception of hearts), so the question of whsther a simi- 
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lar process accompanies other types of transplantation 
remains open. ' 

We have recently had the opportunity to follow for 2 
years a patient who had received a liver transplant. 
The ways in which he attempted to assimilate the or- 
gan shed additional light on data obtained from kidney 
and heart transplant recipients. 


Case Report 


Mr. A, a 38-year-old alcoholic man, had led a chaotic life 
since his mother died when she was 30 and he was 4. His 
father had been available only sporadically, and Mr. A's 
relationship with him had been inconsistent. Mr. A's alco- 
holism resulted in irreversible liver disease for which liver 
transplantation seemed the only treatment. 

As he began to recover from surgery, the patient attempt- 
ed to come to terms with his new liver. At first, he felt it was 
"an alien piece of meat,” but he soon began to feel that he 
was ''married"' to it, and in response to his surgeon's men- 
tion of "foreign tissue" he replied, ‘That’s a hell of a way to 
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talk about my new wife.” This feeling did not last, and he 


` developed what he called the ** Frankenstein syndrome." He 


‘felt that he had been "'pieced together” and was a different 
entity, as oppwsed to being a regular human.” 

Ás the patient's condition continued to improve, he be- 
came increasingly curious about the donor, and he found out 
that she died of a cerebral hemorrhage at age 30. He thought 
that he had been given life a second time by the donor, who 
now existed inside him "by proxy'' as a separate entity. He 
felt that she was beginning to make him *'part woman,” and 
he quipped, “Tell Gloria Steinem I can't be all bad; after all, 
lm not completely male.” At this point, he began to wear an 
earring that contained an engraving of the Virgin Mary. This 
concrece representation of the amalgamation of his mother 
and the donor (who was named Virginia) served as a talis- 
man agains: damage to the transplanted liver. 

In the 2 years since surgery, the patient and his liver 
"have grown very attached to each other,” but he does not 
feel that he is an integrated person. He expresses intense 
shame at the *'disfiguration" produced by the surgical scar 
and is unable to enjoy normal sexual relationships with 
womer. He has alternated between drinking binges and at- 
tempts to take good care of himself ‘‘out of responsibility for 
the donor.”’ 


Discussior 


Experience with renal transplantation has taught us 
that a gradual process of psychological internalization 
results in the patient’s viewing the implanted organ in- 
creasingly as a part of the self rather than a ‘‘foreign 
body” (1). Difficulties with the internalization process 
have been said to result primarily from an inability to 
identify with the donor and to imbue the transplant 
(and by extension, the donor) with the qualities of a 
positive or benevolent introject (2), which can be suc- 
cessfully integrated with existing introjects (3). Thus, a 
black mar who distrusted whites fantasized that he 
had received a kidney transplant donated by a white 
woman and was afraid the organ hated him and would 
reject him (2). Similarly, impotence has been reported 
in men with defective masculine self-concepts who re- 
ceive kidneys from wómen (2, 4, 5). Unsuccessful in- 
ternalization has also been reported in a few recipients 
of heart transplants. For example, one male patient 
feared that the donor could take her heart back any- 
time, and even the surgeons referred to the transplant 
during surgery as “‘she’’ (6). 

The liver recipient we have described was unable to 
integrate a concrete "'introject" with existing object 
representations, which were already chaotic. His ear- 
lier difficulty establishing a cohesive set of internalized 
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objects was recapitulated whgn he w s faced with the 
task of internalizing part ofeanother person? Since he 
could not make the liver (and the dondr, who was iden- 
tified with his mother) part of himself, he attempted to 
make himself part of the donor. This reached its most ' 
concrete expression when he decided to move to Vir- 
ginia. He said, *' Since Virginia is in me, I should be in 
Virginia.” 

The patient thus became part woman, and this part 
was not integrated with the remainder of his self-con- 
cept. His alcoholism, which represented his ‘old 
self,” existed side-by-side with attempts to become a 
"better person” or ‘‘new self," and he could not 
amalgamate these discrepant images of himself. His 
task was made more difficult by the persistence of a 
large incisional hernia, which served as a constant re- 
minder that ‘ʻa piece of foreign matter” was residing in 
his body. 

Because the patient with liver disease cannot be 
maintained on dialysis and is likely to be more criti- 
cally ill than the patient with renal disease, liver trans- 
plantation occurs in a more emergent situation, and 
life and death concerns are often more prominent. 
Nevertheless, once the immediate postoperative dan- 
ger is past, the process of internalization appears tó be 
similar to that following kidney transplantation (7), at 
least in the case we have reported. Further study will 
be necessary to clarify this issue. 
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Rapid i btray usculwr Administration of Tricyclic Antidepressants 


BY LEWIS M. BROOMINGDALE, M.D., AND BERNARD BRESSLER, M.D. / 


We'have found only one report of the intramuscular 
administration of tricyclic medication (1), end that was 
published in a journal devoted to general medicine. 
Since intramuscular medication can reduce the period 
in which the antidepressive effects become clinically 
visible from 3-4 weeks to 3 days, this route of adminis- 
tration can be useful for patients who are suicidal or 
require rapid relief of their depressive symptoms. We 
wish, therefore, to call the attention of psyzhiatrists to 
this specific technique, basing our presentation on the 
brief case reports of four depressed patients whom we 
have treated in this manner. 

We have used the following routine in the manage- 
ment of our patients, for which brief hospitalization is 
required: 

I. The patient is given an ECG to rule out con- 
duction defects. 

2. A 10-mg dose of the drug chosen is given orally to 
test for allergy; 5-12.5 mg is given intramuscularly to 
test for tolerance of parenteral administration. 

3. Blood pressure, standing and supine, 1s taken be- 
fore each injection and 3 hours after each injection. 
Intramuscular injections are temporarily discontinued 
if standing blood pressure falls below a level predicted 
to be risky (usually 20-30 mg below normal). 

4. Urinary hesitance and/or constipation are mon- 
itored by the patient and the nursing staff and cor- 
rected promptly with bethanecol or laxatives. 

5. Once allergic potential, intolerance to parenteral 
administration, and coronary conduction defects have 
been ruled out, the patient receives 25 mg of tricyclic 
medication (10 mg for geriatric patients) intramuscu- 
larly every 6 hours along with 10 mg of methylpheni- 
date p.o., which is useful in preventing z significant 
drop in blood pressure and maintaining alertness, usual- 
ly without producing insomnia, and theoretically in- 
creases tricyclic blood levels by slowing decarboxyl- 
ization of metabolites in the liver. 

During the period of rapid administration of medica- 
tion the patient is observed repeatedly and carefully, 
not only for changes in symptoms but for possible 
complications {hypotensive crises, oversedation, 
tremulousness, urinary retention, and the appearance 
of schizophrenic or manic phenomena) that can be 
controlled by prompt discontinuation of intramuscular 
injections. 


Dr. Bloomingdale is in private practice, 28 Fairview Ri., Scarsdale, 
N.Y. 10583; he is also Clinical Associate Professor of Psychiatry, 
New York Medical College. Dr. Bressler is Professor of Psychiatry, 
Duke University Medical Center, Durham, N.C. 
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Case Reports 


In the cases that follow, the first three patients ful- 
filled the DSM-III criteria for monopolar depression 
and the fourth for bipolar depression.’ 


Case |. Ms. A, a 52-year-old unmarried woman, was seen 
3 months after her mother died at the age of 85 following a 3- 
year illness. Ms. A had resided with her mother for the past 
26 years. 

I treated Ms. A as an outpatient for grief and depression 
and to help her attain the independence she had never 
achieved. Doxepin, 150 mg p.o. h.s., and methylphenidate, 
10 mg t.i.d., were prescribed and taken for 2 months, at 
which time Ms. A, influenced by her psychiatrist brother, 
discontinued the medication. Within 1 week she was suicidal 
and was admitted to the hospital. 

After a normal ECG she was given an injection of 10 mg of 
amitriptyline, and after 8 hours without adverse reaction she 
was given 25 mg of amitriptyline I.M. and IO mg of methyl- 
phenidate p.o. every 6 hours. Because of urinary hesitancy, 
she was placed on 25 mg of bethanecol b.i.d. She was 
markedly improved and discharged on the 5th day of hospi- 
talization on 125 mg of amitriptyline p.o. h.s., methyl- 
phenidate 2 to 3 times per day, and bethanecol, 25 mg b.1.d. 
After 1 week, bethanecol and methylphenidate were discon- 
tinued and amitriptyline was replaced with nortriptyline, 125 
mg p.o. h.s., because of symptoms of depersonalization and 
drowsiness that I have found to be relieved by this sub- 
stitution. She continued on varying doses of nortriptyline up 
to 200 mg p.o. h.s. until I placed her on a maintenance dose 
of 50 mg h.s. 8 months after discharge. She continued to be 
asymptomatic until the death of her brother | month later. At 
that time she was not working, and it was necessary to in- 
crease the nortriptyline to 200 mg. When she showed im- 
proverrent 5 months later, she was reduced to a maintenance 
dose of 100 mg of nortriptyline h.s. Recently I have seen her 
monthly as an outpatient, and she is taking no medication. 
Although she still had difficulty because of her loneliness, 
she was not clinically depressed when seen 28 months after 
discharge. 


Case 2. Mr. B, a 56-year-old professional man, had re- 
ceived approximately 3 years of psychotherapy 6 years be- 
fore his hospital admission. Shortly after discontinuing psy- 
chotherapy, he became severely depressed about his ‘*eco- 
nomic situation" and was treated in a private psychiatric 
hospital where he responded to oral amitriptyline after 3 
weeks. 

Recently Mr. B became depressed again, apparently be- 
cause Fis son had to undergo an ileectomy and ileostomy. 
After a 2-month depression, Mr. B was admitted to the hos- 
pital by another psychiatrist, who prescribed 250 mg/day of 
amitriptyline p.o. When seen for the first time by me the day 
after he left the hospital, Mr. B appeared severely de- 


"These patients were among 15 successfully treated by L.M.B. at 
White Plains Hospital Medical Center, White Plains, N.Y. 
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pressed, with symptoms of anorexia, sexual impotence, and 
constipation, ‘although his sleep had improved. He was read- 
mitted to the Nospital and received 25 mg of amitriptyline 
I.M. and 10 mg of methylphenidate p.o. every 6 hours. After 
his 5th hospital day, his symptoms improved and he was dis- 
charged on amitriptyline, 150 mg h.s. Four days after dis- 
. charge he was still mildly depressed and his oral amitripty- 
line was raised to 250 mg h.s. for 2 weeks. He became 
asymptomatic and continued on a maintenance dose of 50 
mg cf amitriptyline p.o. h.s. Fourteen months after dis- 
charge he was still on 50 mg of amitriptyline p.o., was having 
"good days and bad,” had not regained sexual potency, and 
was in the care of another psychiatrist. 


Case 3. Ms. C, a 35-year-old unmarried woman, was ad- 
mitted after a suicide attempt in which she superficially 
slashed both wrists after being disappointed in a love affair. 
She reported that she no longer felt suicidal, had no symp- 
toms of anorexia, weight loss, constipation, or insomnia. 
Her ward behavior was observed for 2 days before psychiat- 
ric personnel determined that she was sufficiently depressed 
for initiation of major antidepressants. Because of insomnia 
her first 2 nights in the hospital, she was started on intra- 
muscular amitriptyline along with oral methylphenidate, ac- 
cording to our usual routine. She was discharged on her Sth 
hospital day after 3 days of intramuscular treatment and was 
placed on a maintenance dose of amitriptyline, 150 mg p.o. 
She has been seen in therapy twice weekly and has made 
good psychotherapeutic progress during the 18 months since 
her discharge from the hospital. She remains on a mainte- 
nance dose of 50 mg of amitriptyline p.o. h.s. and shows no 
symptoms of depression. 


Case 4. Mr. D, a 54-year-old professional man, had been 
mildly depressed for most of his life, with no history of 
mania and no response to 5 years of psychoanalysis. He had 
diabetes mellitus, had had a mild myocardial infarction 3 
years before this admission, and 2 years later had developed 
impotence, presumed to be an organic complication of his 
diabetes. He sought admission because of his strong impulse 


a 


and children. His ECG showed no abnorg.alities, and he re- 
ceived 25 mg of amitriptyline I.M. and 10 mg of methyl- 
phenidate p.o. every 6 hours. On the 3rd day of treatment he 
showed obvious symptoms of elation—joking and flirting 
with the nurses and female patients in an inappropriate man- 
ner. Amitriptyline was discontinued, and he was given 10 mg 
of oral thiothixene. The next day he was euthymic, was 
placed on 125 mg of nortriptyline p.o. for 2 days, and dis- 
charged on that dose. Nortriptyline was substituted because 
of his mild feelings of depersonalization. At the end of 14 
months he was euthymic on maintenance nortriptyline and 
had regained his potency. 


Ux REPORTS 
to kill himself, an act that he tifóught f benefit his wife 


Discussion 


We have described a rapid method for the hospital 
treatment of depression that in our experience is ap- 
parently safe, leads to a rapid relief of symptoms, and 
has fewer unpleasant side effects (dry mouth, for ex- 
ample) than seen with oral initiation. Higher plasma 
levels of tricyclics would be expected if the drugs are 
not metabolized by an initial pass through the liver, as 
they must be if absorbed from the intestine via the por- 
tal system. Complications or lack of response to a spe- 
cific tricyclic can rapidly be determined, permitting a 
prompt change in management to provide a more ef- 
fective treatment regimen without unnecessarily 
lengthening the patient's hospital stay. Once symp- 
toms are relieved the patient can be discharged and 
followed on an outpatient basis with an oral mainte- 
nance dose of medication. In the patients we have 
seen, the initial improvement has been well main- 
tained. 
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Fation of Dr$g-Induced Parkinsonism by ECT 
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BY JAMBUR AN INTH, M.D., DANNY SAMRA, AND THOMAS KOLIVAKIS, M.D. / 


Several reports have been published concerning the 
efficacy of ECT in relieving both extrapyramidal and 
depressive symptoms of some patients with concur- 
rent Parkinson's disease and depression (1-3). A re- 
cent case report has also alluded to the beneficial ef- 
fect of ECT in treating tardive dyskinesia (4). We wish 
to report a case of a young patient with paranoid schiz- 
ophrenia who developed severe neuroleptic-induced 
extrapyramidal symptoms that were treated with ECT. 
This treatment immediately reduced the extrapyrami- 
dal symptoms, thus raising the possibility that ECT 
may be beneficial in treating such severe symptoms. 


Case Report 


Mr. A, a 25-year-old single man with a history of psvcho- 
sis, was admitted to a psychiatric institution and given a di- 
agnosis of paranoid schizophrenia. He was discharged 2 
months later and was given follow-up consisting of psvcho- 
therapy, behavior therapy, and pharmacotherapy (haloperi- 
dol, 4 mg/day, and clomipramine, 75 mg/day). A month after 
his discharge he was readmitted; the diagnosis at this time 
was paranoid schizophrenia with obsessive-compulsive fea- 
tures. Mr. A had stopped taking his medication 2 weeks be- 
fore this admission. His symptoms included suicidal ideation 
and threats, with disturbances in thinking, affect, concentra- 
tion, and insight. He also had increased psychomotor activi- 
ty. He was rapidly tranquilized with chlorpromazine, and 
during the next 3 weeks he was given chlorpromazine, 300 
mg/day; clomipramine, 150 mg/day; and diazepam, 10 mg/ 
day. He also received procyclidine, 10 mg/day, because of 
persisting tremors in his extremities. 

Two weeks later Mr. A displayed a severe withdrawal 
with catatonic symptoms. He was started on fluphenazine, 
80 mg/day; diphenhydramine, 200 mg/day; and amantadine, 
200 mg/day; all previous medications were discontinued. 
The tremors persisted during this period, but there were no 
other extrapyramidal signs. About 5 weeks later, Mr. A had 
excessive salivation, drooling, and perspiration, with rigid- 
ity, coarse tremors in extremities, and severe bradykinesia. 
The fluphenazine dosage was decreased to 60 mg/day, and 
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procyclidine, 5 mg/day, was added to the diphenhydramine ` 
and amantadine. During the next few days, his drooling de- 
creased slightly, but the tremors and rigidity became so se- 
vere that he needed constant care and help with regular daily 
activities. 

Mr. A's psychopathology did not improve, and the flu- 
phenazine was continued. Two weeks later he was given the 
first of eight sessions of bilateral temperofrontal ECT (one a 
day for 3 consecutive days, then one every other day) to 
alleviate his psychopathology. However, immediately after 
the first ECT the rigidity disappeared and there was a 
marked decrease in tremors and drooling. Subsequently Mr. 
A’s psychopathology gradually improved and he appeared 
better and more communicative. At the time of this writing 
Mr. A is still receiving the same medication, with minimal 
extrapyramidal signs. 


Discussion 


Our patient was given ECT primarily to ameliorate 
his psychopathology. Higher doses of phenothiazines 
or other neuroleptics could not be administered be- 
cause of the patient’s severe extrapyramidal signs. As 
expected, there was a gradual but moderate improve- 
ment in the patient’s psychopathology. However, the 
concurrent rapid decrease in the extrapyramidal signs 
was unexpected and remarkable. This finding, if sub- 
stantiated, is of great clinical value because many psy- 
chotic patients treated with neuroleptics develop se- 
vere extrapyramidal symptoms. In addition, neurolep- 
tics improve the schizophrenic symptomatology but 
produce extrapyramidal symptoms, and ECT seems to 
be the only treatment that also works without inducing 
extrapyramidal symptoms; it may in fact ameliorate 
these symptoms. Further exploration of antiparkinso- 
nian effects of ECT on drug-induced extrapyramidal 
symptoms 1s necessary. 
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Hemodialysis in Schizophrenia: Three Failures with Chronic 
Patients 


Sir: The remarkable findings of Wagemaker and Cade (1) 
on successful treatment of schizophrenic patients with he- 
modialysis prompted us to replicate these trials in three pa- 
tients with chronic schizophrenia. Our selection criteria 
were 1) presence of chronic schizophrenia with productive 
symptoms and with no complete remission during the pre- 
vious 3 years, 2) maximum age of 50, 3) no mental retarda- 
tion before onset of disease, 4) no other psychiatric or major 
somatic disorders, and 5) unsatisfactory previous treatment 
with neuroleptic drugs for at least 6 months. We chose these 
criteria to reduce the probability of spontaneous remissions. 
This tvpe of selection was necessary in a replication study, 
since Wagemaker and Cade claimed to have improved the 
state cf chrenic schizophrenic patients and to have induced 
rehabilitation of some of them. 

We obtained informed consent from three patients. Four 
other patients selected for the study dropped out. In all cases 
we discontinued the neuroleptic medication. However, dur- 
ing the second phase of the trial, two of our patients treated 
with hemodialysis appeared to require medication with halo- 
peridol. A psychiatrist evaluated psychopathology five times 
a week using the Inpatient Multidimensional Psychiatric 
Scale and the Brief Psychiatric Rating Scale. The nurses also 
rated the patients' behavior according to the Nurses Obser- 
vation Scale for Inpatient Evaluation. After a neuroleptic- 
free pretreatment phase, we performed a series of 12 (in one 
case 11) hemodialyses, 1 each week, using a polyacrylnitrile- 
membrane. Each hemodialysis lasted 4 hours. 

We observed no improvement of schizophrenic symptoms 
in any of the patients during and/or after the hemodialyses. 
Their scores on the three scales showed no reversal of the 
different target symptoms. Rather, a deterioration occurred 
in two patients, suggesting the need to resume neuroleptic 
therapy. This negative result is in conflict with the previous 
findings of Wagemaker and Cade (1). However, further stud- 
ies appear necessary before final conclusions are drawn. 
Such investigations should follow the recommendations of 
the GVC/DGMBT-Symposium, Tutzing, 1978 (2). Our ob- 
servations corresponded with previous negative reports (3, 
4). 
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Munich, West Germany 


Psychotherapy Within the National Health Care System. 


Sir: I am writing as Chairman, Committee on Therapy, 
Group for the Advancement of Psychiatry. We read with 
pleasure the thoughtful book review by Stephen Sharfstein, 
M.D., of GAP Report number 100, “Psychotherapy and Its 
Financial Feasibility Within the National Health Care Sys- 
tem" (October 1978 issue). We basically agree with his for- 
mulation of the critical problems in the areas of our mutual 
concern. I am writing now to offer further clarification for 
some of these. 

Dr. Sharfstein points out that ''the cost offsets in general 
medical utilization with short-term psychotherapy’ indicate 
that it is cost effective but notes that *'the higher cost. . . in 
treatments such as psychoanalysis is another issue altogeth- 
er." Later he expresses this same concern in a different form 
when he states that ''it is essential that the West German 
studies cited in this publication be replicated in this country” 
to increase "understanding on the part of insurance com- 
panies and policy planners as to the value of long-term in- 
tensive psychotherapy.” 

Dr. Sharfstein's second statement suggests the solution to 
his earlier concern. That is, the cost offset in general medical 
utilization that was demonstrated in West Germany occurred 
as the result of long-term intensive psychotherapy (including 
psychoanalysis), which was paid for by the West German 
federal government's national health insurance plan. The 
resulting reduced utilization of medical and surgical benefits 
and reduced overall cost was achieved in a system in which 
the cost of intensive psychotherapy and psychoanalysis was 
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monitore Ea ght syst(m of peer review. The National 
Institute of Meni Health Ras provided indispensable sup- 
port for replicatioR of these West German studies in research 
being undertaken by the American Psychoanalytic Associa- 
tion and the National Association of Blue Shield Plans. 

Dr. Sharfstein indicates a second problem, ‘the appropri- 
ateness of such care and the socioeconomic class . . . biases 
of patients who receive such care.’’ Later in his review, he 
writes that ‘‘at present, long-term intensive psychotherapy is 
utilized almost exclusively by college-educated white people 
from the middle and upper classes.” This statement is true 
but potentially misleading. One might assume that this form 
of treatment is used by the middle and upper classes because 
it is of doubtful usefulness for ''lower socioeconomic 
classes." Our GAP Report (1) concurred with Terestman 
and associates (2) that ‘‘when these modalities are available, 
they are used by all socioeconomic groups, to which we 
would now add ‘‘with substantial benefit." The fuller refer- 
ence indicates that at a psychoanalytic clinic, “a sizable 
number of the blue-collar patients were rated as having bene- 
fited from dynamic psychotherapy'' (including regular psy- 
choanalysis as well as long-term intensive psychotherapy) 
and that ''sociological arid psychological stereotypes were 
not heipful in identifying the patients who improved" (1, p. 
261). 

We share Dr. Sharfstein's belief that long-term intensive 
psychotherapy should be precluded from consideration un- 
der national health insurance "unless it is considered utiliz- 
able by those for whom such care has been traditionally de- 
nied,” but we feel that there are considerable data suggest- 
ing that when made available, it is readily utilized bv these 
groups. Other studies support the same corclusion (3, 4). 
These observations suggest that the problem is not that long- 
term intensive psychotherapy (including psychoanalysis) is 
not ‘‘utilizable’’ by ''blue-collar'' people. The problem is in 
our view one of the availability and maldistribution of psy- 
chiatrists, including psychoanalysts. 

Dr. Sharfstein's third concern is that ''the criteria and in- 
dications for long-term intensive psychotherapy are not well 
understood at the present time.” The section on psychoanal- 
ysis in the APA Manual of Psychiatric Peer Review (5) spells 
out the indications and criteria for the particular form of 
long-term intensive psychotherapy called psychoanalysis 
and also requires the psychoanalytic diagnostician to justify 
the choice of psychoanalysis over briefer, less expensive 
forms of psychotherapy. In fact, this discussion is more de- 
tailed than that of the criteria and indications for most other 
forms of psychiatric treatment, including brief psychothera- 
py, for which a comparable set of criteria and indications has 
not been written. We agree with the implication that long- 
term intensive psychotherapy, when used injudiciously, can 
be wastefully expensive as well as potentially harmful to pa- 
tients. However, we believe the identical concern is also 
warranted about the nondiscriminating use of brief psycho- 
therapy. If symptoms recur, brief psychotherapy can prove 
more expensive in the long run and its harmfulness to pa- 
tients can be measured by the private suffering they inflict on 
themselves, their spouses, children, or colleagues. 

Dr. Sharfstein's fourth concern is that "long-term goals of 
intensive psychotherapy and psychoanalysis imply .. . re- 
education and as such do not conform well io the medical 
model." As we indicated in our report, the addition of psy- 
chological and social parameters to the prevailing reduc- 
tionistic, biomedical model of medicine is of crucial impor- 
tance in expanding the medical model to include humanistic 


concerns among the causes of mental illness. We have at- 
pep * 
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tempted to demonstrate the relevance of this concept to 
medical psychiatric illnesses in case number po our report. 
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WILLIAM OFFENKRANTZ, M.D. 
Chicago, Ill. 


The Marketplace Model in Various Settings 


SIR: A Marketplace Model of Consultation Psychiatrv in 
the General Hospital" by Fred Guggenheim, M.D. (Novem- 
ber 1978 issue) presented a lively expansion of a systems 
theory model for consultation-liaison services in a private 
medical setting. Dr. Guggenheim compared the negotiation, 
investigation, and implementation involved in establishing 
consultation on a hospital ward with the marketing phases of 
research and development, manufacturing, and merchandiz- 
ing. He stressed the impact of ''image'' on the consultation's 
efficacy for the patient and the referring physician. Thus Dr. 
Guggenheim implicitly accepted Lipowski's assertion (1) 
that psychiatric-therapeutic consultation should be defined 
narrcwly in a medical context. Lipowski contrasted this with 
community mental health consultation, which he dismissed 
as ''social-reformist.'" Lipowski suggested that psychiatrists 
have no particular training or expertise for community men- 
tal health consultation. Shore and associates (2) correctly 
noted that Lipowski's position reflects too restrictive and in- 
complete a model of psychiatric consultation. Thev argued 
that both consultation-liaison psychiatry and community 
mental health consultation are relevant obiectives in the core 
training of the general psychiatrist, and that the latter model 
need not exclude a focus on patient care. I strongly support 
the position of Shore and associates, as clearly delineated by 
Caplan (3) in his model of ‘‘client-centered case consulta- 
ton.” 

Guggenheim’s marketplace model was particularly inter- 
esting to me as applied to consultation-liaison, for I have ap- 
plied such a model to community mental health consultation 
in an unpublished paper ("Mental Health Consultation and 
the Marketplace") on work done at the Mental Health Study 
Center of the National Institute of Mental Health. One major 
difference in our approaches has to do with the role of sales- 
man for the psychiatrist in establishing the consultation. In 
consultation-liaison psychiatry, selling is crucial in the im- 
plementation of the consultation and thus is intimately re- 
lated to the consultant's image. In mental] health consulta- 
tion, on the other hand, salesmanship is most frequently re- 
quired in initiating the contact with a given community 
agency. In contrast with consultation-liaison, mental health 
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consultation frequently is not requested by an agency, and 


, the nes is required to convince an agency director or 


care-ziver thd( mental health expertise is required to help in 
the rr:plementation of a program or service delivery. The 
goal >f establishing a consultation contract in such a setting 
requires that the psychiatric consultant be active in initiating 
the contact and pushing the product and inventive in pre- 
sentixg the consultation package and tailoring it to meet the 
consmitee's needs. 

One issue that Dr. Guggenheim did not address, but which 
relates to the salesman role in both consultation models, is 
whetier the psychiatrist wants to assume such a role. A 
salesman identity — with its product-oriented, active, and ag- 
gressive features—is often antithetical to the reflective, of- 
fice-criented stance of the psychiatrist cum psychotherapist. 
As Shore and associates emphasized, specialized training 
for consultation, whether in a hospital or community con- 
text, is a prerequisite for competent service by psychiatrists 
in those vast marketplaces. 
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ANDREW P. MORRISON, M.D. 
Cambridge, Mass. 


Dr. Guggenheim Replies 


Sin: I was delighted to read Dr. Morrison's thoughtful 
note extending the marketplace model from the general hos- 
pital to the community agency. In both areas the consultant 
must 1) initiate the process by inserting himself into a system 
that has never, or not often, made use of a psychiatrist's 
servize, 2) educate a potential consultee into what can (and 
cannot) be reasonably expected as an outcome of the pro- 
cess, 3) negotiate a specific contract, 4) investigate the dis- 
ease cr unease, and 5) directly assist or orchestrate a reso- 
lutioa of the problem leading to further requests to replicate 
the process. 

Tte term ''salesman'' as a purveyor of the consultation 
process will no doubt make many psychiatrists uncomfort- 
able because of three salesman stereotvpes: the traveling 
salesman who takes advantage of young innocents (the farm- 
er's daughter), the used car salesman who deceptively mar- 
kets shoddy goods, and the door-to-door salesman who 
brief y kindles a perception of need of a nonessential item. In 
these instances, the salesman makes an opportunisitc and 
nongenuine contact for his narcissistic gratification or pecu- 
niary advantage. This contrasts markedly with the psychiat- 
ric consultant, whose profit is comprehensive care and 
whose financial reward is usually minimal indeed. Moreover, 
successful and satisfactory consultation work in a general 
hospital or a community agency is not facilitated by the 
"hard sell.” Rather, consultation work requires an approach 
that is low-key, open, friendly, and authentic, pointing to- 
warc a relationship that is flexible and enduring. 

Dr. Morrison errs when he says that only in community 
agencies must one work at initiating contacts. Among gener- 
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al hospital consultation service a comparison ¥ the widely 
different referral rates, as pr€ésented in Pny article, readily 
indicates that some consultation services do more initiating 
and augmenting of contacts than others: 

The task of '*opening up the territory” for the psychiatric: 
consultant (with the development of a perception of need 
and an inclination to have that need met) contrasts sharply 
with the office practice of psychiatry. The traditional psycho- 
therapist is surrounded by the familiar and the comfortably 
structured, with no peer review and little need to document 
or justify. Moreover, the office psychotherapist’s patient has 
sought treatment and enters with a perceived discomfort, of- 
ten convinced that he is seeking the right person with the 
right skills at the right time. 

Whether all psychiatrists want to be consultation psychia- 
trists or not is another issue. In a general hospital setting, 
those psychiatric residents who are uncomfortable in the 
medical model, do not like the sight of blaod, do not like to 
assume responsibility, express their identity by means of a 
dress code or behavior that can be labelled deviant by the 
nonpsychiatric staff, and who are unenthusiastic, rigid, enti- 
tled, insecure, and easily angered do not like working on the 
consultation service. Whether this relates to the ''salesman 
role" as outlined by Dr. Morrison is debatable. Usually 
those residents who find good role models doing consultation 
work will not mind the task of being a gentle, patient, alert | 
salesman. j 


FREDERICK G. GUGGENHEIM, M.D. 
Boston, Mass. 


Statistical Shortcomings? 


Sir: The article “Drug History and Tardive Dyskinesia’’ 
by Robert C. Smith, M.D., Ph.D., and associates (Novem- 
ber 1978 issue) was interesting and raises considerable con- 
cern. The authors may have shortened the article to fit the 
requirements of the Clinical and Research Reports section, 
but further information should be given so that others may 
properly evaluate their results. 

The authors gave no descriptive information on the types 
and dosages of medications taken or on the duration of total 
medication use. Nor did they indicate exactly how much flu- 
phenazine the patients took, which is obviously a significant 
factor since fluphenazine dosage correlated most highly with 
tardive dyskinesia. 

The use of proportions in their paper is hard to understand 
from either a statistical or clinical viewpoint. Correlating tar- 
dive dyskinesia score with the **proportion of total neurolep- 
tics patients received that was fluphenazine’’ confounds the 
issue. This ‘“‘proportion”’ is a calculation based on two val- 
ues. It is unclear whether the significant correlation is a re- 
sult of the amount of total fluphenazine taken or of total 
neuroleptics taken. The authors apparentlv try to control for 
this by partialling out the correlation between -otal amount 
of neuroleptics taken and tardive dyskinesia score. How- 
ever, this is not statistically sound. In the proportion the to- 
tal amount of neuroleptics was the denominator, which 
means that it was the reciprocal of total amount of neurolep- 
tics that was correlated with tardive dyskinesia score (al- 
though fluphenazine received was also a consideration). This 
seems inappropriate since a number and its reciprocal are 
not linearly related and correlations assume a linear relation- 
ship between variables. Therefore, correlating tardive dyski- 
nesia score with both the total amount of neuroleptics and 

© ang, 


1097 


LETTERS T "t 





with its recfbrocaljs questigable. A more mearingful statis- 
tical analysis wow involve Correlating total amount of flu- 
phenazine with tardive dyskinesia score and partialling out 
the correlation between total amount of flupheaazine taken 
-and total amount of neuroleptics taken. 

Other statistical analyses could be undertaken. The gist of 
this letter is simply that further information is needed to 
evaluate properly the meaning of this worrisome study. 


JEFFREY MATTES, M.D. 
Glen Caks, N.Y. 


Dr. Smith Replies 


Sır: Dr. Mattes is correct in suggesting that we did not 
provide more complete information because of the Clinical 
and Research Report length limitations. 1 will try to present 
some of the information that Dr. Mattes thought was rele- 
vant; we intend to publish the full data in other papers. Most 
patients in our sample had received neuroleptics for many 
years, some for as long as 17 years. However, the amount of 
neuroleptics a patient received varied considerably in the pa- 
tient sample. 

Summary statistics for the 1957-1974 period are as fol- 
lows: mean total neuroleptics=463 g, range-0-2507; total 
chlorpromazine equivalents of neuroleptic= 960 g, range=0- 
4264; and mean ratio of fluphenazine (milligrams) to neuro- 
leptics (grams)=3, range--0-100. 

For the 12 patients who received any appreciable amount 
of intramuscular fluphenazine between 1968 and 1974, 
the amounts of neuroleptics received were as follows: 
mean chlorpromazine equivalents of neuroleptic=749 g, 
range= 100-2273; and mean chlorpromazine ecuivalents of 
fluphenazine=77 g, range= 15-209. 

We used the ratio of fluphenazine to total neuroleptics as 
our main measure to correlate with tardive dyskinesia on 
empirical grounds; we found that this measure gave the high- 
est correlation or strongest relationship with the tardive dys- 
kinesia score. 

As we pointed out, the total amount of neurcleptics a pa- 
tient had received correlated negatively with terdive dyski- 
nesia score. This finding may have led Dr. Mattes to con- 
clude that the total amount of neuroleptics (i.e., the 1/x vari- 
able) may have had a large role in explaining the positive 
correlation of fluphenazine and tardive dyskinesia. How- 
ever, similar ratios with other neuroleptics as the numerator 
but with the same denominator (i.e., total neuroleptics) did 
not yield significant correlations. Therefore, we believe it 1s 
unlikely that the "reciprocal" 1/x was specifically respon- 
sible for the fluphenazine proportion correlation with tardive 
dyskinesia scores. Furthermore, the magnitude of zero order 
correlation between the fluphenazine proportior: and tardive 
dyskinesia (r=.29, p«.01) was not diminished when the total 
neuroleptics a patient had required was controlled in the par- 
tial correlation (r=.28, p<.01). In the total sample, the num- 
ber of grams of fluphenazine a patient had received was not 
significantly positively correlated with the tardive dyskinesia 
score in either the zero order correlations or the partial cor- 
relations controlling for total neuroleptics. When the correla- 
tion with tardive dyskinesia score used total grams or total 
chlorpromazine equivalents the patient received, no single 
drug showed a significant correlation with tardive dyskinesia 
score. Only the "proportion score” with fluphenazine yield- 
ed significant positive results. 


There may be statistical or methodologic grounds on 
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which specific measures in a drug history could be criticized. 
Because of the many variables and history of 
that characterize most drug history studies of,tardive dyski- 
nesia, I believe that a more important criterion of validity 
would be the replication of a finding across samples. As was 
mentioned in the original article, several other independent 
studies (1-3) using different samples in the United States, 
Canada, and England, each of which had different designs 
and used different statistical procedures, have arrived at sim- 
ilar findings—a significant association of tardive dyskinesia 
with depot fluphenazine (4). 

However, I believe the most one can conclude from these 
studies is that the findings concerning fluphenazine and tar- 


. dive dyskinesia are statistically very suggestive. It would be 


hazardous to make definitive clinical recommendations on 
the basis of the current data. A good controlled prospective 
study (at least 4 or 5 years) comparing several doses of depot 
fluphenazine versus other neuroleptic treatments in chronic 
schizophrenia is required. Such a study might provide a 
basis on which recommendations for changes in pharma- 
cotherapy regimens in schizophrenia could be made. 
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ROBERT C. SMITH, M.D., PH.D. 
Houston, Texas 


Lithium-Associated Nephropathy 


SIR: Hestbech and Aurell (1) recently reported a case of 
probable lithium-induced uremia in a patient who had been 
receiving regular lithium treatment for only 3 years. These 
authors mention that ''in a screening investigation (unpub- 
lished) 8 out of 110 patients treated with lithium for more 
than 6 months had signs of reduced renal function with a 
highest serum-creatinine of 2.2 mg/day." Rafaelson and as- 
sociates (2) have indicated that the incidence of interstitial 
nephritis, diagnosed by kidney biopsy in patients treated 
with lithium for 1 to 15 years, was approximately 10%. 

We conducted a preliminary investigation of 250 patients 
attending our lithium clinic during the past 12 years. We ex- 
cluded patients if they had taken lithium for less than 3 
months, if their records were incomplete, or if they had a 
raised serum creatinine prior to starting lithium. One hun- 
dred and forty patients remained who had been taking lith- 
ium for 3 months to 10 years. Of these, there were 11 pa- 
tients with plasma creatinines above 1.5 mg/day. The highest 
value was 2.3 mg/day, and the mean plasma creatinine was 
1.7 mg/day. The mean age of this group was 47.5 years, and 
they had been taking lithium for a mean of 44 months. 

The mean age of the 129 patients without renal impairment 
was 47.4 years. They had been taking lithium for a mean of 
48 months. Neither age nor duration of therapy appears to be 

S 


lypharmacy . 


V 


Am J Psycniatry 136:8, August 1979 


related to renal impairment in these lithium-treated patients. 
, This suggestsithat other factors, possibly drugs, may play an 
important cr Synergistic role in the development of this dis- 
order, as is the case with analgesic-associated nephropathy 


(3). 
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EDWARD W.D. Corr, M.D. 
GERARD IGEL, B.S. 
RONALD R. Fieve, M.D. 
Davip L. DUNNER, M.D. 
New York, N.Y. 


A Case of Withdrawal Dyskinesia 


Sin: In ""Orofacial Movement Disorder: Tic or Tardive 
Dyskinesia?" (Januarv 1979 issue), Bennett L. Leventhal, 
M.D., and Meredith Alden, Ph.D., claimed a 48-year-old de- 
pressed patient developed a psychogenic tic that responded 
to insight-oriented psychotherapy. However, the clinical 
data suggested the probability of an alternative explanation. 
The orofacial movements of the tongue, lip, chin, and jaw 
apparently developed after discontinuation of the patient's 
psychotropic medication—a combination of thioridazine, 
benztropine, and imipramine (dose unspecified). The move- 
ment disorder persisted during the first 6 weeks the patient 
took deanol (600 mg/day) and L-tryptophan (6 g/day). During 
the next month, however, the movements gradually dis- 
appeared, 

Withdrawal dyskinesia mimics the features of tardive dyski- 
nesia. Spontaneous remission usually occurs within 6 to 12 
weeks and no specific treatment is required (1). A diagnosis 
of tardive dyskinesia in this patient seems most unlikely. She 
had ne history of prolonged antipsychotic treatment and her 
dyskinesia appeared only after drug withdrawal. Psycho- 
genic tics rarely, if ever, present with extensive perioral 
movements without the more commonly seen facial or peri- 
orbital tics. 

Diagnosing withdrawal dyskinesia in this patient does not 
vitiate the :mportance of emotional factors in movement ab- 
normalities. Heightened anxiety at certain stages of the pa- 
tients psychotherapy couid well have increased the in- 
tensity of her dyskinesia, as did the stress of preparing to 
leave the hospital. 

Unusual features in this patient included signs of park- 
insonism and nonspecific EEG abnormalities, both of which 
resolved bv the end of her hospitalization. The diffuse EEG 
may have reflected the central effects of her psychotropic 
medication. The parkinsonian signs may have been second- 
ary to self-administered or unreported neuroleptics or per- 
haps to unusual motor phenomena accompanying depressive 
illness. Spontaneous remission and the fact that the patient's 
tremor and gait did not worsen during deanol therapy make a 
diagnosis of Parkinson's disease unlikely. However, signs of 


parkinsonism and orofacial dyskinesia at different stages of 
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treatment point to an enhang@d sensitiyity oM the extra- 
pyramidal system to anticholinergic and Zlopamine-blocking 
compounds. 
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GEORGE GARDOS. M.D. 
Boston, Mass. 


EEG Observations in Confirming Neurotoxicity 


Sir: I was encouraged by the study of Richard Abrams, 
M.D., and Michael Alan Taylor, M.D., reported in "EEG 
Observations During Combined Lithium and Neuroleptic 
Treatment’ (March 1979 issue). Out of a total of i31 pa- 
tients, Drs. Abrams and Taylor found that 13 wao were re- 
ceiving lithium plus haloperido] did not demonstrate a higher 
incidence of EEG abnormalities than those who were re- 
ceiving lithium or haloperidol alone. 

I have presented evidence (1) that the combination of lith- 
ium and thioridazine results in a different neurotoxicity than 
Cohen and Cohen (2) observed in patients on lithium and 
haloperidol. Cohen and Cohen’s patients showed primarily 
extrapyramidal symptoms, many of which were irreversible, 
e.g., mask-like facies and dyskinesias. They also had high 
fevers during the acute phase. This syndrome seems similar 
to the hypothalamic extrapyramidal syndrome observed by 
Meltzer in patients taking fluphenazine enanthate and the 
neuroleptic malignant syndrome described by Delay and 
Deniker in patients taking haloperidol (3). Lethargy, CNS 
depression, delirium, seizures, abnormal seizure-like 
EEGs, and no evidence of extrapyramidal symptoms or fe- 
ver marked my patients. These completely reversible symp- 
toms seem quite characteristic of lithium neurotoxicity. 

Furthermore, Pandy (personal communication) demon- 
strated that phenothiazines increase in vitro intracellular 
lithium levels; haloperidol is not a phenothiazine. Tedeschi 
and associates (4) showed that seizure act:vity occurs more 
often witk low-potency phenothiazines such as chlorproma- 
zine and thioridazine. High-potency phenothiazines cause 
more extrapyramidal problems and have greater pharmaco- 
logic similarittes to haloperidol. 

I was recently consulted about a 61-year-old manic-de- 
pressive woman who had had a tbad reaction” to lithium 
during a manic attack 2 years ago. Her records from another 
hospital documented the unsuccessful treatment of a mania 
with thioridazine. When lithium was added, the patient ex- 
hibited confusion, slurred speech, and affected memory. Her 
EEG was abnormal and showed "some form of metabolic 
toxicity with diffuse slowing." The lithium level was 0.9 
mEdq/liter. The thioridazine dose was 150 mg/day. When lith- 
ium was discontinued the patient improved. Two years later 
the patient now takes lithium alone, 0.9 mEg/liter, and her 
EEG is normal. 

In another case, lithium was prescribed for a 21-vear-old 
manic-depressive man because his family claimed he had 
previously responded well to it. The patient was already tak- 
ing fluphenazine. When lithium, 300 mg t.i.d.. was added 
the patient's thinking became fragmented. He was extremely 
drowsy and difficult to arouse. His EEG was | abnormal with 
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evel was 0.9 mEq. liter. When 
fluphenazine was discontinued the patient imprcved rapidly 
on lithium maintenance. 





The above evidence and my previously repor-ed cases of 


combined lithium and phenothiazine toxicity cortradict Drs. 
Abrams and Taylor's negative findings. I belie-e the EEG 
can confirm and clarify the diagnosis of neurotoxicity in cas- 
es of poor response and general deterioration in patients re- 
ceiving combined therapy. 


There is no conclusive evidence that the combination of- 


lithium and phenothiazines is superior to eithe- lithium or 
phenothiazines alone in treating acute mania or manic-like 
episodes..Since these neurotoxic episodes can appear with 


small dosages of phenothiazines (especially thioridazine) and: 


therapeutic levels of lithium (below 1.0 mEg/liter), it seems 
prudent to avoid the combined use of lithium and neurolep- 
tics as much as possible. 
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GOTTFRIED K. SprigG, M.D.’ 
Cleveland, Ohio 


Drs. Abrams and Taylor Reply 


SIR: Despite Dr. Spring's current opinions, he specifically 
recommended in his paper (1) that EEG monitoring be rou- 
tinely obtained for all patients receiving combiaed lithium 
and neuroleptic drug therapy. Haloperidol is a neuroleptic 
drug widely used in combination with lithium (2), and our 
data fail to support any need for EEG monito-ing of this 
combination. If Dr. Spring has now changed his recommen- 
dation to suggest obtaining an EEG in patients with a poor 
response and general deterioration on combined therapy, we 
can only agree. ` l 
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RICHARD ABRAMS, M.D. 
MICHAEL A. TAYLOR, M.D. 
‘. North Chicago, Ill. 
Tricyclics in Elderly Patients 


SIR: Institutionalized geriatric patients are oft2n referred 
for psychiatric consultation because of agitaticn, paranoia, 
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and behavioral symptoms presumed to be secondary to or- 
ganic brain syndrome. Of 76 consecutive refergals, I consid- 


ered 63 to have some component of affective diSorder, usual- - 


ly depression, and all seemed to be appropriate candidates 
for a trial of tricyclic antidepressant medication. 

These 63:patients were each given protriptyline, 10 mg in 
the morning, and, no other psychotropic medication. Their 
average age was 81.4 years. Fifty-eight of these patients 
were kept on the medication for 4 weeks or more. The other 
5 patients ,had their medication stopped either’ at their 


request or by their internists. 


Of this group, 34 patients showed a reduction in the symp- 
toms for which they were referred. In general, my. impres- 
sion is that patients do better on protriptyline than neurolep- 
tics for symptoms often thought to be due to organic brain 
syndrome, ‘especially when withdrawal, confusion, fears, 
and aggressiveness are treated. Also, there is a sense of well- 
being that appears earlier than the antidepressant effect, 
which may take weeks. Further, the drug is better tolerated 
than sedative antidepressants. 

The reluctance to use protriptyline in patients of advanced 
age may not be justified. A scientifically designed research 
project is needed to clearly establish what place, if any, such 
a drug has in our therapeutic repertory. 


SETH FiELDING, M.D. 
Bronx, N.Y. 


Psychosomatic Semantics 


Sır: Toksoz B. Karasu, M.D., wrote a comprehensive and 
well-organized review, "Psychotherapy of the Medically 
Ill" (January 1979 issue), but the title was, misleading. He 
focused on patients with so-called ' ‘psychosomatic dis- 
eases," not on patients with medical illnesses in general. A 
more appropriate title would have been ""Psychotherapeutic 
Approach to Patients with Psychosomatic Illnesses." Dr. 
Karasu’s review demonstrated the futility of separate cate- 
gorization of certain somatic ailments. Creating an artificial 
category of “psychosomatic” diseases violates the funda- 
mental concept of the human organism as a basic unit that 
cannot be divided into somatic and psychic components (1). 
No specific correlation exists between certain psychic stress - 
and a specific somatic manifestation. No somatic illness will 
develop, regardless of the length and severity of the psychic 
trauma, without a basic predisposition or vulnerability of the: 
target organ. The role of the psyche is contributory but 
rarely etiological. On the other hand, most somatic problems 
can and will be manifested in psychic symptoms. In either 
case à vicious cycle could develop in which somatic and psy- 
chic symptoms feed on each other (2). 

Life changes and illnesses have correlations (3), just as 
physical illnesses can be manifested as psychiatric illnesses. 
Labeling certain diseases as “psychosomatic” creates an arti- 
ficial problem by diverting attention from the whole organism. 

Almost all of the studies Dr. Karasu surveyed failed to 
evaluate the quality of somatic treatment of these illnesses, 
1.e., the methods and human approaches of the treating per- 
sonnel toward patients. The Stanton-Schwartz phenomenon 
is well-recognized in the psychiatric literature and applies in 
liaison psychiatry but was not cited in the article. Psycho- 
therapists should coordinate therapeutic intervention with 


the inedical care.of the patient (3). Why is this subject ne- . 


glected when it is an integral part of the psychotherapy of the 
medically ill? 


X 
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: My .ast point relates to a general shortcoming of all medi- 
M cal puolicatiogs in this country. Of his 73 references, Dr. 

Karasu cited Qnly 2 from non-English language literature. 
This fzult is not unique to Dr. Karasu's article. This is a na- 
tional zrippling disease, strictly psychic, that I would term 
‘local patriotism.” 
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EMERY BERCZELLER, M.D. 
New York, N.Y. 


Dr. Karasu Replies 


SIR: I share Dr. Berczeller's concerns but feel they go 
beyond the scope and intentions of my paper. The ‘‘mis- 
leading” title is certainly a case in point. After grappling with 
the problem, I deliberately chose the more generic term 
"medically ill" over “‘psychosomatic illness.’ I hoped to 
counteract an anachronistic terminology that erroneously 
reifies the mind-body dichotomy. Thus I intended to avoid 
the latter term by introducing a more global title. 

I also agree that the neglected ‘‘human’’ approaches area 
deserves much greater attention from psychotherapists of 
the medically ill. However, we should not fault this select 
group of clinicians alone; we could lodge a similar charge 
against all medical practice that fails to ensure that such es- 
sential factors are a given of good treatment. Coincidentally, 
Dr. Berczeller's only reference to the kind of coordinated 
efforts we all prefer to see in the field (his reference 3) ap- 
peared in the literature after I completed my review. 

Witk respect to the paucity of non-English references, I 
thank Dr. Berczeller for sparing me the full burden of this 
phenomencn. It was not a premeditated oversight, nor 
would I ca] it an instance of crippling ''local patriotism.” 
Rather, this paucity stems from more mundane and practical 
considerations, such as what literature is available and most 
likely to reach and be absorbed by largely English-speaking 
audiences, who in turn read the American Journal of Psy- 
chiatry. 


Toxsoz B. Karasu, M.D. 
Bronx, N.Y. 


Antithesis in Creativity 


Str: The concept of Janusian thinking proposed by Albert 
Rothenberg, M.D., in "Einstein's Creative Thinking and the 
General Theory of Relativity: A Documented Report (Jan- 
uary 1979 issue) seems unnecessary. Dr. Rothenberg defined 
Janusian thinking as the precursor of the creative leap, the 
process of "actively conceiving two or more opposite or 
antithetical concepts, ideas or images simultaneously.’ To 
Bronowski (cited in reference 1), creativity is ‘‘the finding of 
a new unity in the variety of nature," and the finding of 
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‘likeness between things whic 
fore.” . 

Unlike Bronowski, Dr. Rothenberg fáils to connect the 
disparate elements, thus leaving them in paradox rather than 
in synthesis. More importantly, Rothenberg specifically ° 
states that the elements must be ''opposite" or ‘‘anti- 
thetical," rather than merely different. f 

Such oppositeness (a less imposing term than ''Janusian"") 
is neither necessary nor sufficient for creative thinking. Is a 
rose ''opposite" to Romeo, except insofar as Shakespeare 
makes it so in the well known line ''a rose by any other name 
would smell as sweet," which connects the flower and the 
lover by sound, fragrance, and other deligats? Also, any of 
us can conceive the sun and moon in any sort of relation- 
ship— dancing around a maypole, for example—but is such a 
‘conceiving’ creative per se? It can be so characterized on- 
ly insofar as the connection thus conceived is later verified 
either scientifically by experiment or artistically by the aes- 
thetic testing process in the world over time. Rather than 
having discovered a new, central aspect of the creative pro- 
cess, Dr. Rothenberg has merely described ard named a 
stage sometimes occurring within that process. 

Dr. Rothenberg also failed to make the necessary dif- 
ferentiation between the creative leap and the entire creative 
process within which that leap is a necessary but not a suf- 
ficient part. The leap is the relatively intuitive and implicit 
second step of the creative process. The first step is the'ex- 
plicitly conscious accumulation of data and techniques; the 
third is the equally explicit verification of the product of that 
leap. These three steps, repeated again and again, constitute 
the creative process. 

Dr. Rothenberg's emphasis on the passion of the creative 
experience is both accurate and important. [ also pointed 
this out in a paper 19 years ago (1). Too often psychiatrists 
erroneously judge such passion as ‘‘sick, ' thereby inhibiting 
it —and creativity itself. 


ere no#thouget alike be- 
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NATHANIEL S. LEHRMAN, M.D. 
Brooklyn, N.Y. 


Dr. Rothenberg Replies 


Sir: In my article on Einstein's creative thinking and in 
numerous other places, I specified that Janusian thinking, 
although important, is one factor in the creative process. As 
I noted in my article, "The complete development of the 
general theory of relativity depended on the previous con- 
ception of the special theory [and] Einstein's erormous ca- 
pacities for deductive and inductive logic, for combining and 
separating symbols. ..." Dr. Lehrman's insistence that 
there are particular sequential steps in every creative pro- 
cess neither is new (1) nor is it borne out by any system- 
atically collected empirical data on the creative process (2). 
What he calls the "relatively intuitive and unexplicit"" crea- 
tive leap, however, is what I have described as the explicit 
and rational] process of Janusian thinking. This process does 
not consist merely of the admittedly less imposing idea of 
oppositeness but of conceiving opposites or antitheses si- 
multaneously. Such simultaneous opposition is not necessar- 
ily manifest in a final created product, such as a line from a 
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Shakespeafean pl$y, but it X an important aspect of the pro- 
cess of creating such lines. 

As for Dr. Lehrman’s article on creativity and Bro- 
nowski's definition, copious definitions as well as specula- 
' tive and other types of accounts of creativity exist. This 1s 
evidenced by the more than 9,000 citations in our two-vol- 
ume bibliography on the topic (3, 4), in which Dr. Lehrman's 
article was cited. Janusian thinking is not a definrtion of crea- 
tivity nor of any overall result such as finding nzw likeness- 
es;itis an empirically discovered type of cognition operating 
in the creative process. 
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ALBERT ROTHENBERG, M.D. 
Š Monroe, Conn. 


Has Hysteria Decreased? 


Sır: Hysteria holds an important place in the history of 
psychiatry. From the literature and conversations with col- 
leagues I have gotten the impression that the mcidence of 
this disorder has declined. Some explain this epparent de- 
cline by pointing to the increasing psychological sophisti- 
cation of the general population. The symbolic aspects of 
hysterical disorders are so easily recognized today that hys- 
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teria no longer reaps the gains it did at the turn of the cen- 
tury. As part of my interest in cultural psychiatry, I have, 
attended numerous religious and “‘psychic’’ diagnostic and 
healing meetings. 1 believe hysteria in many forms thrives 
among the leaders and participants of these groups. Many 
hysterical individuals have abandoned psychiatric clinics for 
more culturally sympathetic settings where altered states of 
consciousness and conversion symptoms are welcomed and 
even encouraged. I would appreciate comments from col- 
leagues who either share or dispute my conjecture. 


ARMANDO R. FAVAZZA, M.D., M.P.H. 
Department of Psychiatry 

University of Missouri-Columbia 

|. 603 Stadium Rd. 

Columbia, Mo. 65201 


Corrections 


In "Depression: New Evidence in Support of Biological 
Differentiation” by Paul E. Garfinkel, M.D., Jerry J. Warsh, 
M.D., Ph.D:, and Harvey C. Stancer, Ph.D., M.D., in the 
April 1979 Special Issue, the figure legend on page 536 
should accompany the figure on page 537 and the legend on 
page 537 should accompany the figure on page 536. 

In the May 1979 issue, in "Research on the Psycho- 
social Treatment of Schizophrenia: A Summary Report” by 
Loren R. Mosher, M.D., and Samuel J. Keith, M.D., refer- 
ence 62 should be "McCranie EW, Mizell TA: Aftercare 
for psychiatric patients: does it prevent rehospitalization? 
Hosp Community Psychiatry 29:584-587, 1978.” 

There was also an error in ‘‘The Psychotic Curse," by 
Robert J. Pary, M.D., in the May 1979 issue. In the case 
report, the first sentence should read, ‘‘The patient was a 
29-year-old woman... ."' 

The staff regrets these errors. 
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American Psychoanalysis: Origins and Development. The 
Adolf Meyer Seminars, edited by Jacques M. Quen, M.D., 
and Erw T. Carlson, M.D. New York, N.Y., Brunner/Mazel, 
1978, 229 pp., $15.00. 


The 2ditors’ modest introduction to this collection of lec- 
tures, which were given at the Cornell Medical Center be- 
tween .973 and 1976 makes no claim to provide a systematic 
history of psychoanalysis in the United States. However, 
their choice of topics creates a surprisingly coherent and 
readab.e account of analysis in this country, its place in our 
intellectual and scientific thought, and the differences in its 
develo»ment from comparable analytic groups in Europe 
and Scuth America. If some issues raised by these essays 
sound »verly familiar today, we must remind ourselves how 
recently the study of analysis became an accepted area in the 
history of 1deas. Only within the past decade has a new gen- 
eration of professional historians—John C. Burnham, Na- 
than G. Hale, Jr., and others— supplanted the few special- 
ized or parochial histories by analysts who had participated 
in its development. Thus, Burnham, Barbara Sicherman, 
and Dorothy Ross, whose lectures appear in this series, are 
among those "new'' historians who have made these issues 
familiar. 

Natr rally there are repetitions and omissions: the role of 
J.J. Putnam as our ‘‘first psychoanalyst,” for example, and 
the infiuence of the Menninger Foundation in the dissemina- 
tion of analysts and analytic thought, are not emphasized. 
Excep for George Pollock's robust history of the Chicago 
Institu:e for Psychoanalysis, the widespread *‘colonization’’ 
of the Midwest and West Coast by European émigrés is not 
dealt with. More detailed economic history would be helpful, 
especially in understanding the effects of government grants 
for res2arch and training on psychoanalytic expansion from 
1948 to 1968. 

This lecture series is outstanding for its treatment of two 
areas: 1) the pre-analytic cultural and scientific background 
in Europe and the United States that influenced the initial 
recept:on of Freud's discoveries and 2) the tendency toward 
organizational splits that seems inherent in the psycho- 
analytic movement, both here and abroad. The first area is 
repres2nted by four essays that address themselves to the 
now fzmiliar question, Why did Freud's ideas flourish more 
vigorously in the United States, a land he never loved, and 
not in the ‘‘ancient centers of culture’’ where Freud predict- 
ed, in 1914, that the decisive battles over psychoanalysis 
would be fought? 

Hannah Decker explores the European resistances to 
analyss, corrects the overemphasis in Freud and Jones on 
the unzelenting hostility of their scientific colleagues, and in- 
dicates that many factors in the European literary and artis- 
tic zestgeist favored the ‘discovery of the unconscious." 
She concludes that Freud's isolation from the European 
medical community was partly self-imposed and that his 
broad intellectual appeal was more congenial to writers and 


critics than to the narrowly specialized medical periodicals 
of the day. Barbara Sicherman deals with the favorable re- 
ception of analysis in the United States by skillfully synthe- 
sizing of the American medical scene at the turn cf the cen- 
tury and the popular psychotherapy movements with their 
interest in unconscious phenomena. She emphasizes the im- 
portance of Adolf Meyer in transforming the nineteenth-cen- 
tury alienist into a psychiatrist, '*a user of biography" con- 
cerned with *'the whole man interacting with a total environ- 
ment." Dorothy Ross, in a sympathetic study of William 
James and G. Stanley Hall, points out elements in their 
thought about ‘‘feeling-instincts,’’ levels of consciousness, 
and ‘‘an archaeology of mind.” These concerns predisposed 
them, and other early psychologists, to accept Freud's gen- 
eral conceptions of a dynamic unconscious, a theory of in- 
stincts and the childhood determinants of adult personality, ' 
although they rejected Freud's specific concepts of infantile 
sexuality. 

John C. Burnham's essay is important for its broad ap- 
proach to the reciprocal influences between analytic con- 
cepts and popular culture. He shows how often Freud's in- 
fluence was transmitted not only by analytic societies and 
institutes but ''piecemeal, carried by cultural agents who had 
little or no comprehension of the total work of Freud." He 
describes two phases, one at the turn of the century in the 
optimistic climate of Populism and the ** Age of Reform’’ and 
the other in the 1920s and 1930s, with the rise of a new liberal 
intelligentsia who welcomed analysis as an element in cos- 
mopolitan culture. Burnham emphasized the substantial suc- 
cess of analysis ‘‘in maintaining an international character,” 
just as European refugee scholars, architects of the 
Bauhaus, and nuclear physicists were also welcomed in their 
flight from Naziism. Burnham also indicates the influence of 
analytic concepts on military psychiatry during World War 
H and the effect of this exposure on the vast postwar expan- 
sion of psychoanalysis. His conclusion, that analysis has al- 
ways represented an extreme position exerting a powerful 
influence on more conventional and eclectic approaches, is 
convincing and modest. There is no reason to doubt that this 
influence will continue. 

The second interesting area explored in this book is the 
phenomenology of dissension and splitting within analytic 
groups. Three papers focus on this topic. D'Amore's history 
of the early American Psychoanalytic Association illumi- 
nates the conflicts between the American and the New York 
Societies as well as those among Brill, Meyer, and William A. 
White. D'Amore also corrects some serious errors in Obern- 
dorf's account that have been repeated uncritically by many 
historians. Donald L. Burnham's study of "the Washington- 
Baltimore experience” is an admirable case study of the gen- 
eral phenomenon of organizational splitting, and Marianne 
Horney Eckhart's essay performs the same valuable service 
in unraveling the tangled threads that led to the formation of 
the "Washington School’ and the Academy of Psychoanaly- 
sis. Both papers may offer too many details for the average 
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reader, buf their complexes are handled wizh clarity and 


human warmth, and these etails are important for future 
historians. 

The two last papers, by Earl W. Witenberg end by Arnold 
` M. Cooper and Robert Michels, almost suggest an ecumeni- 
cal, or even therapeutic, intent on the part of the editors. In 
choosing Witenberg and Cooper and Michels to write on the 
future of analysis, they represent, respectively, the Ameri- 
can Academy of Psychoanalysis and the Ame-ican Psycho- 
analytic Association. Both papers make many useful points 
about the structure of institutes and societies and the Ameri- 
can tradition of restricting the practice of analysis to physi- 
cians. They suggest the possibilities of change in this tradi- 
tion and discuss the recent tendency for analysis to accept 
theoretical revisions and new or once-deviam viewpoints. 
Witenberg proposes that the ideological differences among 
all "schools" of analysis are less important than their prin- 
ciples in common, and Cooper and Michels' last paragraphs 
contain many truthful and some merely hopeful suggestions 
about our future. Most analysts would agree that ‘‘as long as 
man has an interest in understanding his owr nature, psy- 
choanalysis will have a future.” 

There is an element of defensiveness and sp2cial pleading 
in these last two essays that may be unavoidable after the 
changes in the position of analysis during the past decade. 
. Perhaps the time is not yet ripe for rediscov2ring Freud's 
sképticism about the therapeutic effects of psychoanalysis 
and his deprecation of therapeutic zeal as a peculiarly Amer- 
ican preoccupation. If we could regain some of his skepti- 
cism, the so-called decline of psychoanalysis might seem a 
healthy corrective in its development. Instead of questioning 
the future of analysis, we may be witnessing a return to 
Freud's earlier ideal concept of analysis. In 1226 he hoped 
that analysis would remain a specialized method of self-un- 
derstanding that appealed to a small number of physicians 
and nonphysicians who found its results valuable for their 
own sake or for their application to other disciplines, includ- 
ing psychotherapy. 


SANFORD GIFFORD, M.D. 
Boston, Mass. 


The Psychoanalytic Study of the Child, Vol. 33, edited by Al- 
bert J. Solnit, M.D., Ruth S. Eissler, M.D., Anna Freud, 
LL.D., D.Sc., Marianne Kris, M.D., and Peter B. Neu- 
bauer, M.D. New Haven, Conn., Yale University Press, 
1978, 652 pp., $22.50. 


The current volume of this annual, which has long been an 
important fixture in the psychoanalytic literature, has 24 
contributions in addition to articles on memory by Rudolph 
Loewenstein and Edith Jackson. As usual, they are arranged 
in categories: Theoretical, Problems of Deve.opment, The 
Psychoanalytic Process, Clinical, and Applications of Analy- 
sis. 

The first two pieces in the theory section are concerned 
with transitional phenomena. The concepts cf transitional 
objects and phenomena were introduced by the British ana- 
lyst D.W. Winnicott in 1951. He showed that a part of nor- 
mal development is the infant's acquisition of the transitional 
object, its first ‘“‘not-me’’ possession, such as a blanket or 
stuffed toy, which serves as a bridge between irner and outer 
reality. The transitional phenomenon is the infantile equiva- 
lent of illusion. The good-enough mother understands it in- 
tuitively and does not question its meaning tc the child. It 
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provides the child with its first experience or basis for expe- 
rience, that which stands between mental life and the world 
of objects. In time, the good-enough mother permits and fos- 
ters disillusionment, but the transitional experience is pre- 
served throughout life in terms of the experiencing of art, 
religion, and creative work (1). One of the authors in the 
theory section believes that young adolescent boys, who 


strenuously defend against the development of a full trans- ' 


ference neurosis, present transitional phenomena that tend 
to represent and give clues to the analyst about the warded 
off positive aspects of transference. In other words, the child 
might be able to relate positively to the analyst through an 
inan:mate possession or a mutual interest long before he can 
directly express himself. The other author in this section at- 
tempts to theoretically integrate the psychoanalytic, experi- 
men:al, ethological, and cross-cultural studies of the phe- 
nomenon. There is, for example, a discussion of the question 
whether we ought to view the transitional object and phe- 
nomenon as something that is "internalized'"" by the infant 
and thus participates in the formation of the self as a psychic 
structure or as evidence of the way the child’s self or ego 
structure is functioning at the time. 

“Trauma and Affects” is an attempt, through a detailed 
review of the literature, to compare and contrast infantile 
and adult trauma. The author believes an important dif- 
ference is in the role of affects: in the infant, trauma floods 
the organism with ‘‘affect precursors,” but in the adult the 
affects are signals of the danger, not equivalent to it. An ar- 
ticle studying Freud's uses of the term "projection" includes 
seven pages of references, although it pointedly excludes 
Kleiaian and object-relations points of view. In a paper titled 
""Self-Objects and Oedipal Objects,” the author juxtaposes 
the theoretical contributions of Anna Freud and Heinz Ko- 
hut to examine the developmental pathology of the forma- 
tion of the self as opposed to the conflict-based psycho- 
pathology of patients whose environment has been good 
enough to provide them with a cohesive self. 

In the section on problems of development, there is an 
article on developmental aspects of the verbalization of af- 
fects. It uses verbalization of feelings as an example of an 
ego function that requires accepting participation by the 
mother in order to fully develop. A paper on the transference 
and developmental issues in the analysis of a prelatency-age 
chilc illustrates how complicated the transference picture is 
in work with children of this age, particularly because of the 
ongcing development of the personality. Another paper fo- 
cuses on cognitive factors in the use of psychoanalytic re- 
construction with child patients. The author refers to the re- 
search of Piaget and uses illustrative case reports of pre- 
school, latency-age, and adolescent children. A contribution 
titled ** Adolescent Suicide, Maternal Longing and Cognitive 
Development” proposes first that the tendency to suicide is 
heightened in adolescence by the inevitibility of the loss of 
the maternal object and, second, that the risk is further 
heightened by a specific cognitive defect characteristic of 
this stage of life. This author also relies heavily on Piagetian 
theory of intellectual development. 

A paper on narcissistic transference and countertransfer- 
ence in adolescent treatment contains some brief clinical vi- 
gnettes but is, in essence, a theoretical application of the 
concepts of Kohut in treating narcissistic character disorders 
to the treatment of the adolescent. The implied equation of 
the adolescent phase of development with pathology of the 
self was not convincing to me. i. e 

In the section devoted to the psychoanalytic process there 
are three articles devoted to the process in childhood, ado- 


w 


Am J Psychiatry 136:8, August 1979 


lescence, and adulthood. Samuel Ritvo discusses child anal- 
. ysis fom the points of view of the limitations of the child's 

' intellect, the’ fact that the work is taking place during the 
formétive vears, and the concept of the ‘‘basic transfer- 
ence.” The idea of basic transference is related to Loewald’s 
idea that the child’s psychic structure and development are 
influenced by interaction with an ''external center of psychic 
activity,” which ordinarily is the parent but is the analyst in 
the treatment situation (2). The author of the piece on the 
analytic process in adolescence places strong emphasis on 
the developmental task of establishing a ‘‘final sexual organi- 
zation.” Tne essence of adolescent psychopathology is a 
failure to integrate the physiologically mature body in the 
self representation; that is, the developmental task is to es- 
tablish sexual identity. The reconstruction, analysis, and 
work ng through of the ''core fantasy" as expressed and 
reexrerienced in the transference is the sine qua non of anal- 
ysis w:th the adolescent patient. By core fantasy the author 
means the individual's ‘‘central masturbation fantasy," 
which is a universal phenomenon and contains the essentials 
of the Oedipus complex and its sequelae (3). There is a con- 
cise, classical exposition of the psychoanalytic process in 
the adult, listing the advantages and disadvantages the adult 
has in comparison with the child patient but emphasizing 
that the essence of the process is the same for analysands of 
all ages. 

In the clinical section there is a paper using the analysis of 
a patent with postpartum depression to demonstrate the use 
and value of analytic reconstruction to investigate the validi- 
ty of psychoanalytic theory, especially when that recon- 
struczion is combined with developmental data obtained 
from direct observation of infants and children. Another em- 
phasizes the experience of the patient in analysis and the 
importance of the patient’s reporting experiences as distinct 
from feelings, as such, during free association. The author 
advocates training patients in the art of self-observation so 
they will be able to report experience rather than just 
thoughts and feelings. He uses the Isakower phenomenon 
and Lewin's dream screen phenomenon to illustrate the im- 
portant difference of the additional dimension that distin- 
guishes analytic experience from thoughts and feelings expe- 
rienced while on the couch. 

A paper titled ‘‘The Mother's Eye’’ is about the role of 
visual experiences, particularly eye-to-eye contact between 
infant and mother, in the development of the self and of ob- 
ject relations. There is a contribution by a German analvst 
exploring determinants of the self-perpetuation of Naziism. 
He found that his patients' anti-Semitic attitudes were based 
on early identifications with their war-criminal parents and 
represented an attempt at revenge for their parents' fate after 
the war. A paper based on the analvsis of a prelatency-age 
boy with a dog phobia provides a provocative comparison of 
the validity of the object-relations-developmental point of 
view versus the classical psychoanalytic conflict model of 
understanding phobia. 

The papers in the applications category are really in the 
reading-for-pleasure category. at least the first and second 
are. These are about Freud and Thomas Mann, respectively. 
K.R. Eissler artfully attributes Freud's phenomenal literary 
talent, in »art, to adolescent trauma, particularly a bitter- 
swect summer romance. He believes adolescence is the most 
impcrtant period for the establishment and nourishment of 
creativity. A piece based on the life of Thomas Mann and on 
his trilogy Joseph and His Brothers has as its thesis that the 
Josesh story allowed Mann to make restitution to himself 
and to the world for the nationalistic, Teutonic stance he 
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repudiated when the Nazis cage to power. Thi§ repudiation 
led to his self-imposed exile from Germany for fhe remainder 


of his life. The author juxtaposes that thesis with the more 


‘ traditional psychoanalytic view that an author's life experi- 


ence and conflicts heavily influence the form and quality of 
his or her creative output. 

There is a study of Michelangelo through his several ver- 
sions of the Pieta, exploring the relationship between his in- 
fancy and the way he sculpted the Virgin and the relationship 
between Christ and his mother in the various statues. A 
study of children’s experiences with death and their reac- 
tions and fantasies in different developmental phases as seen 
through art and autobiographies deliberately excludes re- 
ports from the professional literature based on psycho- 
pathological situations. It is written in the spirit cf an inquiry 
as to how the clinician can best help a child when a loved one 
dies, whether it be a parent or a pet. Fittingly, the next pa- 
per, and the last one in the volume, is about fairy tales and 
their value in helping children deal with the inevitable fears 
and stresses of early development, particularly separation. 
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The Hyperactive Child and the Learning Disabled Child: A 
Handbook for Parents, by Paul H. Wender, M.D., and Es- 
ther H. Wender, M.D. New York, N.Y., Crown Publishers, 
1978, 134 pp., $6.95. 


Few developmental disorders in childhood are as puzzling 
as the syndrome of hyperactivity. Coupled with a learning 
disability, which is a frequent accompaniment of the syn- 
drome, it affects at least 5% of school-age children. Accord- 
ingly, this book reviews a topical area that is a major diag- 
nostic, treatment, and management challenge. Dr. Paul 
Wender, a child psychiatrist, and Dr. Esther Wender, a pedi- 
atrician, intended this book to provide a readily under- 
standable guide to this perplexing set of challenges for the 
parents of such children. 

The first five chapters of the book directly present, in lan- 
guage that is remarkably devoid of professional jargon, a bal- 
anced review of the diagnostic, causal, developmental, treat- 
ment, and prognostic dimensions of hyperactive children. 
Each of these aspects of the hyperactive child reflects the 
writers' clear grasp of modern approaches (e.g., attention to 
the multi-etiological determinants so often present, the need 
for treatment changes over time, and the nature and role of 
associated emotional and adjustment problems in both the 
child and his or her parents). The writers provide an ex- 
cellent format for discussing the complexities of the dis- 
orders without unduly clouding the issuz. Treatment and 
management approaches—especially psychopharmacologi- 
cal dimensions—are lucidly presented. For example, the 
section in chapter five titled '' Helpful General Principles and 
Techniques” is one of the best primers that I have seen for 
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helping parefits of developm 
stand their quandaty. 

Although the authors underscore the developmental ap- 
proach throughout the book, they directly review this area 
for parents in chapters six and seven. The level cf discussion 
remains clear, and positive approaches to special education- 
al interventions are presented within a context that reflects 
the latest findings on this topic. 

In summary, this is a balanced book in its approach to 
modern views and treatment intervention techniques in this 
often-seen syndrome of childhood. Beyond the book's goal 
of parent education, its excellent synthesis wili make it of 
major interest to colleagues in psychiatry, behavioral pediat- 
rics, developmental assessment clinics, and special educa- 
tion settings. I believe that this book will be a standard refer- 
ence for helping parents of hyperactive children. Accord- 
ingly, I highly recommend the book as an aid to parents. It 
should be widely disseminated and used. 


tally atypical children under- 


FRANK J. MENOLASCINO, M.D. 
Omaha, Neb. 


The Psychopath: A Comprehensive Study of Antisocial Dis- 
orders and Behaviors, edited by William H. Keid, M.D., 
M.P.H. New York, N.Y., Brunner/Mazel, 1973, 329 pp., 
517.50. 


This interesting and valuable book provides ¿n excellent 
overview of our current understanding of psychopathy and 
the boundaries of this problematic entity. It may be the most 
useful text on the psychopath since Cleckley's Mask of Sani- 
ty (1). 

The book is divided into three major sections. Part one, 
Perspectives on Psychopathy, begins with Wiliam Reid's 
chapter titled ‘‘Diagnosis of Antisocial Syndromes, which 
stresses the need to differentiate antisocial behaviors from 
character pathology. Like anxiety and paranoid ideation, 
antisocial acts cut across diagnostic classification. The 
equating of antisocial acts with psychopathy, which is espe- 
cially likely to occur in jail settings and emergency depart- 
ments, decreases the effectiveness of the clinician and ob- 
scures the results of the researcher. In chapter 2, ‘The Sad- 
ness of the Psychopath," William Reid describes the 
devastating, destructive impact of psychopathy not only on 
the afflicted individual but also on the troubled :ndividual's 
parents, mate, children, and community. Morrison, who 
writes about ‘The Antisocial Child: A Destiny of Soctopa- 
thy,” points out that antisocial disorders of childhood reflect 
a range of diagnoses. In ‘‘The Psychopath in Rural Areas," 
Howard Reid describes the psychopath's attraction to rural 
America and the effect of the psychopath on rural institu- 
tions. 

Part two, Syndrome Correlates, starts with Leaff's chap- 
ter, ‘The Antisocial Personality: Psychodynamic Implica- 
tions.” Leaff traces the major outlines of the developmental 
and psychoanalytic literature in the area of character neuro- 
sis and supplies a dynamic understanding of the psychopath. 
Talley provides ‘A Jungian Viewpoint” of the psycho- 
dynamics of psychopathy. In the next chapter, "Social and 
Familial Correlates of Antisocial Disorders," Rcckwell dis- 
cusses how social systems may influence the occurrence of 
antisocial behavior. (A related area, developed since pub- 
lication of the book, is the role of recent life events in precip- 
itating antisocial behavior.) Elliot's chapter on " Neurologi- 
cal Aspects of Antisocial Behavior ' is filled with interesting 
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and illuminating case material supporting his thesis that 


some neurological disorders, both developmental and ac- 


quired, contribute to antisocial behavior. í 

In “The Medical Model in Psychopathy and Dyscontrol 
Syndromes,” Monroe discusses and updates his work in this 
area. Hare and Cox, writing about ‘‘Psychophysiological Re- 
search on Psychopathy,” offer a discussion of the difficulties 
of selecting research subjects and of differentiating between 
psychopathic and nonpsychopathic criminals. They also sur- 
vey the psychophysiological correlates of psychopathy. 
Rada’s chapter, ''Sociopathy and Alcohol Abuse,” provides 
a lucid description of the relationship of alcoholism, sociopa- 
thy, and criminal behavior and the usefulness of dif- 
ferentiating between sociopathy and alcoholism. The need to 
distinguish between drug abuse and sociopathy is addressed 
by Grinspoon and Bakalar in their chapter, "Drug Abuse, 
Crime, and the Antisocial Personality: Some Conceptual Is- 
sues.” In "Genetic Correlates of Antisocial Syndromes.”’ 
William Reid reviews the burgeoning literature on genetic 
vulnerability to the development of sociopathic behavior. 

Part three, Treatment, begins with Carney’s description of 
"[npauent Treatment Programs," which focuses on the 
Patuxent experience. In ‘‘Outpatient Treatment of Psycho- 
paths,” Lion provides an informative discussion of this diffi- 
cult area. After writing about the issues of developing trust, 
dealing with anger and absences, acting out, payment, and 
referrals, Lion chronicles the slow and hazardous nature of 
achieving therapeutic gains with these patients. Kellner 
writes about the "Drug Treatment of Personality Disorders 
and Delinquents” and reports on some of the promising find- 
ings for pharmacological intervention in individuals labeled 
sociopathic if their predominant symptoms are uncontrol- 
lable aggression, impulsiveness, and labile mood. 

The book has some minor weaknesses. Some material is 
repeated in several chapters. The inclusion of treatment con- 
siderations in the sections devoted to other issues is dis- 
concerting at times. Most of the chapters are well written, 
but a few fall short of the overall high standard. In a book of 
this scope and merit, I would have expected to find a chapter 
on antisocial behavior and the psychoses. Chapters describ- 
ing the problems of dealing with individuals who make their 
way back and forth between the criminal justice system and 
inpatient and outpatient settings and acting out of neurotic 
conflicts with antisocial behavior would also have enriched 
the text. 

I warmly recommend this book. It provides a fine sum- 
mary of the current state of our understanding of the psycho- 
path. Both clinicians and researchers will find themselves re- 
warded for the time they invest reading this book. 
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J. RICHARD CICCONE, M.D. 
Rochester, N.Y. 


A Source Document in Schizophrenia: Whoever Had Most 
Fish Would Be Lord and Master, by Julius Laffal. Hope Vai- 
ley, R.I., Gallery Press, 1979, 367 pp., $19.95. 


To those readers to whom an understanding of language is 
central to understanding the working of the mind, this book 
has the most fish. The design and execution of this documen- 
tary study of one schizophrenic patient's spontaneous use of 
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language rotates the prism of language into a fixed dimension 
. „that permits leisured inspection and demonstration. Present- 
ed within the covers of this bock are the examination, explc- 
ration, and detailed study of the source material as well as a 
stepwise progression cf textual analysis to conceptual con- 
tent. The importance of the study is twofold: 1) the immedi- 
ate goal achieved is the demonstration of thematic content 
` that can be identified and understood, a content hidden by an 
obscure, abstruse, overtly incomprehensible language pat- 
tern, ar.d 2) the essence of this study, and I assume it is in- 
tended, lies in the illustration of a mode of inquiry, a progres- 
sion of observation, reasoning, and verifiable documenta- 
tion, that introduces a new format to the study of mentel 
phenomena, 

The spirit informing this book is the awareness of both a 
need and a potential for the development of understanding 
between human beings even when the surface of communi- 
cation seems to make it impossible. Dr. Brodie's succinct 
and clear introduction, tempered by clinical experience and 
encounters that he shares with the reader, sets the keynote 
of the studv—the schizophrenic world is designated ‘‘dif- 
ferent" but capable of meaning. 

The preface and section one encapsulate an overview of 
literature pertinent to the problems of schizophrenic lan- 
guage. Together with the listing of references in the appen- 
dix, these provide a ready and valuable source of informa- 
tion. The authoritative discussion carefully delineates lan- 
guage ‘‘alterations’’ and the “‘reorientation in language use" 
but abstains from overgeneralizing conclusions. The same 
closely reasoned approach is found in section four, which 
details the computer-aided concept analysis of the language 
protocol. This section may be of primary interest to the re- 
search worker. Section two gives a brief account of the pa- 
tient. 

The major purpose of the book as a source document of 
schizophrenia is section three, the presentation of verbatim 
transcribed interviews of the patient's language production. 
It is a generous gesture on the part of the author to make 
avallable material thus far nonexistent—namely, a viable 
documentation of the spontaneous use of language extended 
over a period of one and a half years. This section, which 
constitutes the body of the book, provides an authentic mini- 
ature laboratory in which the reader can explore and test 
percept:ons and hypotheses and, who knows, may emerge 
**a lord and master” of some aspect of this compelling prob- 
lem. 

This source document invites the reader to take the posi- 
tion of a spectator who views the inner landscape of a schiz- 
ophrenic world. It provides an invaluable text for the study 
of language as an investigative tool. 


MARIA LoRENZ, M.D. 
Belmont, Mass. 


Textbook of Clinical Psychopharmacology: Serial Handbook 
of Modern Psychiatry, Vol. III, by Herman C.B. Denber, 
M.D., Ph.D. New York, N.Y., Stratton Intercontinental 
Medical Bock Corp., 1979, 335 pp., $29.50. 


This volume is a marvelous collection of useful clinical 
pearls. It is also a well-referenced text on the use of psycho- 
pharmacological agents. Its polemical style, however, limits 
its usefulness for the naive student. The author, a respected 
clinical investigator, warns the reader that ‘the physician 
remains the last bastion of defense for patients, . . . and if 
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this line gives out, we may return to the era of alchemy and 
magic." This view exemplifies what Balint (l) suggested ts 
the ‘‘apostolic view" of the physician. Balint observed that 
physicians have a tendency to behave as if they were omnip- . 
otent healers with an implicit duty to convince patients of 
their absolute knowledge of what is right and wrong for 
them. The basis for this approach appears to be a confusion 
about the role of the medical model in psychiatry. A more 
constructive discussion of the role of the psychiatrist in men- 
tal health care would be an expansion of Lazare's work (2). 
He examined the medical model in contradistinction to other 
approaches, such as the behavioral model, the social model, 
and the psychological model. One recognizes that the physi- 
cian is the only health professional who can incorporate all 
four models into comprehensive treatment for his or her pa- 
tients. Whybrow (3) emphasized the positive elements of the 
medical model but demonstrated the subtleties of this ap- 
proach. Thus, attention to the medical model in a more com- 
prehensive context would be far more valuable to the begin- 
ning student. 

Denber accepts Freudian theory as one of the two great 
advances in the treatment of the mentally ill, with psycho- 
pharmacology the second. He neglects to recognize that de- 
velopment of humane treatment for psychiatric patients al- 
lowed these other two advances to occur (4). Paradoxically, 
the author misses few opportunities to criticize various pr 


use drugs." Psychotherapy, he warns, may be 
investment in the “‘narcissistic power of the word." Con- 
currently, Dr. Denber feels that the ‘evils of our time" are 
best demonstrated by a computerized attempt to understand 
the art of diagnosis. If others accepted Dr. Denber's view, 
attempts to understand such complex phenomena as the 
physician's diagnostic process would be limited (5). The au- 
thor repeatedly calls for an end to "internal combats" 
among schools of psychiatry but persists in setting up straw 
men to criticize. 

Dr. Denber also disavows certain contemporary ap- 
proaches to psychiatry. The interdisciplinary team ap- 
proach, with its blurring of professional identities, is seen as 
evidence of ‘‘Marxist-Maoist’’ trends. Although this is hu- 
morous, a more constructive criticism of the therapeutic mi- 
lieu is possible. Recently Herz (6) suggested tha: the treat- 
ment of affective disorders and schizophrenia may best be 
done without an active therapeutic community; he called for 
the reinstitution of clear professional role identification. This 
would allow the reader a better rationale for discouraging 
dedifferentiation of various mental health professionals. 

Dr. Denber's text is excellent in outlining the correct use 
of neuroleptic medication and tricyclic antidepressants and 
the indications for using minor tranquilizers and other symp- 
tomatic therapies. He discusses in full the side effects of 
neuroleptic medications, such as tardive dyskinesias. The ef- 
fective inclusion of charts ard tables enhances the written 
text, and the summary of various approaches to the diagno- 
sis and treatment of depression is an excellent presentation 
for any student or practitioner of psychiatry. Certain anec- 
dotal statements, however, are not always comprehensively 
backed by empirical data. The author feels that anti- 
parkinsonian agents should not be used routinely and notes 
that, "while side effects may affect compliance," they have 
not been much of a problem. Other workers have disagreed 
(7). 

It is a shame that this volume is priced so highly. The book 
will be a valuable addition to the resident or, prectitioner’s 
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library. It should be published in paperback to make it more 
accessible because it displays the clinical wisdom of a major 
contributor in the use and understanding of psychotropic 
. medication. 
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THOMAS N. Wise, M.D. 
Falls Church, Va. 


~—~Current Themes in Psychiatry, edited by Raghu N. Gaind 


and Barbara L. Hudson. London, England Macmillan 
Press, 1978, 379 pp., £ 12.00. 


The dust jacket of this book promises, 


This is the first in what will be a series of regularly 
published volumes focusing on contemporary thinking 
in psychological medicine. The papers that ccmprise the 
present book deal with a wide variety of issues, and 
taken together provide an accurate reflection of the mul- 
tifaceted approach that is now necessary for the under- 
standing of psychological phenomena and the treatment 
of psychiatric disorders. 


Inside, the editors inform us, ‘This book is based on a 
selection from the lectures delivered at Bexley Hospital [a 
well-known psychiatric hospital near London] .n September 
[976 at the tenth of a bi-annual series of courses for Senior 
Psychiatrists.” Somewhat apologetically the editors go on to 
Say, 


Our grouping of chapters into sections has, of necessi- 
ty, been somewhat arbitrary with inevitable overlaps. 
However, we felt that these drawbacks were out- 
weighed by the benefits of easier accessibility and lesser 
unwieldiness. We have tried to avoid repetition, but that 
too could not entirely be eliminated without coing injury 
to the arguments of separate contributors who happened 
to use s:milar reasoning or quote similar evidence in 
presenting their topic. 


There are five sections: Issues of Contemporary Concern, 
Specific Issues, General Issues, Psychological Treatments, 
and Physical Treatments. Like all books of this kind, the 
quality is distinctly uneven. The style and language of the 
lecture often come through undisguised. 

The book begins with "Psychiatric Indications for Termi- 
nation of Pregnancy’ by Robert G. Priest aad ends with 
"Benzodiazepines Causing Aggression" by Raghu Gaind 
and Robin Jacoby. In between are some excellent review ar- 
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ticles, such as "Laterality in Relation to Psychiatry." mod- , 
estly termed an introduction by J. J. Fleminger, and the pro-, . 
vocative "Multiple Choice Examinations in Psychiatry" by 
W.H. Irethowan. An examiner himself, Trethowan con- 
cludes that multiple choice questions, although they spare 
examirers the tedium of marking papers, are themselves 
"extremely difficult and tedious to set.’’ Nevertheless, mul- 
tiple choice questions are here to stay in psychiatry and in ` 
medicine. 

In ‘Treatment of Sexual Dysfunctions,’ Patricia Gillan 
discusses Masters and Johnson, whom she archly refers to 
as "M & J.” Under the heading ** Additional British Desensi- 
tisation Items" she astonishes us with the following state- 
ment: ‘The next stage of M & J therapy can present even 
more problems as many British patients, especially women, 
do not know how to: masturbate and are ignorant about the 
clitoris" (p. 276). Sadly, the British public school system 
stands indicted once more. 

Other contributions, although interesting, may have little 
practical use for American psychiatrists—for example, "The 
Psychiatry of Kidnapping and Hostage-Taking'' by the late 
Peter Scott and "" Mental Health Policy: Pros and Cons" by 
Alan F.. Norton. The article on ‘‘The Nature of Psychologi- 
cal Healing" by David Goldberg is discursive, rambling, and 
anecdotal with only 12 references, but the very thorough 
"Drug Treatment of Depression'' has 125. There are inter- 
esting contrasts between British, Australian, and American 
psychiatry, as illustrated in Paul Bridges’ article, "The Con- 
temporary View of Psychosurgery."' This is a well-written 
article that discusses the benefit of modified operations, es- 
pecially now that stereotaxic placement of controlled lesions 
Is possible. The British appear to carry out proportionately 
more psychosurgery than we do: based on population, the 
rate of psychosurgery in the United States was only half that 
in the United Kingdom between 1973 and 1975 (1). 

Overall, in a collection of such variety there is something 
to please everyone, even though the price of $24.00 does not, 
in this case, purchase a textbook. Still, the words of the im- 
mortal Dr. Samuel Johnson come to mind, ‘I cannot see that 
lectures can do so much good as reading the books from 
which the lectures are taken” (2). 
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Behavioral Approaches to Alcoholism, edited by G. Alan 
Marlatt and Peter E. Nathan. New Brunswick, N.J., Rut- 
gers Center of Alcohol Studies Publications Division, 1978, 
209 pp., $6.00 (paper). 


This text is part of a series edited by Ernest Nobel and 
sponsored by the National Institute on Alcohol Abuse and 
Alcoholism and the Rutgers University Center of Alcohol 
Studies. It represents the results of a conference in Seattle 
held in the summer of 1975 under the auspices of the Univer- 
sity of Washington. I agree with the editors that this book 
represents a scholarly review of the state of the art in this 
area of research. On the other hand, some of the unsubstan- 
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tiated bias emanating from abuse of the statistical ethic and 


* masquerading as clinical fact requires more than a mite of 
' critical judgment. 


As on2 who believes in the disease concept of alcoholism 
(1), I have found it reassuring to observe the degree to which 
medicine has accepted the close and intricate interrelating of 
various biochemical and societal factors in the cause of dis- 
ease (e.g., in hypertension and cancer). Unfortunately, in 
the area of alcoholism our ignorance appears to fan the 
flames of dissent concerning the appropriate model. A criti- 
cism of the "medical model'' in this text seems largely based 
on the assumption that this model demands that each alco- 
holic who takes one drink will invariably lose control. Of 
course. the medical model implies no such thing. Rather, it 
posits that the alcoholic who continues to tempt fate in such 
a manrer will eventuallv lose control and that the timing of 
such an event will rarely if ever be fully anticipated by the 
subject. Since, as with most compulsive behavior with self- 
destructive results, it is considerably easier to prevent the 
first act rather than its repetition, the singular approach of 
most therapists working in this field has been to achieve ab- 
stinence. Obviously one does not endeavor to saddle a per- 
son in our culture with abstinence for its own sake alone but 
because abstinence represents a means to an end. That end, 
as with the treatment of any illness, is simply improved func- 
tion. [ must confess to some surprise that we have spent so 
much money and time during the past decade to realize that 
some zlcoholics can drink alcoholic beverages some of the 
time. Those with clinical contact with such patients could 
have irformed us of this observation. A more critical ques- 
tion sezms to emanate from the obvious hazards stemming 
from such behavior. What measurable societal, psychologi- 
cal, or medical benefits would result from such management 
that would counterbalance the deficit of either frequent or 
even cccasional lapses of control, any singular event of 
which might result in substantive self-destruction? 

The authors describe their investigative efforts using '"so- 
cial leeming theory.” Drinking by nonalcoholics as well as 
alcoholics (a continuous variable rather than the dichotomous 
binary approach of traditional diagnosis) are explained in 
terms f such learning mechanisms as modeling, operant 
conditioning. and classic conditioning. Evaluation of these 
concerts leads to the use of such data-accumulating strata- 
gems as self-reporting measures (questionnaires) of drinking 
behavior, direct observation of drinking in laboratory envi- 
ronments, and the less obtrusive technique of "taste rating." 
Unfortunately, the accumulation of large quantities of data 
fails tc point the way to the truth simplv because of in- 
sufficient clinical understanding with which to formulate ap- 
propriet2 questions and appropriate methods for attaining 
accura:e answers. Extensive and intricate studies in which 
alcoho.izs are questioned concerning the nature of and the 
reasons for their drinking fail to yield insights because 11 
very fev alcoholics know why they drink, 2) their tendency 
is to tell the interviewer what they feel he or she wishes to 
hear, and 3) any survey will suffer from some degree of de- 
nial bezause this is such a common problem with the major- 
ity of clcoholic patients. 

One can seriously question such self-indulgent claims as, 
"Assessment methods that actually involve alcohol con- 
sumption—laboratory assessment procedures—have no- 
table strengths. They are reliable, rigorously quantifiable and 
salient to the problem of alcohol misuse." 

Similarly, there is little appreciation of the possibility that 
the act of monitoring represents a therapeutic effort and 
would thereby bias self-reporting measurements. Repeat- 
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edly, reference is made to and conclusions, drawn from stud- 
ies of too few patients (chaptetS 3 and 7). Fortunately, we 
are saved from the bias of ‘‘aversive conditioning because 
even the behaviorists fail to support the logic or value of 
these "assaults on the senses.” In chapter 2, Linda Sobell . 
writes a provocative and thoughtful dissertation oa the state 
of the evaluation art and concludes, "Quite obviously alco- 
holism treatment evaluation remains in its infancy." She 
notes the difficulty of evaluating treatment results by other 
than in-depth (one-on-one?) methods: "For example, does 
changed marital status reflect increased success or failure in 
life?" Despite the absence of satisfactory methods, she per- 
sists with the belief that "outcome evaluation must be under- 
taken." Happily, she notes that treatment evaluation, “‘an 
extremely important instrument for social good, nonetheless 
may do more harm than good if used carelessly.” 

After reading this text, one may be tempted to compare 
the historic methods whereby man has gained understanding 
of his behavior: in-depth study of single individuals versus 
more superficial evaluation of groups. Although statistical 
tools have sharpened in recent years, it appears that little 
clinically useful information has resulted from many of these 
broad and expensive social studies. In a sense, the behavior- 
ists of today have a faint resemblance to the moralists of our 
past: if we simply retrain the recalcitrant people who fail to 
control their own drinking behavior, we can somehow make 


them into: "normal social drinkers,’ despite the fact that se^ ^ 


cial drinkers have no more need to ‘‘control”’ their ingestion 
of alcohol than they do to control their intake of carrots or 
beets. 

Clearly, reliable and conscientious observers will pursue 
clinical studies from the vantage points of differing theoretic 
models; however, in acquiring understanding, thev ultimate- 
ly conceptualize the problem as a whole made up of the parts 
that each contributes. Although I disagree with many of the 
conclusions and much of the bias evident in this text, it is 
apparent that it is a valid review of that area of science ad- 
dressed by the experts in that field. It is certairly recom- 
mended reading for anyone interested in alcoholism. 
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STANLEY E. GiTLow, M.D. 
New York, N.Y. 


Behavior Therapy: Scientific, Philosophical, and Moral Foun- 
dations, by Edward Erwin. New York, N.Y., Cambridge Uni- 
versity Press, 1978, 250 pp., $16.95. 


This book would be more accurately titled A Pailosopher 
Views Behavioral Therapy. Professor Erwin is obviously a 
skilled philosopher, a skilled teacher, and a very careful em- 
ployer of the various techniques of teaching and writing that 
we are familiar with. His philosophical approach is a ques- 
tioning one. He highlights theoretical, moral, and scientific 
issues and downgrades empiricism and pragmatic issues. 

Erwin starts off with Watson’s behaviorism. He traces its 
history through the cognitive and learning theorists to the 
Skinner-Chomsky dispute, providing excellent documenta- 
tion. He usually gives both sides of any serious question or 
argument, which is very refreshing. His discussion of the 
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politicization of the issues igvolved in aversive conditioning 
is excellent., : 

In an unusual chapter on moral foundations Erwin blends 
ethics and morals and science in a learned discussion. Al- 
' though it is a little unusual in a scientific treatise to see a 
chapter on moral issues, this one is extremely useful and 
shows the philosopher's viewpoint. 

The whole book shows an obvious skill in teaching, learn- 
ing, and writing. It has the mark of professionalism, is pleas- 
ant to read, and is especially exciting for people like me who 
have minimal training in philosophy. 

This book is suitable for psychologists and psychiatrists 
who are fairly well-versed in behavioral therapy. It is also of 
use to people who are interested in an overview. It is not a 
technical manual, and it is definitely not a cookbook. It 
raises cogent and germane issues and then proceeds to an- 
swer them in an erudite manner. 


JAY B. Coun, M.D., PH.D. 
Irvine, Calif. 


Manual of Neurologic Therapeutics with Essentials of Diagno- 
sis, edited by Martin A. Samuels, M.D. Bcston, Mass., 
Little, Brown and Co., 1978, 398 pp., $12.50 (spiral-bound). 


~ “This volume was prepared by a number of the last resi- 
dents fully trained by Dr. Raymond D. Adams at the Massa- 
chusetts General Hospital and was dedicated -o Dr. Adams 
on the occasion of his retirement from the Ballard Profes- 
sorship. Jt was planned with the needs of bo:h clinician and 
student in mind. The first portion of the book is made up of 7 
chapters dealing with neurologic symptoms: the remainder 
contains 10 chapters devoted to specific neurologic diseases. 

Most psychiatrists might read with proft the chapters 
dealing with alterations of consciousness, headache, in- 
tellectual dysfunction, dizziness, and epilepsy. Dr. Daniel 
Hier's judicious advice concerning the evaluation of the pa- 
tient with headache is especially to be commer ded, as is the 
excellent chapter on dizziness by Dr. Howard Weiss. Many 
details that the psychiatrist has in the past had to seek out 
with much difficulty can be found in this volume, often in 
clearly arranged tables— details such as the adverse reac- 
tions and contraindications to drugs used in the treatment of 
headaches, and the list of 22 drugs that car: orecipitate an 
exacerbation of porphyria. It is surprising that the usefulness 
of blood levels of anticonvulsants in the marazement of pa- 
tients with epilepsy is hardly mentioned and :hat the post- 
concussive syndromes (surely a major problem for both neu- 
rologists and psychiatrists) are given so little consideration. 

This volume suffers even more from unevenness among its 
individual chapters than is usually expected in such group 
endeavors. Some important topics are dealt wxh superficial- 
ly, other, seemingly less important ones in great detail. The 
latter can be illustrated by the section on mental retardation, 
which contains a long table listing every known variety of 
lysosomal storage disease and the accompar ying biochemi- 
cal defects. The book also suffers from occasicnal evidences 
of sloppy editing, as when infections, neoplasms, and sei- 
zures are listed under vascular disease as causes of coma. 
Overall, however, the book is a handy reference and would 
be useful on the shelves of most psychiatry departmental li- 
braries. 


CHARLES E. WELLS, M.D. 
Nashville, Tenn. 
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Women and Sex Roles: A Social Psychological Perspective, by 
Irene H. Frieze, Jacquelynne E. Parsons, Paula B. Johnson, 


Diane N. Ruble, and Gail L. Zellman. New York, N. je 


W.W. Norton & Co., 1978, 417 pp., $13.95. 


This book provides an excellent overview of data gleaned 
from psychological research and their implications in areas 
related to the derivation and perpetuation of sex roles. In 
addition to their lucid presentations, the authors emphasize 
and clarify important areas by using a series of summary 
boxes and charts. The range of topics they cover is broad, 
including biological, sociological, and psychological de- 
terminants of sex roles; theories of personality and cognitive 
development; adult life cycle issues; data related to repro- 
duction and sexuality; achievement and nonachievement 
conflicts in women; psychological disorders and their rela- 
tion to stress; and women and power. In each section, as 
well as in a separate section early in the book, the authors 
consider and discuss the process and problems of doing psy- 
chological research. Critiques of aspects of hypothesis gen- 
eration, data collection, and other methodological issues are 
spelled out and explicated, and directions for future investi- 
gations are suggested. 

The authors are to be congratulated for a well-balanced 
and comprehensive discussion presented in a clear, readable 
style, with excellent documentation of each issue. Although 
clinical psychiatric discussion is not a feature of this work, 
and although the psychiatric literature is not referenced, this 
book provides a solid base from which every clinician can 
build a better understanding of contemporary society and its 
changes. This book should be read by all clinicians, and it 
should be required reading for both male and female train- 
ees. 


CAROL C. NADELSON. M.D. 
Boston, Mass. 


The Child and Death, edited by Olle Jane Z. Sahler, M.D. St. 
Louis, Mo., C.V. Mosby Co., 1978, 288 pp., $9.95 (paper). 


This fruitful and impressive compendium is the result of an 
interdisciplinary symposium that was sponsored at the Uni- 
versity of Rochester Medical Center in autumn of 1977. Dr. 
Sahler has done a masterful job of assembling the divergent 
impressions and clinical observations of the 29 professionals 
who author the 23 chapters of this book about timely and 
thanatologically relevant aspects of pediatric care. 

Dr. Sharon Hostler's lead chapter, titled *'The Develop- 
ment of the Child's Concept of Death,’ gives the reader a 
theoretical foundation. Dr. Hostler points out the epigenetic 
process, from the puking and mewling infant, through the 
whining schoolboy, to the turmoiled adolescent. Using Pia- 
getian notions about cognitive development, we begin to un- 
derstand the egocentrism, magical thinking, animism, and 
the developing sense of time and causality of the pre- 
operational child and how to use that understanding for in- 
terpreting behaviors and forging effective intervention strat- 
egies. In middle childhood, according to Erikson's theories 
as well as Piaget's, death is personified, which brings about a 
preoccupation and anxiety about threats to body integrity. 
Finally, with formal operations, the emerging adolescent 
conceives of death in a more complex, permanent, and in- 
clusive manner. 

The Family of the Fatally Ill Child, the first section of the 
text, provides divergent and perceptive insights into manag- 
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ing amd understanding family dynamics. Particularly inform- 
ative is Dr. Martinson's chapter on alternative environments 


- ' for the care of the dying child. She outlines the benefits and 


limitetions of home care, hospice care, and hospital manage- 
ment of the terminally ill child from the viewpoint of the 
child, the family, and the nursing profession. 

The Care Giver and the Fatally HI Child introduces the 
next zection of the book. Each of its five chapters is a highly 
personal and clinically inspirational essay written by a dif- 
feren“ representative of the treatment team. Dr. Viles’s es- 
say highlights the dual tensions of intimacy versus distance 
and persoral involvement versus objectivity in trying to 
evolve a personal stance in caring for the dying child. 

The third section of the book deals with the child as a sur- 
vivor-victim, i.e., the one who is left behind. Dr. Cain's es- 
say on the impact of parental suicide on the child and Profes- 
sor Barnes s vignette on the same subject are probably the 
most »»ignant and painful readings of the entire book. Paren- 
tal suicide may be the most disrupting and traumatic of 
events in terms of pathological effect on a child's develop- 
ment. Cain s and Barnes's clinical vignettes help to sensitize 
the reeder to these pernicious possibilities and to alert the 
clinic an to the importance of early intervention that may 
prevent pathological symptoms from emerging years later. 

In the final section, titled Ethical and Educational Consid- 
erations, Sister Mary Frances Burger provides an excellent 
annotaced bibliography for ‘‘bibliotherapy.’’ Also mentioned 
is Jeffrey Reynolds’ teaching program for death education. 
What is unique about this learning module is its origin. It 
evolved from a school that deals with developmentally dis- 
abled people, a group who are often neglected when it comes 
to meatal health services and educational opportunities. 

In cenclusion, aside from stylistic quirks that result in rep- 
etitiot s ideas and observations, and aside from minor editing 
peccadilloes, this compendium is a worthwhile, vibrant, and 
heurist:c collection of essays that offer solice and inspiration 
for those whose professional lives are touched daily by the 
dying child. 


MICHAEL F. HEIMAN, M.D. 
Cerritos, Calif. 


Psychiatric Aspects of Opiate Dependence, by Albert A. Kur- 
land. West Palm Beach, Fla., CRC Press, 1978, 257 pp., 
559.95. 


This work should be appreciated for its scholarliness and 
comprehensiveness. It may be read by anyone who wants to 
learn about opiate dependence as a clinical problem. Except 
for some nctable omissions, the citations and review of the 
literatire are exhaustive and impressive. Elaborations and 
observations from the author's own experience, although 
not witaout bias, reflect a rich appreciation and understand- 
ing of the addict's manifest behavioral characteristics as well 
as the more subtle human and psychological processes that 
underiie the behavior. 

Dr. Kurland repeatedly emphasizes the problems of those 
who abuse drugs: disturbed childhoods, a sense of not be- 
longinz, low self-esteem, failure in identity formation, sense 
of futuity, and depressive moods. However, he is inconsis- 
tent ir. ais application of a psychodynamic understanding of 
opiate dependence. He appreciates the contribution of mod- 
ern th2orists, who stress the role of personality and ego im- 
pairments and disturbances in interpersonal relations, but he 
then s ips into simplistic, reductionistic models and formula- 
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tions that stress regressive pleasures andsoral fixation to ex- 
plain the compelling nature of opiate dependence. 

The main shortcoming of this book, as is the case with 
most textbooks, is that it remains about 2 to 3 years behind 
the time in dealing with recent breakthroughs in clinical in- 
vestigative work and observations. This is most evident in 
Dr. Kurland's cursory treatment of the endorphins, the re- 
cent diagnostic findings (including the implications for treat- 
ment with psychotropic drugs), and the applicarion of con- 
temporary psychoanalytic formulations that more precisely 
identify disturbances in ego functions and disturbances in 
object relations. 

The chapter on clinical issues and case histories is a re- 
warding section of the book. The author reports on 15 cases 
in considerable detail. The case material involves many dif- 
ferent types of addicts, but it remains surprisingly thin on 
intrapsychic and psychiatric factors and stresses social and 
environmental influences. Despite this, the case material 
conveys the powerful nature of the craving for opiates and 
the apparent helplessness of the addict to control such crav- 
ings in spite of their obvious destructive consequences. The 
nature of this destructive compulsion is perhaps somewhat 
better understood when the subjects convey in their own 
words the effects of heroin that they seek, namely, its calm- 
ing, relaxing action and the blotting out of unpleasant feel- 
ings and worries. al 

There seems to be too much emphasis on persorlity cfar- 
acteristics and a failure to identify more e other psy- 
chopathology, such as depression or the presgnc of other 
target symptoms and features such as disturbances in psy- 
chological structure and interpersonal relations. There is a 
tendency to overplay the psychopathic, amoral character 
structure of addicts as well. It is also my impression that the 
author makes an unwarranted distinction between addicts 
coming from more affluent backgrounds, including physician 
addicts, and those who come from more deprived, less fortu- 
nate circumstances, namely, ‘‘junkies and street addicts.” 
In the former case he emphasizes psychosomatic factors and 
relief from distress as the causes for seeking drugs, and in 
the latter case he seems to focus on the pursuit of hedonis- 
tic” experiences. There is much evidence to controvert such 
a distinction and to suggest that the street addict suffers 
equally with dysphoric feelings, psychosomatic cistress, de- 
pression, and other forms of emotional pain. Antisocial be- 
havior and psychopathy cut across all groups of addicts and 
can be seen in part as a defensive use of aggression and sa- 
dism to overcome feelings of terror and vulnerability as a 
result of a poorly developed ego and sense of self. Such indi- 
viduals are ill-equipped and unable to identify, understand, 
or manage their feelings; to comfort or sooth themselves; to 
take care of and protect themselves; or to pursue more ordi- 
nary forms of human satisfaction (1). 

Dr. Kurland seems perhaps too mystified as to how 
change and "'cure'' occur. He resorts to clichés (e.g., “Ulti- 
mately [the addicts] generate a capacity for achieving a posi- 
tive, wholesome, self-actualizing capability," p. 229). He 
comes closer when he lets the material speak for itself, such 
as when the patient begs for ‘‘supervision,’’ or when another 
patient refers to the hospital as a place of "sanctuary." He 
laments the ineffectiveness of psychotherapy but per- 
haps misses the point of his own and other investigators' ex- 
periences, which he recounts so well —namely, that the envi- 
ronments and experiences provided by all the agencies, insti- 
tutions, probation officers, counselors, therapists, and many 
other providers of care are psychotherapeutic over time. 

Dr. Kurland should be commended for displaying through- 
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out this book a sensitivity to the antecedent psychological 
conditions that predispose a person to drug use and addic- 
tion, namely, the need to relieve dysphoria and human suf- 
fering. Although his application of this understanding is at 
'times inconsistent, this central understanding persists 
throughout his ambitious volume. The book should be a use- 
ful reference for scholars and students of opiate dependence. 
To the author's credit, he readily acknowledges contribu- 
tions from many sources, but, above all, he stresses that the 
final answers have not been found and that ccn:ributions to 
date perhaps represent departures for future study and in- 
vestigation. 
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Schizophrenia: Science and Practice, edited by John C. Sher- 
show. Cambridge, Mass., Harvard University Press, 1978, 
239 pp. $15.00. 

This volume, a collection of lectures delivered at the Mas- 
sachusetts General Hospital, represents the diverse views of 
many key people working in the field of schizophrenia re- 
search and treatment. In the introductory chapter, Shershow 
presents an interesting historical overview of psychiatric 
treatment for schizophrenia as it has evolved through vari- 
ous schools since the time of Kraepelin. In a fascinating re- 
port, Savodnik discusses in depth the orientations of various 
schools toward the nature of schizophrenia, together with 
some of their roots in philosophy and their imrlications for 
research and practice. 

Kety and Lidz, in an interesting juxtaposition of chapters, 
describe the evidence for genetic contributions to schizo- 
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phrenia and developmental theories, respectively. In a valu- 
able report on diagnostic concepts in schizophrenia, Kler- | 
man discusses the issues revolving around schizophrenia as 
a disease with clear diagnostic definitions. Creese and Sny- 
der describe possible neurotransmitter abnormalities in 
schizophrenia in considerable depth, and Hollister provides 
a very useful pragmatic chapter on psychopharmacological 
treatments, 

Borus and Hatow describe the needs for community treat- 
ment of schizophrenic patients, and the intense relationship 
experience that is part of psychotherapeutic treatment for 
schizophrenic patients is described by Schwartz. Finally, 
Mosher and Menn report on the Soteria House project as a 
new social institution providing a corrective ‘‘family’’-like 
context in a nonbureaucratic setting to help patients live 
through and recover from their psychotic experience. 

Clearly, the topics cover a wide range of issues represent- 
ing the diverse views currently held about schizophrenia. 
The chapters vary from the practical to the technical to the 
theoretical and from the strongly psychosocial to the exclu- 
sively biological. It is interesting in this regard to see so 
starkly the gaps between the various orientations. Do these 
represent different truths or conflicting opinions (one of 
which is wrong and the other correct), or do they reflect a 
perhaps tragic lack of real communication—the old elephant 
story in which different participants acknowledge only one 
aspect of that which they are trying to understand? We do 
not know which explanation is the most accurate for the mu- 
tually exclusive diversity found in this volume. It would be 
interesting, however, to have all of the contributors com- 
ment on the various chapters in the book, using as a focus 
the points Savodnik and Klerman make about historical-phil- 
osophical trends and countertrends in views about schizo- 
phrenia. In whatever way the reader pieces together or ig- 
nores the contributions, this collection provides an inter- 
esting group of readings representing the viewpoints of 
major figures in the field. 


JOHN S. STRAUSS, M.D. 
New Haven, Conn. 
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(paper). 


Clear Skin: A Step-by-Step Program to Stop Pimples, Black- 
heads, Acne, by Kenneth L. Flandermeyer, M.D. Boston, 
Mass., Little, Brown and Co., 1979, 205 pp., $8.95; $5.95 
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The Development of Aggression in Early Childhood, by Henri 
Parens, M..2. New York, N.Y., Jason Aronson, 1979, 384 
pp., $25.00. 


Mainstream.ng: A Practical Guide, by James L. Paul, Anr P. 
Turnbull, aad William M. Cruickshank. New York, N.Y., 
Schocken Books, 1977, 142 pp., $4.95 (paper). 


The Internacional Challenge of Drug Abuse. NIDA Research 
Monograph 19, edited by Robert C. Petersen, Ph.D. Rack- 
ville, Md., Fational Institute on Drug Abuse, 1978, 349 pp., 
single copies free. 


Psychotheraoeutic Drugs: An Ultra-Short Practice, by Ole J. 
Rafaelsen, A.D., and Leo E. Hollister, M.D. Copenhagen, 
Denmark, Munksgaard, 1979, 77 pp., 50.00 (Danish kronen). 


Social Policy in Action: Perspectives on the Implementation of 
Alcoholism Reforms, by Marilyn C. Regier. Lexington, 
Mass., Lexmgton Books (D.C. Heath and Co.), 1979, 170 
pp., $18.95. 


Psychiatry for the House Officer, by William H. Reid, M.D., 
M.P.H. New York, N.Y., Brunner/Mazel, 1979, 125 pp., 
$12.00 (spiral bound). 
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Tennis Magic: Playing with a Full Deck, by M. LeVan 
Rhame, M.D., and Jon Chalmers Niemeyer. New York, 
N.Y., Vantage Press, 1979, 167 pp., $7.50. 


Sexual Deviation, 2nd ed., edited by Ismonc Rosen. New 
York, N.Y., Oxford University Press, 1979, 529 pp., $45.00. 


Sensitivity to Nonverbal Communication: The Pons Test, by 
Robert Rosenthal, Judith A. Hall, M. Robin DiMatteo, Pe- 
ter L. Rogers, and Dane Archer. Baltimcre, Md., Johns 
Hopkins University Press, 1979, 393 pp., $z0.00. 


Intimate Partners: Hidden Patterns in Love Relationships, by 
Clifford J. Sager, M.D., and Bernice Hunt. New York, N.Y., 
McGraw-Hill Book Co., 1979, 194 pp., $8.95. 


Claude Levi-Strauss: Social Psychotherapy and the Collective 
Unconscious, by Thomas Shalvey. Amherst, Mass., Univer- 
sity of Massachusetts Press, 1979, 177 pp., $12.50. 


Personality: Inquiry and Application, by Mark Sherman. 
New York, N.Y., Pergamon Press, 1979, 527 pp., $15.95. 


The Handbook of Private Practice in Psychology, by Edmund 
Shimberg, Ph.D. New York, N.Y., Brunner/idazel, 1979, 100 


7 -pp., $10.00. 


Manic Illness, edited by Baron Shopsin, M.D. New York, 
N.Y., Raven Press, 1979, 228 pp., $18.00. 


Sexualitat und Medizin, by Volkmar Sigusch Cologne, West 
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Germany, Kiepenheuer & Witsch, 1979, 350 pp., 38 
(Deutsche marks). 
Videology: Theory and Techniques, by H.C. Tien, M.D. New 
York, N.Y., Vantage Press, 1978, 209 pp., $12.50. 


Endorphins in Mental Health Research, edited by Earl Usdin, 
Ph.D., William E. Bunney, Jr., M.D., and Nathan S. Kline,» 
M.D. New York, N.Y., Oxford University Press, 1979, 602 
pp., $46.50. 


Psychiatry in General Medical Practice, edited by Gene Us- 
din, M.D., and Jerry M. Lewis, M.D. New York, N.Y., 
McGraw-Hill Book Co., 1979, 736 pp., no price listed. 


Lifetide, by Lyall Watson. New York, N.Y., Simon & 
Schuster, 1979, 343 pp., $10.95. 


Great Cases in Psychotherapy, edited by Dan Wedding and 
Raymond J. Corsini. Itasca, Ill., F.E. Peacock, 1979, 309 
pp., $7.95 (paper). 


Aspects of Suicide in Modern Civilization. Proceedings of the 
8th International Congress on Suicide Prevention and Crisis 
Intervention, edited by H.Z. Winnik, M.D., and L. Miller, 
M.D. Jerusalem, Israel, Jerusalem Academic Press, 1978, 
295 pp.. no price listed. 


The General Mills American Family Report 1978-79: Family 
Health in an Era of Stress, conducted by Yankelovich, Skelly 
and White. Minneapolis, Minn., General Mills, 1979, 192 
pp., no price listed (paper). 
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Highlights of the 132nd Annual Meeting 


THE 132ND ANNUAL MEETING of the American Psychiatric 
Association, which focused on the theme ''The Scientific 
and Humanistic Future of Psychiatry,’’ was held in Chicago, 
Ill., May 14-18, 1979. The total registration was 10,825, in- 
cluding 5,097 members and Fellows, 1,732 nonmember pro- 
fessionals, 987 exhibitors, 217 members of the press, and 
2,380 spouses and families of members. 

_The opening session, on Monday morning, May 14, was 
brought to order by Jules H. Masserman, M.D., 107th Presi- 
dent of the Association. The invocation was given by His 
Eminence John Cardinal Cody of the Archdiocese of Chi- 
cago. Official greetings were extended by the Honorable 
Dave O'Neal, Lieutenant Governor of Illinois. 

Dr. Masserman introduced Professor Hsia Chen-Yi, Pro- 
fessor and Chairman of the Department of Psychiatry at 
Shanghai Psychiatric Institute and Chairman of the Neu- 
ropsychiatric Division of the Chinese Medical Association, 
who led the delegation of Chinese psychiatrists attending the 
meeting. 

Dr. Masserman then introduced distinguished representa- 
tives of psychiatric and related organizations from the 
United States and other countries throughout the world: Dr. 
Harry Prosen, President, Canadian Psychiatric Association; 
Dr. G.J. Sarwer-Foner, President, Canadian Psychoanalytic 
Society; Dr. Ole J. Rafaelsen, President, Danish Psychiatric 
Society; Dr. Alef Hassanein, representing the Egyptian Psv- 
chiatric Association; Dr. George Mahy, President, Inter- 
American Council of Psychiatric Associations; Dr. John L. 
‘Carleton, Secretary-General, World Association for Social 
Psychiatry; Prof. Dr. Raymond Battegay, representing the 
Swiss Psychiatric Society; Prof. C.N. Stefanis, President, 
Greek Society of Neurology and Psychiatry; Dr. Jean Ti- 
teca, Secretary, Royal Society of Psychiatric Medicine of 
Belgium; Prof. Reginald W. Medlicott, representing the Roy- 
al Australian and New Zealand College of Psychiatry; Dr. 
Goren Sedvall, Vice-President, Swedish Psychiatric Associ- 
ation; Dr. Raymundo Macias, President-Elect, Mexican Psy- 
chiatric Association; Dr. Baltazar Reyes, Jr., representing 
the Philippine Psychiatric Association; Dr. George Tarjan, 
President, American Academy of Child Psychiatry; Dr. Ir- 
win Perr, President, American Academy of Psychiatry and 
the Law; Dr. Silvano Arieti, President, American Academy 
of Psychoanalysis; Dr. L. Douglas Lenkoski, President, 
American Association of Chairmen of Departments of Psy- 
chiatry; Dr. Zebulon Taintor, President, American Associa- 
tion of Directors of Psychiatric Residency Training; Dr. 
Thomas Tourlentes, President, American Association of 
Psychietric Administrators; Dr. Edward Futterman, Trustee 
of the American Association of Psychiatric Services for Chil- 


dren; Dr. Lester Rudy, Executive Director, American Board 
of Psychiatry and Neurology; Dr. John P. McDade, Presi- 
dent-Elect, American College of Emergency Physicians; Dr. 
Robert M. Kark, Regent of the American College of Physi- 
cians; Dr. Warren Williams, President, American College of 
Psychiatrists; Dr. Herbert S. Ripley, President, American 
College of Psychoanalysts; Dr. Frank J. Jirka, Vice-Chair- 
man of the Board of Trustees, American Medical Associa- 
tion; Dr. A. Lois Skully, President, American Medical 
Women's Association; Dr. Alex Kaplan, President, Ameri- ` 
can Psychoanalytic Association; Dr. Sidney Carter, Presi- 
dent, American Neurological Association: Dr. Paul Weis- 
berg, President, American Society for Adolescent Psychia- 
try; Dr. Hubert H. Blakey, President, American Society of 
Physician Analysts; Dr. Paul J. Fink, President, Association 
for Academic Psychiatry; Dr. Frederick R. Hine, President, 
Association of Directors of Medical Student Education in 
Psychiatry; Chaplain Clark S. Aist, President, Association 
of Mental Health Clergy; Dr. Thomas B. Ferguson, Fresi- 
dent, Council of Medical Specialty Societies; Dr. Robert. W. 
Gibson, President, Group for Advancement of Psychiatry; 
the Honorable William G. Stratton, former Governor of the 
State of Illinois, representing the Mental Health Association; 
Mr. Henry J. Langevin, President, National Association of 
Private Psychiatric Hospitals; and Mr. John P. Ambrose, 
President, National Council of Community Mental Health 
Centers. 

Dr. Masserman also recognized the past Presidents and 
members of the Board of Trustees of the American Psychiat- 
ric Association, the past Speakers and members of the Exec- 
utive Committee of the Assembly, past Vice-Presidents of 
the Association, the chairpersons of APA Councils, District 
Branch Presidents, newly elected officers and trustees of the 
APA, newly elected Assembly officers, and APA’s medical 
director. i ; 

Dr. Masserman then introduced Mr. Robert A. Harris, Di- 
rector of Choral Activities of Northwestern University, who 
led the Northwestern University Chamber Singers in four 
selections. ? 

Donald C. Greaves, M.D., Chairperson of the Arrange- 
ments Task Force, was introduced by Dr. Masserman, who 
thanked the task force for an outstanding job in arranging the 
leisure time activities. 

Dr. Masserman extended the Association's appreciation 
to Allan Beigel, M.D., and the Program Committee for their 
excellent work. Dr. Beigel commented briefly on the pro- 
gram for the coming week. 

Dr. Masserman introduced Francis J. Braceland, M.D., 
past President of the Association, Editor Emeritus of the 
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American Journal of Psychiatry, and Chairman of the Na- 
tional Steering Committee fdr the New Headquarters Fund. 
Dr. Braceland commented briefly on APA’s need for a new 
building. 

Vice-President Donald G. Langsley, M.D., introduced Dr. 
Masserman, who gave an eloquent address on *‘The Future 
of Psychiatry as a Scientific and Humanitarian Discipline in a 
Changing World.” Vice-President Lewis L. Robbins, M.D., 
introduced Alan A. Stone, M.D., who responded thought- 
fully as the President-Elect. (The texts of these addresses are 
published elsewhere in this issue of the Journal.) 

The opening session closed with a benediction given by 
Rabbi H. Goren Perelmuter, M.H.L., D.D., KAM Isaiah, of 
the Israel Congregation in Chicago, and with organ music by 
John E. Fryer, M.D. Dr. Masserman then adjourned the 
meeting. 


SCIENTIFIC SESSIONS 


The scientific sessions began Monday afternoon, May 14. 
There were 186 papers presented in regular sessions, as well 
as 351 papers in symposia. There were 42 issue workshops, 
137 evening panels, 10 videotaped sessions, 13 films, 48 pa- 
pers on new research, and 1 poster session. With few ex- 
ceptions, the official annual meeting program met the criteria 
for continuing medical education Category I credit, as did 
the 103 continuing education courses offered throughout the 
week. 

There were 28 special lectures. The Reverend George E. 
Riddick, Vice-President of Operation PUSH (People United 
to Save Humanity), spoke on ''Total Involvement for Ex- 
cellence Can Save Our Children." Charles M. Poser, M.D., 
Chairman, Department of Neurology, University of Ver- 
mont, Burlington, gave a lecture titled ‘‘The Significance of 
Trauma and Stress-Induced Symptoms of Multiple Scle- 
rosis." A lecture titled ‘‘The Individual and His Govern- 
ment" was given by Prof. Archibald Cox, Harvard Law 
School. James Grier Miller, M.D., President, University of 
Louisville, spoke on “‘Systems Science and Psychiatry.” 
Congressman Paul G. Rogers gave a lecture titled ‘‘A Pro- 
spective on Health in the '80s."' The William C. Menninger 
Convocation Lecture, ‘‘Post Human Psyche,” was given by 
Robert Jastrow, Ph.D., Goddard Institute of Space Studies, 
New York, N.Y. A lecture titled Emerging Trends in Psy- 
chotherapy’’ was given by Judd Marmor, M.D., Professor of 
Psychiatry, University of Southern California at Los Ange- 
les. Karen K. Hein, M.D., Department of Pediatrics, Mon- 
tefiore Hospital, Bronx, N.Y., spoke on ''Medical Corre- 
lates of Delinquent Behavior: A Pediatrician's View from 
Behind the Bars.’’ John R. Silber, L.L.D., President, Bos- 
ton University, gave a lecture titled ‘‘The Experience of Ob- 
ligation and Guilt in Kant and Freud.’’ The Adolf Meyer 
Lecture, "The Future of Brain Research," was given by 
Jose M.R. Delgado, M.D., Centro Ramon y Cajal, Depart- 
mento de Investigacion, Madrid. Dr. Peter Gay, Professor of 
History, Yale University, gave the Benjamin Rush Lecture, 
"Reductionism: On Psychoanalytic Explanation in His- 
tory." Robert H. Strotz, Ph.D., President, Northwestern 
University, Evanston, Ill., spoke on ‘‘The Bizarre Role of 
Expectations in Influencing Economic Behavior.’’ George J. 
Kleiner, M.D., Professor of Obstetrics and Gynecology, Al- 
bert Einstein College of Medicine, Bronx, N.Y., gave a lec- 
ture titled ‘‘Suicide in Pregnancy." Martha Kirkpatrick, 
M.D., West Los Angeles, spoke on ''Psychiatry, Women, 
and the Future.” Daniel X. Freedman, M.D., Chairman, De- 
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partment of Psychiatry, University of Illinois, Chicago, gave 


a lecture on ‘‘The Future of Psychiatric Education." “*Af- 


firmative Action," the Solomon Carter Fuller Lecture, was’ ` 


presented by Eleanor Holmes Norton, L.L.B., Director, 
Equal Employment Opportunity, Washington, D.C. Saul V. 
Moroff, M.D., gave a lecture on ‘‘Too Much Blood: The 
Polycythemias and Leukemias.’’ The Seymour Vestermark 
Memorial Lecture, '*Clinical Application of the Biopsycho- 
social Model,” was given by George Engel, M.D., Professor 
of Psychiatry, University of Rochester Medical Center. Ger- 
da Lerner, Ph.D., Sarah Lawrence College, spoke on 
"Women's History and Female Self-Perception." Samuel 
A. Shelburne, M.D., Children's Hospital National Medical 
Center, Washington, D.C., gave a lecture on ''Diagnosis and 
Treatment of Children with Learning Disabilities and Hyper- 
activity.” A lecture on ''Sea, Space, Sun, and Social Psychi- 
atry’’ was given by Chester M. Pierce, M.D., Harvard Uni- 
versity. The APA's Founders Award Lecture, ‘‘Psychiatry 
in the Public Eye: Implications for the Future,’ was present- 
ed by Robert L. Robinson, M.A., Director, Division of Pub- 
lic Affairs, APA. Karl Menninger, M.D., the Menninger 
Foundation, Topeka, Kans., gave the Simon Bolivar Lec- 
ture, '"Vengeance."' Prof. Philip M. Hauser, Population Re- 
search Center, Chicago, spoke on ''Global and National 
Threats to United States Serenity." Gertrude T. Hunter, 
M.D., Professor and Chairman, Department of Community 
Health and Family Practice, Howard University, Washing- 
ton, D.C., gave a lecture on “‘Stress and Trauma Experi- 
enced in Our Complex Modern Day Society: Mechanisms 
for Coping with Alternative Life Styles.” 'Health Care at 
the Crossroads: A Crisis in Federal Policy Making'' was pre- 
sented bv Peter G. Bourne, M.D., Washington, D.C. ‘*Psy- 
chiatry in the Post-Physician Era’’ was presented by Jerrold 
S. Maxmen, M.D., Director, Undergraduate Training, Co- 
lumbia University College of Physicians and Surgeons, New 
York, N.Y. Leslie H. Berstein, M.D., Montefiore Hospital, 
Bronx, N.Y., gave a lecture titled ""Inflammatorv Bowel 
Disease Update: A Century of Frustration, A Generation of 
Progress.” The Guttmacher Lecture was not given this year. 

A special session was held in honor of Mrs. Rosalynn Car- 
ter. Dr. Masserman presented Mrs. Carter with a special 
award in recognition of her dedicated efforts to improve 
menta! health care in the United States. Mrs. Carter then 
spoke of President Carter's proposed Mental Health Sys- 
tems Act and asked APA members to help mobilize support 
for the bill. 


CONVOCATION 


The 23rd Convocation of Fellows was held in the Inter- 
national Ballroom South of the Conrad Hilton Hotel on Mon- 
day evening, May 14, at 7:30 p.m. Dr. Masserman presided. 
After the processional march, Dr. Masserman called the 
convocation to order. The invocation was given by the Right 
Reverend James W. Montgomery, Bishop of Chicago. Life 
Fellows and Life Members who have been in the Association 
for 50 years (1929-1979) were introduced by Dr. Masserman. 
They are Harold H. Berman, M.D., Laguna Hills, Calif.; 
Dexter Means Bullard, M.D., Rockville, Md.; Donald Wil- 
lard Cohen, M.D., Guilderland, N.Y.; Lawrence Russel Go- 
wan, Sr., M.D., Warren, Wisc.; William Howard Hengstler, 
M.D., St.'Paul, Minn.; Harry A. LaBurt, M.D., Queens Vil- 
lage, N.Y.; Daniel O'Gorman Lynch, M.D., Ontario, Cana- 
da; Bradford James Murphey, M.D., Denver, Colo.; Leo 
Patrick O'Donnell, M.D., Pawling, N.Y.; Meyer Solomon, 
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M.D., Chicago, Ill.; Alfred M. Stanley, M.D., Adams Cen- 


. ter, N. Y.; and Fredric Wertham, M.D., Kempton, Pa. 


Norman V..Lourie, Harrisburg, Pa., Emily Mumford, 
M.D., Denver, Colo., and Joseph Zubin, Ph.D., Pittsburgh, 
Pa., were designated as Honorary Fellows. Charles Steele 
Haughton, M.D., Ballarat, Victoria, Australia, was designat- 
ed as a Corresponding Fellow. 

The presentation of awards followed. Dr. Masserman pre- 
sented the Distinguished Service Award—given to APA 
members ‘‘whose distinguished careers have ennobled the 
profession of psychiatry" —to Harry C. Solomon, M.D., 
Professor Emeritus of Psychiatry, Harvard Medical School, 
and John Romano, M.D., Professor of Psychiatry, School of 
Medicine and Dentistry, University of Rochester. 

The Foundations Fund Prize for Research in Psychiatry, 
established in 1977 to recognize those who have made distin- 
guished contributions to research in psychiatry, was present- 
ed by Joel J. Elkes, M.D., to Aaron T. Beck, M.D., Profes- 
sor of Psychiatry, University of Pennsylvania Medical 
School, Philadelphia, for ‘‘distinguished contribution to the 
study of depression, its description and quantitative study; 
and to the systematic development of the cognitive therapies 
in the management of depression and allied disorders," and 
to Arnold J. Mandell, M.D., Professor of Psychiatry, Uni- 
versity of California School of Medicine, San Diego, for 
"distinguished contribution to our understanding of neuro- 
regulatory processes, with special reference to the place of in- 
doleamines in these processes; and their bearing upon the 
mode cf action of psychoactive drugs,” and Irvin D. Yalom, 
M.D., Professor of Psychiatry, Stanford University Medical 
Center, Palo Alto, Calif., for his ‘‘distinguished contribution 
to the theo-y of small group process and of group therapy, 
and the development of research instruments appropriate to 
the long-term assessment of the effectiveness and risks of 
these forms of treatment.” 

Joseph Noshpitz, M.D., presented the Agnes Purcell 
McGavin Award to E. James Anthony, M.D., Blanche F. 
Ittleson Professor of Child Psychiatry, Director of the Wil- 
liam Greenleaf Eliot Division of Child Psychiatry, and Direc- 
tor of the Eidson Child Development Research Center at 
Washington University School of Medicine, St. Louis, Mo., 
for his outstanding contributions to the prevention of men- 
tal disorders in children.” 

The APA Founders Award, ‘‘established in 1976 to honor 
members of the Association who have made outstanding 
contributions as author, spokesperson, and advocate in the 
service of the mentally ill and disabled and to the art and 
science of helping them’’ was presented by Shervert Frazier, 
M.D., to Robert L. Robinson, APA's Director of Public Af- 
fairs, for ''*his 30-year effort to encourage better scientific 
and public understanding of psychiatry through open com- 
munication with the press.” 

Dr. Frazier also presented the Robert T. Morse Writers 
Award to Natalie Davis Spingarn, Executive Director of Na- 
tional Commission for the Confidentiality of Health Records. 

The Manfred S. Gutimacher Award was presented by Carl 
P. Malmquist, M.D., to John Kenneth Wing, M.D., Ph.D., 
for his book, Reasoning About Madness (Oxford University 
Press). Dr. Wing is director of the MRC Social Psychiatric 
Unit and Professor of Social Psychiatry at the Institute of 
Psychiatry and the London School of Hygiene. 

L. Douglas Lenkoski, M.D., presented the Vestermark 
Prize to George L. Engel, M.D., Professor of Medicine and 
Professor of Psychiatry, University of Rochester School of 
Medicine end Dentistry, for ''a significant contribution to 
medical education.” 
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The Blanche F. Ittleson Prize for Research in Child Psy- 
chiatry was presented by Reginald Lourie, M.D., to Dennis 
P. Cantwell, M.D., Professor and Director of Residency 
Training in Child Psychiatry, Department of Psychiatry, 
University of California, Los Angeles, School of Medicine, ` 
for his efforts to improve child psychiatry with particular at- 
tention to problems of autistic children, physically handi- 
capped children, and the mentally retarded. 

Robert J. Campbell, M.D., presented the District Branch 
Newsletter of the Year Award, given ‘‘to recognize the over- 
all excellence of outstanding newsletters published by the 
district branches of the Association from the standpoint of 
editorial content, attractiveness of format, and usefulness in 
furthering communication within the profession,” to Peter 
C. Palasota, Texas District Branch Newsletter. Dr. Palasota 
is in the private practice of psychiatry in Abilene, Tex. 

A Special Commendation was given to Bertram S. Brown, 
M.D., Assistant Surgeon General, U.S. Public Health Serv- 
ice, Department of Health, Education. and Welfare, and 
Guest Scholar, Woodrow Wilson International Center, 
Smithsonian Institution, Washington, D.C. The com- 
mendation was given ‘‘for his dedicated service to the pro- 
fession of psychiatry, in appreciation for his contributions 
towards progress in psychiatric research.” 

Following the presentation of awards, Dr. Masserman in- 
troduced Dr. Robert Jastrow, Goddard Institute, New York, 
N.Y., who gave a scholarly address, the William C. Men- 
ninger Memorial Convocation Lecture, ''Post Human 
Psyche." The Convocation was then recessed. 


BUSINESS SESSION 


The business session was convened as a meeting of the 
Assembly of District Branches acting for the membership in 
receiving reports of the officers and actions of the Board of 
Trustees. The meeting was held on Tuesday, May 15, in the 
Grand Ballroom of the Conrad Hilton Hotel. Dr. Masser- 
man presided. After a memorial to deceased Fellows and 
Members and a memorial to a past Speaker bv Robert S. 
Garber, M.D., Robert Kvarnes, M.D., chairperson of the 
Committee of Tellers, announced the results of the election 
of officers and trustees and on the proposed Constitution 
and By-Laws, which failed to obtain the two-thirds majority 
required. 

The reports of the officers to the membership followed. 
(The floor was open to questions following each report, and 
all reports were accepted as read by the Assemb.y.) After H. 
Keith H. Brodie, M.D., presented the Secretzry's report, 
Charles B. Wilkinson, M.D, Treasurer, reported that APA 
had been strengthened financially from July 1975 through 
July 1978 by review of all major contracts. Robert J. Camp- 
bell, M.D., Speaker of the Assembly, reported on organiza- 
tional developments, professional matters, and external rela- 
tionships. He discussed a proposed Political Action Com- 
mittee, whose by-laws are ready to be presented to the 
Board for approval. The Assembly’s Speaker-Elect, Robert 
O. Pasnau, M.D., discussed proposals to modify the Assem- 
bly structure. W. Payton Kolb, M.D., Chairperson, Com- 
mittee on Constitution and By-Laws, discussed amendments 
to be voted on concerning establishment of a separate com- . 
mittee from the Committee of Tellers to develop procedures 
for equitable voting of the membership. Johr. R. Elpers, 
M.D., Chairperson of the Membership Committee, reported 
discussions at the October meeting of the committee, con- 
cerning use of ‘‘Temporary Inactive” status for members, 
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exchange of information between district branches about 
transferring members, and the problem of continued licens- 
ing of Fellows as for associate and general members as well 
as a discussion of Continuing Medical Education require- 
ments with Dr. Carolyn Robinowitz. Melvin Sabshin, M.D., 
presented the report of the Medical Director. 

Dr.. Masserman then presented a plaque to Robert J. 
Campbell, M.D., retiring Speaker, and the Vice-President’s 
Badge to Donald G. Langsley, M.D., the retirimg Vice-Presi- 
dent. Judd Marmor, M.D., presented the Pres.dent's Badge 
to Dr. Masserman. 

Dr. Masserman then adjourned the business session and 
called the annual forum to order. The first issue discussed 
was the 1980 annual meeting in New Orleans and the failure 
of the referendum vote to change the meeting site because of 
the Equal Rights Amendment boycott. Also ciscussed was 
the issuance of identity badges for members of :he Assembly 
before the opening of the annual meeting. A member pro- 
posed that other members lobby the AMA House of Dele- 
gates to vote for the three APA people nominated for the 
AMA Board of Trustees. Another member was concerned 
about the United States government's unethical use of psy- 
chiatrists. The issue of Viet Nam veterans’ psyzhiatric prob- 
lems was also brought up, with a member urging other mem- 
bers to take a public stand on programs for veterans. The 
question about the form of recertification was raised. This 
problem is being studied by APA and the Amer.can Board of 
Psychiatry and Neurology. It was announced that the 2nd 
Pacific Conference will be held in Manila following the annu- 
al meeting in San Francisco in 1980. A memter suggested 
that the issue of torture in the Philippines should be the focus 
of this meeting. Dr. Masserman then adjourned the annual 
forum. 


MEETINGS OF THE BOARD OF TRUSTEES 

The Board of Trustees met in regular session on Sunday, 
May 13, and Thursday, May 17. Transactions wil be reported 
by the Secretary (AJP, October 1979). 
SPOUSES' ACTIVITIES AND ENTERTAINMENT 


The Local Arrangements Committee, chaired by Donald 
C. Greaves, M.D., planned a variety of activities. General 
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tours of Chicago were held as well as tours of city churches, 
restaurants, homes and studios of artists, the business com- ` 
munity, homes designed by Frank Lloyd Wright, wholesale 
centers, the Johnson Publishing Company, homes and gar- 
dens in Winnetka, the architecture of Chicago, and antique 
shops. Tours of museums and galleries included the Museum 
of Science and Industry, the Field Museum of Natural His- 
tory, the Adler Planetarium, the John G. Shedd Aquarium, 
the Museum of Contemporary Art, and the Art Institute of 
Chicago. Other activities included a trip to the Brookfield 
Zoo and the Robert Crown Center, a visit with the Chicago 
Historical Society, trips to Lincoln Park, the Botanical Gar- 
den, and the Newberry Library, a Juncheon and fashion 
show at Marshall Field and Co., and a visit to the University 
of Chicago. Two cruises, on the Trinidad and Wendella, 
were also held. 


ALLIED MEETINGS 


The following professional associations also held meetings 
in Chicago during the week of May 12-18: American Acad- 
emy of Psychiatry and the Law, American Academy of Child 
Psychiatry Program Committee, American Association of 
Chairmen of Departments of Psychiatry, American Associa- 
tion of Directors of Psychiatric Residency Training, Ameri- 
can Association of General Hospital Psychiatrists, American 
Association of Psychiatric Administrators, American Asso- 
ciation of South Asian Psychiatrists, American Board of 
Forsenic Psychiatry, Inc., American College of Psycho- 
analysts, American Psychoanalytic Association, American 
Society for Adolescent Psychiatry, American Society of 
Physician Analysts, Assembly of Regional Organizations of 
Child Psychiatry of the American Academy of Child Psychi- 
atry, Association for Academic Psychiatry, Behavior Thera- 
py and Research Society, Black Psychiatrists of America, 
National Association of State Mental Health Program Direc- 
tors, National Association of State Mental Health Research 
Institutions, National Guild of Catholic Psychiatrists, Navy 
Psychiatry, North American Society of the Royal College of 
Psychiatrists, Society of the U.S. Air Force Psychiatrists, 
Southern Psychiatric Association, and U.S. Army Psychia- 


try. 


H. KEITH H. BRopiE, M.D. 
Secretary, American Psychiatric Association 





NOW AVAILADLE... 
1900 
Appointment Dooks 


The ‘‘week-at-a-glance”’ Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are now available. Your order will be processed immediately upon receipt of coupon and payment. 


DESK: $12.00 
POCKET: $6.00 
BOTH: $15.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 


Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: ____ copies of Desk Appointment Book order #141 @ $12.00 ea. 


. . copies of Pocket Appointment Book order 4141-1 @ $6.00 ea. 


— . copies of Appointment Book Set order 4141-2 @ $15.00 ea. 
____ To expedite my order, | am enclosing an additional $3.00 (U.S. only) 
ENCLOSED IS MY TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment.) 
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There is no substitute 








Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until optimum response is 
noi Not recommended during the acute recovery phase following myocardial in- 
arction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
sure; in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched c osely; arrhythmias, 
Sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motcr vehicle. In patients 
who use alcohol excessively, potentiation may increase the danger inherent in any sui- 
cide attempt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible berfefits against possible hazards to mother and child. Not recom- 
mended for patents under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
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stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently 

When given with anticholinergic agents or sympathomimetic drugs, including epineph 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
In combination with anticholinergic-type drugs. Use cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates ana 
other CNS depressants. The possibility of suicide in depressed patients remains until 
Significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevatio 
and lowering of blood sugar levels have been reported. Use with caution in patients witi 
impaired liver function 

Adverse Reactions: Note; Included in this listing are a few adverse reactions not re- 
ported with this specific drug. However, pharmacological similarities among the tricyclil 
antidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CNS and Neuromuscular: Contu- 
sional states; disturbed concentration; disorientation; delusions; hallucinations: excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
sias of the extremities; peripheral neuropathy; incoordination; ataxia: tremors: seizures: 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 


riate ADH (antidiuretic 
isturbance of accommodation, increased intraocular pressure 
eus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
ensitization, edema o° face and tongue. Hematologic: Bone marrow depression includ- 
1g agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
testinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
(rhea, parotid swelling, black tongue, rarely hepatitis (including altered liver function 


hormone) secretion. Anticholinergic: Dry mouth, blurred vision 


, constipation, paralytic 


nd jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
nlargement and galac:orrhea in the female, increased or decreased libido, elevation and 
)wering of blood suger levels. Other: Dizziness, weakness, fatigue, headache, weight 
ain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia 
lithdrawal Symptoms. Abrupt cessaticn of treatment after prolonged administration 

lay produce nausea, headache, and malaise; these are not indicative of addiction 
Iverdosage: Hospitalize as soon as possible all patients suspected of having taken an 
verdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
icyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
Osage should be repeated as required, particularly if life-threatening signs such as ar- 
lythmias, convulsions, and deep come recur or persist after the initial dosage of 
tysostigmine 

ow —— Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
ackages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitripty- 
ne HCI, in singie-unit packages of 100 and bottles of 100 and 1000; tablets containing 
9 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100; 
Iblets containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles 





of 30 and 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg eri and 0.2 mg propylparaben as preserva- 
tives, and water for injection q.s. 1 ml 

For more detailed information, consult your MSD representative or see full prescribing 
information. Merck Sharp & Dohme, Division of Merck & Co., INC., M z D 


West Point, Pa. 19486 |J9EL29(116) 
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In clinically significant depression 
TABLETS: 10 mg. 25 mg. 50 mg. 75 mg. 100 mg, and 150 mg 
INJECTION: 10 mg per ml 


Elavil 
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ATIVAN 
from other 
nzodiazepines 


Ativan is an effective, well-tolerated antianxiety agent. So are other 
benzodiazepines. But here are three ways Ativan stands out pharmacokinetically. 


1. Uncomplicated 2. Steady-state levels 3. No accumulation of 
metabolic profile. achieved rapidly. multiple metabolites. 


In contrast to most other ben- Most benzodiazepines take at Because Ativan has no active 
zodiazepines, the metabolic least 7 to 1O days to reach metabolites to be eliminated 
pathway of Ativan is straight- ^ steady-state serum levels. at varying rates, steady-state 
forward. Ativan is active as With Ativan, that equilibrium levels are achieved predictably 
given. Just one step from an is reached in 2 to 3 days. A and smoothly. Six-month 
active compound to an factor that can be important studies show no evidence of 
inactive one. when you modify dosage drug-accumulation above 
schedules to meet individual ^ steady-state levels even at 
needs. maximum daily dosages. 


*The pharmacokinetic profile of a drug cannot, at present, be directly related to its therapeutic effectiveness. 
Please refer to page after next for a summary of prescribing information. 


LORAZEPAM 
GLUCURONIDE 


Plasma levels during long-term 
administration 


PLASMA CONCENTRATION (ng/ml) 


DOSE IN MG/DAY 


O 2 4 6 8 10 12 14 16 18 20 22 24 26 28 
TIME IN DAYS TIME IN WEEKS 


Concentrations of lorazepam on repeated-dose regimen Lorazepam and lorazepam glucuronide plasma levels in 

(single 1-mg. tablets given at 9 a.m., 3 p.m. and 9 p.m. ng/ml during chronic oral administration of the drug over 

daily for 6 days). A steady state is achieved after the a period of six months. Each point represents the mean of 

second day, and is maintained thereafter. 8 subjects. The daily maintenance dose in milligrams per 
subject is given at weekly intervals. 


ATIVAN (LORAZEPAM)« 7^ 


The uncomplicated benzodiazepine 








(LORAZEPAM )@ 


ATIVAN: 


prescribing information 


Contraindications: Ativan is contraindicated in patients with 
known sensitivity to the benzodiazepines or with acute narrow- 
angle glaucoma. 


Warnings: Ativan is not recommended for use in patients with a 
primary depressive disorder or psychosis. As with all patients 

on CNS.acting drugs, patients receiving lorazepam should be 
warned not to operate dangerous machinery or motor vehicles 
and that their tolerance for alcohol and other CNS depressants 
will be diminished. 

Physical and Psychological Dependence: Withdrawal symp- 
toms similar in character to those noted with barbiturates and 
alcohol have occurred following abrupt discontinuance of 
benzodiazepine drugs. These symptoms include convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweating. 
Addiction-prone individuals, such as drug addicts and alcoholics. 
should be under careful surveillance when receiving benzo- 
diazepines because of the predisposition of such patients to 
habituation and dependence. 


Precautions: [n patients with depression accompanying anxiety 
a possibility for suicide should be borne in mind. 

For elderly or debilitated patients, the initial daily dosage 
should not exceed 2 mg in order to avoid oversedation. 

Ativan dosage should be terminated gradually since abrupt 
withdrawal of any antianxiety agent may result in symptoms 
similar to those for which patients are being treated: anxiety agi- 
tation, irritability tension, insomnia and occasional convulsions. 

The usual precautions for treating patients with impaired renal 
or hepatic function should be observed. 

In patients where gastrointestinal or cardiovascular disorders 
coexist with anxiety, it should be noted that lorazepam has not 
been shown to be of significant benefit in treating the gastroin- 
testinal or cardiovascular component. 

Esophageal dilation occurred in rats treated with lorazepam 
for more than one year at 6 mg/kg/day. The no-effect dose was 
1.25 mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10 mg per day). The effect was reversible 
only when the treatment was withdrawn within two months of 
first observation of the phenomenon. The clinical significance of 
this is unknown. However, use of lorazepam for prolonged 
periods and in geriatric patients requires caution, and there 
should be frequent monitoring for symptoms of upper G.I. 
disease. 

Safety and effectiveness of Ativan in children of less than 12 
years have not been established. 

Essential Laboratory Tests: Some patients on Ativan have 

developed leukopenia and some have had elevations of LDH. 

As with other benzodiazepines, periodic blood counts and 

liver function tests are recommended for patients on long- 

term therapy. 

Clinically Significant Drug Interactions: The benzodia- 

zepines including Ativan produce CNS depressant effects 

when administered with such medications as barbiturates or 
alcohol. 

Carcinogenesis and Mutagenesis: No evidence of carcino- 

genic potential emerged in rats during an 18-month study 

with Ativan. No studies regarding mutagenesis have been 
performed. 

Pregnancy: Reproductive studies in animals were performed 

in mice, rats, and two strains of rabbits. Occasional anomalies 

(reduction of tarsals, tibia, metatarsals, malrotated limbs, 

gastroschisis, malformed skull and microphthalmia) were seen 

in drug-treated rabbits without relationship to dosage. 

Although all of these anomalies were not present in the con- 


current control group, they have been reported to occur 
randomly in historical controls. At doses of 40 mg/kg and 
higher, there was evidence of fetal resorption and increased 
fetal loss in rabbits which was not seen at lower doses. 

The clinical significance of the above findings is not known. 
However, an increased risk of congenital malformations 
associated with the use of minor tranquilizers-(chlordiaze- 
poxide, diazepam and meprobamate) during the first trimester 
of pregnancy has been suggested in several studies. Because 
the use of these drugs is rarely a matter of urgency, the use of 
lorazepam during this period should almost always be avoided. 
The possibility that a woman of child-bearing potential may » 
be pregnant at the time of institution of therapy should be 
considered. Patients should be advised that if they become 
pregnant, they should communicate with their physician about 
the desirability of discontinuing the drug. 

In humans, blood levels obtained from umbilical cord 
blood indicate placental transfer of lorazepam and 
lorazepam glucuronide. 

Nursing Mothers: It is not known whether oral lorazepam is 
excreted in human milk like the other benzodiazepine tran- 
quilizers. As a general rule, nursing should not be undertaken 
while a patient is on a drug since many drugs are excreted in 
human milk. 


Adverse Reactions: Adverse reactions, if they occur, are usually 
observed at the beginning of therapy and generally disappear on 
continued medication or upon decreasing the dose. In a sample 
of about 3,500 anxious patients, the most frequent adverse 
reaction to Ativan is sedation (15.9%), followed by dizziness 
(6.9%), weakness (4.2%) and unsteadiness (3.4%). Less frequent 
adverse reactions are disorientation, depression, nausea, change 
in appetite, headache, sleep disturbance, agitation, derma- 
tological symptoms, eye function disturbance. together with 
various gastrointestinal symptoms and autonomic manifesta- 
tions. The incidence of sedation and unsteadiness increased 
with age. 

Small decreases in blood pressure have been noted but are 
not clinically significant, probably being related to the relief of 
anxiety produced by Ativan. 


Overdosage: In the management of overdosage with any drug, 
it should be borne in mind that multiple agents may have been 
taken. 

Manifestations of Ativan overdosage include somnolence. 
confusion and coma. Induced vomiting and/or gastric lavage 
should be undertaken followed by general supportive care, 
monitoring of vital signs and close observation of the patient. 
Hypotension, though unlikely, usually may be controlled with 
Levarterenol Bitartrate Injection, U.S.P. Caffeine and Sodium 
Benzoate Injection, U.S.P. may be used to counteract CNS 
depressant effects. The usefulness of dialysis has not been 
determined. 


Dosage and Administration: Ativan is administered orally For 
optimal results, dose, frequency of administration and duration 
of therapy should be individualized according to patiert 
response. To facilitate this, scored 1.0 and 2.0 mg tablets 

are available. 

The usual range is 2 to 6 mg/day given in divided doses. the 
largest dose being taken before bedtime. but the daily dosage 
may vary from 1 to 10 mg/day For anxiety, most patierts require 
an initial dose of 2 to 3 mg/day given b.i.d. or t.i.d. 

For insomnia due to anxiety or transient situational stress. a 
single daily dose of 2 to 4 ma may be given, usually at bedtime. 

For elderly or debilitated patients, an initial dosage of 1 to 2 
mg/day in divided doses is recommended. to be adjusted as 
needed and tolerated. 

The dosage of Ativan should be increased gradually when 
needed to help avoid adverse effects. When higher dosage is 
indicated, the evening dose should be increased before the 
daytime doses. 


How Supplied: Ativan (lorazepam) is available in scored 1.0 
and 2.0 mg tablets in bottles of 100. 
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A highly effective, low-dose, non-accumulating antianxiety agent. 
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Increase your professional library— 
order APA's three most recent 
Task Force Reports now 


Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliIness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 
Publication Sales Department 
American Psychiatric Association 
1700 18th St. N.W., Washington, D.C. 20009 
Please send me: 1 copies of Task Force Report 14, order #228, @ $7.50 ea. 
— — — — copies of Task Force Report 15, order #146, @ $4.00 ea. 
copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment.) 
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The therapeutic window 
helps you see the difference 
between Pamelor (nortriptyline HCI) 


and other antidepressants. 
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Amelioration score 


All tricyclics have a range of steady-state plasma levels that pro- - 
duce maximal antidepressant effects and minimal toxic effects. 
When this range is well-defined it is called the "therapeutie win- 
dow” To date, conclusive evidence for a therapeutic window has 
been obtained for only one tricyclic—nortriptyline? 


Highly predictable determination of 
optimal dosage 


The more accurately the limits of the therapeutic window 
are defined, the more predictably individual dosage require- 





50 ng/ml 140 ng/ml ments for a tricyclic agent can be determined.’ That's why an 
The Pamelor initial starting dose of 75 mg Pamelor daily can achieve optimal 

Therapeutic Window: plasma levels for 70% of depressed patients.” A single dosage 

3 well-defined range of adjustment to 100 mg Pamelor daily will achieve therapeutic 


therapeutic blood levels blood levels for most patients who have not responded to 75 mg. 
Minimal titration 

With other tricyclic agents, the therapeutic dose is usually determined by increasing the daily dose 
from 25 mg upward to 300 mg. This time-consuming and often random process of titration is virtually 


eliminated with Pamelor. Because the initial dose is usually a therapeutic dose, you can spend less time 
on dosage adjustment and more time on psychotherapy. 


Minimal significant side effects 


Pamelor therapy is well tolerated. Daytime drowsiness is 
rarely a problem. As with all antidepressants, however patients 
should be cautioned against driving or operating hazardous 
machinery. Anticholinergic side effects are also minimal, although 
some patients may experience dry mouth. 


Pamelor therapy is clinically effective 


Improvement of symptoms of depression can often begin to 
be seen in some patients within a week. These include relief of 
depressed mood, sleep disturbances, and fatigue. Global improve- v 
ment is usually observed by the second week. Maximum improve- | 
ment with Pamelor, as with other antidepressants, may require 
longer therapy particularly in severe depressive illnesses. 


Pamelor 


(nortriptyline HCI) NF 
25mg. Capsules 


Helps make the therapeutic dosage 
easy to determine. 








SANDOZ 


a Aisin P. PHARMACEUTICALS 
For brief summary please see last page of this advertisement. SANDOZ East Hanover, N.J. 07936 


A41 











(nortriptyline HC 
S! 25mg.Capsules 


DNF 


Helps make the therapeutic dosage easy to determine 


O highly predictable 
determination of 


optimal dosage 

L.] minimal titration 

L] minimal significant 
side effects 


O Pamelor therapy 
is clinically effective 


Indications: For relief of depressive symp- 
toms. Endogenous depressions are more 
likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should 
not be given concomitantly with MAO inhib- 
itors or within 2 weeks of the use of this 
drug since hyperpyretic crises, severe con- 
vulsions, and fatalities have occurred when 
similar tricyclic antidepressants were used 

in such combinations. Cross-sensitivity with 
other dibenzazepines is a possibility. Con- 
traindicated during acute recovery period 
after myocardial infarction. 


Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 
rhythmia, and strokes have occurred. May 
block antihypertensive action of guanethi- 
dine and similar agents. Because of anticho- 
linergic activity, use cautiously in patients 
with glaucoma or a history of urinary reten- 
tion. Patients with a history of seizures 
should be followed closely because the drug 
is known to lower the convulsive threshold. 
Great care is required for hyperthyroid 
patients and those taking thyroid medica- 
tion because of possible development of 
cardiac arrhythmia. Caution patients about 
possibility of impaired mental and/or phys- 
ical ability to operate a motor vehicle or 
dangerous machinery. Response to alcoholic 
beverages may be exaggerated and may lead 
to suicidal attempts. Safe use during preg- 
nancy, lactation, and women of childbearing 
potential has not been established and the 
drug should not be given unless clinical sit- 
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for depressed patients. 


uation warrants potential risk. Not recom- 
mended for use in children. 


Precautions: Psychotic symptoms may be 
exacerbated in schizophrenic patients. 
Increased anxiety and agitation may occur 
in overactive or agitated patients. Manic- 
depressive patients may experience shift to 
manic phase. Hostility may be aroused. 
Concomitant administration of reserpine 
may produce a “stimulating” effect. Watch 
for possible epileptiform seizures during 
treatment. Use cautiously with anticholiner- 
gic or sympathomimetic drugs. Concurrent 
electrocanvulsive therapy may increase haz- 
ards associated with nortriptyline HCI. 
When possible, discontinue drug several 
days prior to surgery. Potentially suicidal 
patients require supervision and protective 
measures during therapy. Prescriptions 
should be limited to the least possible quan- 
tity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmaco- 
logic similarities among the tricyclic antide- 
pressant drugs require that each of the 
following reactions be considered when 
nortriptyline is administered. 


Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarc- 
tion, arrhythmias, heart block, stroke. 


Psychiatric: Confusional states (especially 

in the elderly) with hallucinations, disorien- 
tation, delusions; anxiety, restlessness, 
agitation; insomnia, panic, nightmares; 
hypomania; exacerbation of psychosis. 
Neurologic: Numbness, tingling, paresthesias 
of extremities; incoordination, ataxia, trem- 
ors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG pat- 
terns; tinnitus. 


Anticholinergic: Dry mouth and rarely, asso- 
ciated sublingual adenitis; blurred vision, 
disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary reten- 
tion, delayed micturition, dilation of the 
urinary tract. 


Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive 
exposure to sunlight); edema (general or of 
face and tongue), drug fever, cross-sensitiv- 
ity with other tricyclic drugs. 

Hematolcgic: Bone-marrow depression, 
including agranulocytosis; eosinophilia; pur- 
pura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, 
anorexia, epigastric distress, diarrhea, pecu- 


liar taste, stomatitis, abdominal cramps, 
black-tongue. 


Endocrine: Gynecomastia in the male, breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence, 
testicular swelling; elevation or depression 
of blood sugar levels. 


Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, 
nocturia; drowsiness, dizziness, weakness, 
fatigue; headache; parotid swelling; 
alopecia. 


Withdrawal Symptoms: Though these are not 
indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may pro- 
duce nausea, headache, and malaise. 


Dosage and Administration: Usual adult 
dose—25 mg. three or four times daily; dos- 
age should begin at a low level and increase 
as required. As an alternate regimen, the 
total daily dosage may be given once-a-day. 
Elderly and Adolescent—30 to 50 mg. per day, 
in divided doses, or the total dosage may be 
given once-a-day. Doses above 100 mg. per 
day and use in children are not recom- 
mended. If a patient develops minor side 
effects, the dosage should be reduced. The 
drug should be discontinued promptly if 
adverse effects of a serious nature or allergic 
manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; 
solution 10 mg./5 cc. 


For more detailed information see full pre- 
scribing information. 
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ANNOUNCING PUBLICATION OF . 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the “‘Call to Action” which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: — American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENTOF$. | | .L-M- 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 


Please send me 
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The ProliXirY (Fiuphenazine) i 
system of schizophrenia 
management— 


spanning virtually 
every clinical situation 


There is scarcely a patient-type presenting With-schizophrenia 
that cannot be successfully managed with one of the numerous 
forms of Prolixin (Fluphenazine). 

For the newly admitted, agitated patient, a first choice 
would be short-acting Prolixin Injection (Fluphenazine 
Hydrochloride Injection USP). 

For long-term management of more "dependable" 
patients, you have the titration flexibility of four potencies of 
Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP). 

For patients who "cheek" or otherwise resist tablet 
medication, you can utilize pleasant tasting, orange-flavored 
Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP). 

For long-term maintenance of less compliant patients, 
you can employ unique, long-acting Prolixin Decanoate 
(Fluphenazine Decanoate Injection) and achieve effective 
neuroleptization for up to four weeks and longer with a single 
injection. 


Prolixin Decanoate " 
Fluphenazine 
Decanoate Injection 


Unimatic” Single Dose Syringe 
25 mg in 1 ml 


; ! 5 ml 
Prolixin* Injection multiple dose vial 


Fiuphenazine 25 mg per ml Prolixin* Elixir 
Hydrochloride à Fluphenazine 
Injection USP = Hydrochloride 


| Elixir USP 
10 mi multiple dose vial ixir US 
2.5 mg per ml 


Prolixin™ Tablets 
E ug hena?zi 


» CHE 'T 
Tablets USP 


` U 


0.5 mg per ml 


1mg See next page for brief summaries. 
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PROLIXIN® (Fluphenazine Hydrochloride) 
TABLETS/ELIXIR/INJEGTION 
Prolixin Tablets (Rluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5, or 10 mg fluphen- 
azine hydrochloride per tablet. Prolixin Elixir (Fluphenazine Hydrochloride Bixir USP) provides 
0.5 mg fluphenazine hydrochloride per ml (2.5 mg per 5 ml teaspoonful) with 14% alcohol by 
volume. Prolixin Injection (Fluphenazine Hydgochloride Injection USP) provides 2.5 mg flu- 
phenazine hydrochloride per ml; it contains 0.1% methylparaben and 0.01% propyl- 
paraben as preservafves. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 
WARNINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. Safety 
and efficacy in children have not been established because of inadequate experience in use in 
children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choles- 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic e*fects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insecticides: 
in patients with a histcry of convulsive disorders since grand mal convulsions have occurred; and 
in patients with spec.al medical disorders such as mitral insufficiency or ather cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy there is the 
possibility of liver damage, pigmentary retinopathy, lenticular and corneal ceposits, and devel- 
opment of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present, no adequate 
epidemiological stud es, the relevance to human mammary cancer risk from prolonged exposure 
to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. "Silent pneumonias” are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. How- 

ever, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported following 
abrupt cessation of high dose therapy; reports suggest that these symptoms can be reduced if 
concomitant antiparkinsonian agents are continued for several weeks after the phenothiazine is 
withdrawn. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient should be forewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persis'ent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (2.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by 
antiparkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early signof the syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its action. 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control these 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, tachycardia, 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men and 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—ltching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver camage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation in- 
crease, sometimes accompanied by alterations in other liver function tests. has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospilalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia or 
pneumonitis, aspiretion of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe emough to cause fatal 
Cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have occurred 
with phenothiazines, 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: Tab/ets—1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® single-dose cartons of 100; 10 mg in bottles of 50 anc 500. Elixir —in bottles 
of 473 ml (1 pint) and in 60 ml dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 mi (0.5 mg), 1.5 ml (0.75 mg), and 2 ml (1 mg). /njection—in multipie-dose vials of 10 ml. 
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PROLIXIN DECANOATE* 

Fluphenazine Decanoate Injection $ 

Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine decanoal 
per ml in a sesame oil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. | 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses í 
hypnotics, or who are comatose or severely depressed. In patients wno have shown hyperser 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. ° 

Not intended for use in children under 12. 2 
WARNINGS: Mental and physical abilities required for driving a car or operating heavy me 
chinery may be impaired by use of this drug. Physicians should be alert to the possibility thé 
severe adverse reactions may occur which require immediate medical attention. Potentiation « 
effects of alcohol may occur. Safety and efficacy in children have not been established becaus 
of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been es:ablished; weig 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused chole: 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cros: 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to underg 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervo. 
system depressants may be required. Because of added anticholinergic effects, fluphenazin 
may potentiate the effects of atropine. 

Use fluphenazine decanoate cautiously in patients exposed to extreme heat or phosphon 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions has 
occurred; and in patients with special medical disorders such as mitral insufficiency or oth: 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therar 
there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposit 
and development of irreversible dyskinesia 

Fluphenazine decanoate should be administered under the direction of a physician expe 
enced in the clinical use of psychotropic drugs. Periodic checking of hepatic and renal functior 
and blood picture should be done. Renal function of patients on long-term therapy should t 
monitored; if BUN becomes abnormal, treatment should be discontinued. "Silent pneumonia 
are possible 

There is sufficient experimental evidence to conclude that chronic administration of antips 

chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasn 
in rodents under the appropriate conditions. There are recognized differences in the physiolo: 
ical role of prolactin between rodents and humans. Since there are, at present, no adequa 
epidemiological studies. the relevance to human mammary cancer risk from prolonged exposu 
to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fr 
quently reported. Most often these symptoms are reversible, but they may b2 persistent. The 
include pseudoparkinsonism, dystonia. dyskinesia, akathisia, oculogyric crises, opisthotono 
hyperreflexia. Muscle rigidity sometimes accompanied by hypertnermia has been reporte 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactior 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-cha 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, bi 
dosage level and patient age are also determinants. As these reactions may be alarming, th 
patient should be forewarned and reassured. These reactions can usually be controlled t 
administration of an antiparkinsonian drug such as benztropine mesylate and by subsequel 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometime 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occi 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, c 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongu 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewin 
movements) and may be accompanied by involuntary movements of extremities. There is r 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated t 
antiparkinsonism agents. If the symptoms appear. discontinuation of all antipsychotic agents 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increase 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongu 
may be an early sign of the syndrome which may not develop if medication is stopped at that timi 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizari 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsines 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recon 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have bee 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebr 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficienc 
appear to be particularly prone to this reaction and should be observed carefully. Supportiy 
measures including intravenous vasopressor drugs should be instituted immediately shou 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; epinephrir 
should not be used since phenothiazine derivatives have been found to reverse its actio 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constip. 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control thes 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, tachycardi 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactatio: 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men ar 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions —lItching, erythema, urticaria, seborrhea, photosensitivity, eczema ar 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylacto 
reactions should be borne in mind. 

Hematologic —Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic « 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed wi 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respirator 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy shou 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the fir 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation i 
crease, sometimes accompanied by alterations in other liver function tests, has been reported 
patients who have had no Clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines 
Previous brain damage or seizures may be predisposing factors. High doses should be avoide 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychot 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia « 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a gener 
feature of fluphenazine, potentiation of central nervous system depressants such as Opiate 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fat 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altere 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurot 
edema; with long-term use, skin pigmentation anc lenticular and corneal opacities have occurre 
with phenothiazines. Local tissue reactions occur only rarely with injections of fluphenazir 
decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic® single-dose preassembled syringes and cartridge-needi 


units and 5 ml vials. © 1979 E. R. Squibb & Sons, Inc. 429-5 


G UIBB^ ‘The Priceless Ingredient of every product 
is the honor and integrity of its maker.'"" 


PKSAP-III 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 


CONTINUOUS OFFERING 


PKSAP-III is again available. The Program, initially available to physicians in Spring/Summer, 1977, will differ in that 
central scoring services will not be provided. Each registrant will receive the question booklets, the Reference 
guidebook containing the correct answers and bibliography, a score worksheet, and the Performance Data Report, 
which will facilitate self-scoring, follow-up reading and study at the participant's convenience. For further program 
details, the Bulletin of Information, is available upon request to the APA, Office of Education. 


To register, remit the appropriate fee with this application form to the APA, PUBLICATIONS SALES. PLEASE MAKE 
CHECKS PAYABLE TO APA, PKSAP-III. 


PKSAP-III REGISTRATION FORM — CONTINUOUS OFFERING 
Please type or print all information 


FEEEFEFERVEFEFTETETI ws | FIRST NAME | 


STREET ADDRESS 


CITY ADDRESS | STATE | | ZIP CODE 








FEES 

[] Psychiatric Resident-In-Training, APA MEMBER $20.00 
[] Psychiatric Resident-In-Training, NON-MEMBER $20.00 
C] MEMBER, American Psychiatric Association (other than above) $35.00 
C] Physician (other than above) $50.00 


Please make check payable to APA, PKSAP-Ill. Mail to: Publication Sales, APA, 1700 18th Street, N.W., 
Washington, D.C. 20009 
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Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first week of treatment in- 
clude: insomnia, feelings of quilt 
or worthlessness, agitation, A 
psychic and somatic anxiety, k 
suicidal ideation and anorexia. u 








Limbitrol. Pt 

Dual therapy with greater * 
specificity... without classical * 
phenothiazine drawbacks. A 
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LIMBITROL® TABLETS Tranquilizer—Antidepressant 


e 

Before prescribing, please consult complete product information, a summary of 
which follows: " . 
Indications: Relief of moderate to sguere depression associated with moderate to 
severe anxiety. » -P , r 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antide- 
pressants: Do not use with monoamine oxidase (MAO) inhibitors or within 14 days 
following discortinuation of MAO inhibitors since hyperpyretic crises, severe convul- 
sions and deaths have occurred with concomitant use; then initiate cautiously, gradu- 
ally increasing dosage until optimal response is achieved. Contraindicated during 
acute recovery phase following myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle- 
closure glaucoma. Severe constipation may occur in patients taking tricyclic antide- 
pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients. 
(Arrhythmias, sinus tachycardia and prolongation of conduction time reported with 
use|of tricyclic antidepressants, especially high doses. Myocardial infarction and 
stroke reported with use of this class of drugs.) 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester 

should almost always be avoided because of increased risk of congenital 

malformations as suggested in several studies. Consider possibility of 

pregnancy when instituting therapy; advise patients to discuss therapy if 

they intend to or do become pregnant. 
Since physical and psychological dependence to chlordiazepoxide have been re- 
ported rarely, use caution in administering Limbitrol to addiction-prone individuals or 
those who might increase dosage; withdrawal symptoms following discontinuation of 
either component alone have been reported (nausea, headache and malaise for ami- 
triptyline; symptoms [including convulsions] similar to those of barbiturate withdrawal 
for chlordiazepoxide). 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid 
patients or those on thyroid medication, and in patients with impaired renal or hepatic 
function. Because of the possibility of suicide in depressed patients, do not permit 
easy access to large quantities in these patients. Caution patients about possible 
combined effects with alcohol and other CNS depressants and against hazardous 
occupations requiring complete mental alertness (e.g., operating machinery, driving). 
Periodic liver function tests and blood counts are recommended during prolonged 
treatment. Amitriptyline component may block action of guanethidine or similar anti- 
hypertensives. Concomitant use with other psychotropic drugs has not been eval- 
uated: sedative effects may be additive. Dis- 
continue several days before surgery. Limit 
concomitant administration of ECT to essen- EE 
tial treatment. See Warnings for precautions 
about pregnancy. Limbitrol should not be 
taken during the nursing period. Not recom- 
mended in children under 12. 
In the elderly and debilitated, limit to smallest 
effective dosage to preclude ataxia, overse- 
dation, confusion or anticholinergic effects. 
Adverse Reactions: Most frequently re- 
ported are those associated with either com- 


` ; x g h containing 10 mg chlordiazepoxide and 25 mg 
ponent alone: drowsiness, dry mouth, consti Ta 10-2 kie | 
pation, blurred vision, dizziness and bloating. ble ts 5 amitriptyline (as the hydrochloride salt) 
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Less frequently occurring reactions include 
vivid dreams, impotence, tremor, confusion 
and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weak- 
ness, restlessness and lethargy have been reported as side effects of both Limbitrol 
and amitriptyline. Granulocytopenia, jaundice and hepatic dysfunction have been ob- 
served rarely. 

This list includes adverse reactions not reported with Limbitro! but requiring considera- 
tion because they have been reported with one or both components or closely related 
drugs: 

Cardiovascular: Hypotension, hypertension, tachycardia, palpitations, myocardial in- 
farction, arrhythmias, heart block, stroke. 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomania and increased or decreased libido. 

Neurologic: Incoordination, ataxia, numbness, tingling and paresthesias of the ex- 
tremities, extrapyramidal symptoms, syncope, changes in EEG patterns 
Anticholinergic: Disturbance of accommodation, paralytic ileus, urinary retention, di- 
latation of urinary tract. 

Allergic. Skin rash, urticaria, photosensitization, edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, pur- 
pura, thrombocytopenia. 

Gastrointestinal; Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar 
taste, diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, 
galactorrhea and minor menstrual irregularities in the female and elevation and lower- 
ing of blood sugar levels. 

Other: Headache, weight gain or loss, increased perspiration, urinary frequency, 
mydriasis, jaundice, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose. 
Treatment is symptomatic and supportive. |.V. administration of 1 to 3 mg physostig- 
mine salicylate has been reported to reverse the symptoms of amitriptyline poisoning. 
See complete product information for manifestation and treatment. 

Dosage: Individualize according to symptom severity and patient response. Reduce 
to smallest effective dosage when satisfactory response is obtained. Larger portion of 
daily dose may be taken at bedtime. Single h.s. dose may suffice for some patients. 
Lower dosages are recommended for the elderly. 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased 
up to six tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial 
dosage of thrae to four tablets daily in divided doses, for patients who do not tolerate 
higher doses 

Supplied: Lirnbitrol 10-25 tablets each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and Limbitrol 5-12.5 tablets each containing 

5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) —bottles 
of 100 and 500; Tel-E-Dose" packages of 100; Prescription Paks of 50. 


Roche Laboratories 
(ROCHE Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


How to initiate and 


maintain therapy 


Select dosage strength appropriate for each 
patient 


O Limbitrol 10-25 is recommended for most patients 


O Limbitrol 5-12.5 may be indicated for those 
who do not tolerate higher doses and for elderly 
patients 

Specify daily dosage based on symptom 
severity 

LJ An initial dosage of three tablets is recom- 
mended. 

O Dosage may be increased to six tablets or de- 
creased to two tablets daily as necessary. 

LJ Once a satisfactory response is obtained, eval- 
uate response and, if necessary, reduce dosage to 
smallest amount needed. 

Utilize dosage options to best accommodate 
individual patient needs 
O T.I.D. or Q.I.D., familiar regimens most suited for 
patients who tolerate medication without undue 
drowsiness 

LI Two tablets one hour before bedtime and one 
tablet midday may minimize daytime drowsiness 
and help relieve a common target symptom— 
insomnia Ms 
O Entire dosage h.s. to take E a ae ha T 
maximum advantage 4 

of the sedative effect aor 
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How to make each patient 
an informed patient 


1. Discuss with patients the probability that they 
will experience drowsiness, especially during the 
first week. 

2. Reassure your patients that drowsiness is one 
indication that the medication is working and 
that it may help alleviate their insomnia. 

3. Encourage patients to report if drowsiness be- 
comes troublesome so that, if necessary, dosage 
schedule can be adjusted or the symptom 
treated. 

4. Caution patients about the combined effects 
with alcohol or other CNS depressants. Let them 
know that the additive effects may produce a 
harmful level of sedation and CNS depression. 

5. Caution patients about activities requiring 
complete mental alertness, such as operating 
machinery or driving a car. 

6. Warn pregnant patients and patients of 
childbearing age that the safety of Limbitrol in 
pregnancy has not yet been established. 


Please see complete product disclosure for other 
pertinent information. 


Limbitrol should not be used under the 
following circumstances: 

1. Hypersensitivity to benzodiazepines or tricyclic 
antidepressants. 

2. Should not be given with an MAO inhibitor. To 
replace an MAO inhibitor with Limbitrol, discon- 
tinue MAO inhibitor for a minimum of 14 days 
before cautiously initiating Limbitrol therapy. 

3. During the acute recovery phase following 
myocardial infarction. 
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MOVING? 
PLEASE NOTIFY US. 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 





NAME 


DEPARTMENT 


ORGANIZATION 








STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 
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Awake! for | 
Morning mthe Bowl of Night 
Has flung the Stone — 
that puts the Stars fo f light: 


EDWARD FITZGERALD 
IHE RUBAIYAT OF OMAR KHAY YAM, STANZA I 


Brie! Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 
Indications—Relief of symptoms of anxiety and depression 


Contraindicatiens—Glaucoma, tendency toward urinary retention, 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for Safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk, nor on effect in nursing infants 

Usage in childrenaunder 12 years of age iS not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug. as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 
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In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity. the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth, blurred vision and constipation 
have Deen reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
Sweating, tachycardia and hypotension. Weakness, dizziness. 
fatigue. weight gain. edema. paresthesias flushing, chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus may also 
occur 
Dosage and Administration—!n mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
Is 75 mg to 150 mg per day not to exceed 300 mg per day 
Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin. as the hy- 
drochioride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

A i aa prescribing information please see package insert 
or 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 
The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 


Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin ™ 
(doxepin HCI) 


useful adjunctive 
therapy in your | 
psychiatric practice 





When they see life 
in shades of blue... 


help them see life 


in allits colors 





R DIVISION 


a MENNWALT 


ROCHESTER. NEW YORK 14623 
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For the aged person suffering 
from withdrawn or apathetic senile 
behavior, Ritalin can often help 
relieve bothersome symptoms. In 
one double-blind study! of with- 
drawn, apathetic geriatric patients, 
Ritalin elicited notable improve- 
ment in competence, interest and 
retardation. While no side effects 
were reported in this study, blood 
pressure and pulse variations were 
noted in both groups but were not 
considered of exceptional magnitude. 
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for narcoleptic 
patient? a 


The narcoleptic patient can 
fall asleep anytime... anyplace... 
and the consequences can be 
grave, or at the least, embarrass- 
ing. Although there is no 
known cure for narcolepsy, 
Ritalin acts promptly to coun- 
teract sleepiness and is the 
medication most frequently used 
by cited investigators.? Occa- 
sional problems of tolerance may 
be managed by complete with- 
drawal o Ritalin during vacation 
or holidays, then reinstating the 
drug at lower dosage.? 


*Ritalin has been evaluated as possibly effec- 
tive in these indications. 





OF RITALIN 6. - 


| (methylphenic ate, 








(A ory (ja. 
s/s oy 


LEG. he t] 


Help for. 
patients with 
depression 


As Ritalin acts promptly to 
relieve symptoms of mild de- 
pression, mood and outlook | 
usually improve, and the patient j 
can cope again. Generally one B 

rescription is sufficient. Ritalin 
Is contraindicated in severe de- 
pression. 


Help for the 
MBD child 
For the child with Minimal Brain 

Dysfunction (MBD), adjunctive 
Ritalin is often highly effective when 
medication is needed to help reduce 
symptoms such as distractibility, 4 dis- 
organized behavior,* and hyperactivity. * 
MED children responding to Ritalin 
usually exhibit better classroom perfor- 
mance and improved interpersonal 
relationships. Moyi as MBD 
244 toms are curbed, the affected 
child often responds more positively 
to nonpharmacologic modalities. 
Ritalin should be periodically discon- 
tinued to assess the child's condition. 
Improvement may be sustained when 


the drug is temporarily or permanently 
discontinued. 





Please turn page for prescribing information. 


CIBA 
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RITALIN * 
(methylphenidate) 





SO MUCH HELP FOR SO MANY PATIENTS 


Ritalin® hydrochloride Œ 
(methylphenidate hydrochloride USP) 


TABLETS 


INDICATIONS 
Based on a review of this drug by the National 
Academy of Sciences-National Research 
Council and/or other information, FDA has 
classified the indications as follows: 

Effective: Minimal Brain Dysfunction in 
Children—as adjunctive therapy to other re- 
medial measures (psychological, educational, 
social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single 
diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psy- 
chological, educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, distract- 
ibility, emotional lability, impulsivity, and mod- 
erate to severe hyperactivity; minor neurologi- 
cal signs and abnormal EEG. Learning may or 
may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these char- 
acteristics. 

Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary 
to environmental factors and/or primary psy- 
chiatric disorders, including psychosis. 
Appropriate educational placement is essen- 
tial and psychosocial intervention is generally 
necessary. When remedial measures alone are 
insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's 
assessment of the chronicity and severity of 
the child's symptoms. 
Effective: Narcolepsy 
"Possibly" effective: Mild 


ression; 
Apathetic or Withdrawn Senile Behavior 
Final classification of the less-than-effective 
indications requires further investigation. 





CONTRAINDICATIONS 

Marked anxiety, tension, and agitation are contrain- 
dications to Ritalin, since the drug may aggravate 
these symptoms. Ritalin is contraindicated also in 
patients known to be hypersensitive to the drug and 
in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dysfunc- 
tion are not yet available. Although a causal relation- 
ship has not been established, suppression of 
growth (ie, weight gain, and/or height) has been re- 
ported with the long-term use of stimulants in chil- 


dren. Therefore, patients requiring long-term therapy 


should be carefully monitored. 

Ritalin should not tse used for severe depression of 
either exogenous or endogenous origin. 

Ritalin should not be used for the prevention or 
treatment of normal fatigue states. 


A56 » 


There is some clinical evidence that Ritalin may 
lower the convulsive threshold in patients with prior 
history of seizures, with prior EEG abnormalities in 
absence of seizures, and, very rarely, in absence of 
history of seizures and no prior EEG evidence of 
seizures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. In the pres- 
ence of seizures, the drug should be discontinued. 
Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals. in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been 
enccuntered in rare cases. Difficulties with accom- 
mocation and blurring of vision have been reported. 
Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. 

Human pharmacologic studies have shown that 
Ritalin may inhibit the metabolism of coumarin anti- 
coagulants, anticonvulsants (phenobarbital, 
diphenylhydantoin, primidone), phenylbutazone, 
anc tricyclic antidepressants (imipramine, desip- 
ramine). Downward dosage adjustments of these 
drugs may be required when given concomitantly 
with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of 
the physician, the potential benefits outweigh the 
possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotion- 
ally unstable patients, such as those with a 
history of drug dependence or alcoholism, be- 
Cause such patients may increase dosage on 
their own initiative. 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with vary- 
ing degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially with 
parenteral abuse. Careful supervision is re- 
quired during drug withdrawal, since severe 
depression as wel! as the effects of chronic 
overactivity Can be unmasked. Long-term 
follow-up may be required because of the 
patient's basic personality disturbances 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include hypersen- 
sitivity (including skin rash, urticaria, fever, arthral- 
gia, exfoliative dermatitis, erythema multiforme with 
histopathological findings of necrotizing vasculitis, 
ana thrombocytopenic purpura); anorexia; nausea; 
dizziness; palpitations; headache; dyskinesia; 
drowsiness; blood pressure and pulse changes, 
bo!h up and down; tachycardia: angina, cardiac ar- 
rhytnmia; abdominal pain; weight loss during pro- 





longed therapy. Toxic psychosis has been reportec 
Although a definite causal relationship has not bee 
established, the following have been reported in pi 
tients taking this drug: leukopenia and/or anemia; ¢ 
few instances of scalp hair loss 

In children, loss of appetite, abdominal pain, weigt 
loss during prolonged therapy, insomnia, and 
tachycardia may occur more frequently; however, 
any of the other adverse reactions listed above ma 
also occur. 

DOSAGE AND ADMINISTRATION 

Adults i 

Administer orally in divided doses 2 or 3 times dail; 
preferably 30 to 45 minutes before meals. Dosage 
will depend upon indication and individual re- 
sponse 

Average dosage is 20 to 30 mg daily. Some patient 
may require 40 to 60 mg daily. In others, 10 to 15 m: 
daily will be adequate. Patients who are unable to 
sleep if medication is taken late in the day should 
take the last dose before 6 p.m. 

Children with Minimal Brain Dysfunction 

(6 years and over) 

Start with small doses (eg. 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after 
appropriate dosage adjustment over a one-month 
period, the drug should be discontinued 

If paradoxical aggravation of symptoms or other ac 
verse effects occur, reduce dosage. or, if necessa 
discontinue the drug. 

Ritalin should be periodically discontinued to asse 
the child's condition. Improvement may be sus- 
tained when the drug is either temporarily or perm: 
nently discontinued 

Drug treatment should not and need not be indefin 
and usually may be discontinued after puberty 
HOW SUPPLIED 

EUN 20 mg (peach, scored); bottles of 100 and 
1 

Tablets, 10 mg (pale green, scored); bottles of 100 
500, 1000 and Accu-Pak* blister units of 100 
a 5 mg (pale yellow): bottles of 100, 500 andi 
1 


665381 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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INDICATIONS — LIDONE (molindone hydro- 
chloride) is indicated in the management of the 
manifestations of schizophrenia. 


CONTRAINDICATIONS — LIDONE (molindone 

hydrochloride) is contraindicated in severe 

central nervous system depression (alcohol, bar- 

biturates, narcctics, etc.) or comatose states, and 

2 patients with known hypersensitivity to the 
rug. 


WARNINGS — Usage in Pregnancy: Studies 
in pregnant patients have not been carried out. 
Reproduction studies have been performed in the 
following animals: 


Pregnant Rats Oral Dose — 
20 mg/kg/day — 10 days, no adverse effect 
40 mg/kg/day — 10 days, no adverse effect 


Pregnant Mice Oral Dose — 

20 mg/kg/day — 10 days, slight increase resorp- 
tions 

40 mg/kg/day — 10 days, slight increase resorp- 
tions 


Pregnant Rabbits Oral Dose — 

5 mg/kg/day — 12 days, no adverse effect 
10 mg/kg/day — 12 days, no adverse effect 
20 mg/kg/day — 12 days, no adverse effect 


Animal reproductive studies have not demon- 
strated a teratogenic potential. The anticipated 
benefits must be weighed against the unknown 
risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on 
the content of LIDONE (molindone hydrochlo- 
ride) in the milk of nursing mothers. 


Usage in Children: Use of LIDONE (molindone 
hydrochloride) in children below the age of 
twelve years is not recommended because safe 
and effective conditions for its usage have not 
been established. 

LIDONE has rot been shown effective in the 
management of behavioral complications in pa- 
tients with mental retardation. 


PRECAUTIONS — Some patients receiving 
LIDONE (molindone hydrochloride) may note 
drowsiness initially and they should be advised 
against activities requiring mental alertness un- 
til their response to the drug has been estab- 
lished. 

Increased activity has been noted in patients 
receiving LIDONE. Caution should be exercised 
where increased activity may be harmful. 

LIDONE does not lower the seizure threshold in 
experimental animals to the degree noted with 
more sedating antipsychotic drugs. However, in 
humans, convulsive seizures have been reported 
in a few instances. 

LIDONE has ar. antiemetic effect in animals. A 
similar effect may occur in humans and may 
obscure signs of intestinal obstruction or brain 
tumor. 


ADVERSE REACTIONS 
CNS Effects — The most frequently occurring 
effect is initial drowsiness that generally sub- 
sides with contirued usage of the drug or lower- 
ing of the dose. 

Noted less frequently were depression, hy- 
peractivity and euphoria. 


Neurological Extrapyramidal Reactions — Ex- 
trapyramidal reactions noted below may occur in 
susceptible individuals and are usually revers- 
ible with appropriate management. 


Akathisia — Motor restlessness may occur early. 


Parkinson Syndrome — Akinesia, charac- 
terized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been ob- 
served. Occurrence is less frequent than 
akathisia. 


A Brief Summary of Prescribing Information for 


Lidone molindene -CÍ 


Effective therapy 


with less chance of certain troublesome 


antipsychotic side effects 


Dystonic Syndrome — Prolonged abnormal 
contractions of muscle groups occur infre- 
quently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent 
(other than L-dopa), small doses of sedative 
drugs, and/or reduction in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry 
mouth and salivation have been reported. Uri- 
nary retention and constipation may occur par- 
ticularly if anticholinergic drugs are used to 
treat extrapyramidal symptoms. 


Hematological — There have been rare reports 
of leucopenia and leucocytosis. If such reactions 
occur, treatment with LIDONE may continue if 
clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and 
red blood cells have not been considered 
clinically significant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenor- 
rheic women has been reported. Initially heavy 
menses may occur. Galactorrhea and 
gynecomastia have been reported infrequently. 
Increase in libido has been noted in some pa- 
tients. Impotence has not been reported. 
Although both weight gain and weight loss have 
been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with 
LIDONE. 


Cardiovascular — Rare, transient, non-specific 
T wave changes have been reported on EKG. 
Association with a clinical syndrome has not 
been established. Rarely has significant hypoten- 
sion been reported. 


Ophthalmological — Lens opacities and pig- 
mentary retinopathy have not been reported 
where patients have received LIDONE (molin- 
done hydrochloride). In some patients, 
phenothiazine induced lenticular opacities have 
resolved following discontinuation of the 
phenothiazine while continuing therapy with 
LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with 
LIDONE usage alone. 


LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsy- 
chotic agents. Because adverse reactions are 
often extensions of the pharmacological activity 
of a drug, all of the known pharmacological 
effects associated with other antipsychotic drugs 
should be kept in mind when LIDONE is used. 
Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been 
noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) 
symptoms were reversible upon discontinuation 
of therapy. 

Tardive dyskinesia associated with other 
agents has appeared in some patients on long- 
term therapy and has also appeared after drug 
therapy has been discontinued. The risk appears 
to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are 
persistent and in some patients appear to be ir- 
reversible. The syndrome is characterized by 
rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). There may be involuntary 
movements of extremities. 

There is no known effective treatment of tar- 
dive dyskinesia; antiparkinsonism agents 


usually do not alleviate the symptoms of this syn- 
drome. It is suggested that all antipsychotic 
agents be discontinued if these symptoms ap- 
pear. Should it be necessary to reinstitute treat- 
ment, or increase the dosage of the agent, or 
switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported 
that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the 
medication is stopped at that tume the syndrome 
may not develop. 


DOSAGE AND ADMINISTRATION — Initial 
and maintenance doses of LIDONE (molindone 
hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 

— Increase to 100 mg/day in three or four 
days. 

— Based on severity of symptomatology, 
dosage may be titrated up or down depend- 
ing on individual patient response. 

— An increase to 225 mg/day may be required 
in patients with severe symptomatology. 


Elderly or debilitated patients should be started 
on lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a 
day. 

2. Moderate — 10 mg to 25 mg three or four 
times a day. 

3. Severe — 225 mg/day may be required. 


DRUG INTERACTIONS — Potentiation of 
drugs administered concurrently with LIDONE 
(molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not 
shown increased toxicity when LIDONE is given 
concurrently with representative members of 
three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE — Symp- 
tomatic, supportive therapy sheuld be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindi- 
cated. Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, 
this blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may 
justify use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the 
use of diphenhydramine and the synthetic anti- 
cholinergic antiparkinson agents. 


HOW SUPPLIED — LIDONE (molindone hydro- 
chloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 


c) ABBOTT LABORATORIES 
North Chicago, IL60064 


9083320 


PERSISTENT 
Tardive 

Dyskinesia 
Not reported with Lidone 


molindone HCI 








Even after 13 years of clinical experience, only a 
few late-occurring dyskinesias have been noted. And all 
were reversible upon discontinuation of medication. 


Also no reports of lens opacities, pigmentary retinopathy, 
impotence, excessive weight gain. Significant hypotension 
has been rare. Other side effects resemble comparable 
agents, seldom interrupt therapy. 

Offers effective control of schizophrenic symptoms 


such as hallucinations, conceptual disorganization, 
hostility, unusual thought content, emotional withdrawal. 


molindone HCl 


Effective therapy with less chance of 
. certain troublesome antipsychotic side effects 


Please see overleaf for Brief Summary 9083320 
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« brand of 


CHLORPROMAZINE 


Back to work. She went into the hospital 
with a psychiatric emergency but left more 
like herself —delusions, hallucinations, and 
other psychotic target symptoms effectively 
managed with ‘Thorazine’. And “Thorazine’ 
maintenance can help keep her out of the 


hospital in the future. 


From initial psychiatric emergency through 


THORAZIN 


maintenance 
effective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to the 
individual patient's needs — increasing 
or decreasing as the situation demands. 


treatment, 





Tablets: 
50 and 100 mg 
of the HCl 


‘Thorazine’ offers 


‘Thorazine’. The most widely tested and 


highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 


Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 


Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 


Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness in disturbed children. 

Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 

Final classification of the less-than-effective 
indications requires further investigation. 


Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 


Warnings: The possibility of extrapyramidal 
reactions from "Thorazine' may confuse the 
diagnosis of Reye’s syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 


Avoid using in patients hypersensitive (e.g., blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients about activities requiring alertness (e.g 
operating vehicles or machinery) especially during 
the first few days’ therapy. Avoid concomitant 

use with alcohol. May counteract antihyperten- 
sive effect of guanethidine and related compounds. 
Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
received chlorpromazine. 


Precautions: Use cautiously in persons with 
scardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of vomitus 
is possible. May prolong or intensify the action 
of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
Wdosage of concomitant C.N.S. depressants.) Anti- 


©1967, 1968, 1969 SmithKline Corporation 





convulsant action of barbiturates is not intensified. 
Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings). Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 

Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tachycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia, hyperreflexia in the 
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newborn; psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipa- 
tion, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantial doses, skin 
pigmentation, epithelial keratopathy, lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 

Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule * capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50: in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 mg. 


Concentrate (intended for institutional use only), 
30 mg. /ml. and 100 mg./ml. 


Smith Kline &French Laboratories 
Philadelphia 
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REGISTRATION FOR THE FOURTH PSYCHIATRIC KNOWLEDGE AND SKILLS SELF- 
ASSESSMENT PROGRAM (PKSAP-IV) IS NOW OPEN. 


The Program 

The PKSAP provides a comprehensive approach to self-study that focuses on recent advances in psychiatry. 

PKSAP-IV is completely revised and represents a considerable expansion over previous editions. The program 
includes 180 multiple-choice questions (MCQs) and 6 patient management problems (PMPs). For the first time, 
participants will receive a comprehensive syllabus/study guide of current knowledge in psychiatry to use in 

studying for the program as well as a critique book that explains the rationale for the answers. References will 
be provided for program follow-up. 


Continuing Medical Education Credit 

If a subscriber completes and returns the MCQ answer sheets for central scoring prior to the designated dead- 
line, a maximum of forty (40) credit hours may be claimed in Category |. For those completing the program BUT 
not returning the MCQ answer sheets for scoring, hour-for-hour credit may be claimed in Category 5A, up to 
twenty-two (22) hour limit. 


Schedule For PKSAP-IV 


nesumios Deadliné aisueresaaecer e hx a bud ua VERNA EYLIA3 RA Ziza October 31, 1979 
DEMNM Lack iced eiat et rr DP edid bt ai SO datis a pct a doi September-October, 1979 
alr RC o sie 6 on Fhe Wwe CEPS UE dA FOR DUKES E AR Gd sma November, 1979 
Deadline for Return of 

a ERE IU INT I I vic cedex onan baie Sade E E sawed eobwhaeecmadwnwawkee January 15, 1980 


Vi PRI waded dita nahin mbna sued cantatas April, 1980 


You may register by completing the form below and submitting it with the appropriate fee to LETTERCOM - 
WASHINGTON, 310 Swann Avenue, Alexandria, VA. 22301. For further information, including group registra- 
tions (e.g. training programs), write the Office of Education, APA, 1700 18th Street, N.W., Washington, D.C. 
20009. 





PKSAP IV REGISTRATION FORM—1979 ALL ORDERS MUST BE 
PREPAID 


Please type or print all information 


Street Address 








City Address 


FEES: 

O Psychiatry Resident-In-Training $35.00 
[] Member, American Psychiatric Association (other than above) 55.00 
O Physician (other than above) 75.00 


Please make check payable to Lettercom - PKSAP-IV and mail to Lettercom - Washington, 310 Swann Avenue, Alexandria, Va. 
22301. 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 


been published previously, and are not being considered for 


publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 


The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 
letter signed by all authors and using the following wording: 

In consideration of the American Journal of Psychiatry’s tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual’s duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition, authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 
500 words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient’s anonymity in case 
reports and elsewhere. Identifying information such as 
names, initials, hospital numbers, and dates must be avoided. 
In addition, authors should disguise identifying information 
about a patient’s characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments wil! be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemiah, M.D., Editor, American Journal of Psychiatry , 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
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spondence will be sent to the first-named author unless 
otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re^ 
ceived. , à 

Authors will be notified as soon as possible of the receipt 
of their paper: at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify , 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e., 
are ready for review. Authors must nor submit their papers 
before :he meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review: 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The ength of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3.800 words or 
the equivalent, including references, tables. and figures 
(about 15 manuscript pages). Brief Communications—2,500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1,000 words, 10 references. 1 table 
(no figures can be used in this section). Letters to the Edi- 
tor—S00 words, 5 references. The number of words. tables, 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor: au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The “brief communication" designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 
sarily long articles with redundancies and loose writing style 
will be asked to shorten them, which can delay publication. 









igthy introductions containing material that is common 
«nowledge, summaries that merely repeat the results, unnec- 
essary tables, figures or references, etc. Single case reports 

will not be accepted as regular articles or Brief Communica- 


‘Hons; these papers should be submitted as Clinical and Re- 
. Search Reports., 





' Clinical and Research Reports 


This section contains very brief articles (maximum of 

1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects. or previously unreported complications of drugs or 
“therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
~ than is. possible i in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
.ures will be returned to the author unreviewed. 


Prompt Publication Policy 


- Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
“must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
-reasons for wanting rapid review in a cover letter to the 
. Editor. It is important to think carefully about the nature 
-of the paper before requesting prompt publication: a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion ‘‘for publication"! in the upper right corner. Letters criti- 
cal of an article published in the Journal will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 

-ately or do not conform to Journal reference style will be 
returned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
rectly to the Editor, American Journal of Psychiatry, 1700 

Eighteenth St., N.W., Washington, D.C. 20009. Book re- 

' views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
rial office to see if the Editor wishes the book to be reviewed 
and to ascertain whether it has been previously assigned to 
another reviewer. Reviews are usually less than 500 words 
long, seldom contain references, and will be edited. 


TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x IH inches) nonerasable 
. bond paper. All parts of the manuscript, including case re- 
ports, quotations, references, and tables, must be double- 
spaced throughout. All 4 margins must be 334 cm (1% inch- 
. es). The manuscript should be arranged in the following or- 
< der, with each numbered item beginning a new page: 1) title 
- page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes 
Y ext nd 7) figure captions. All pages must be numbered, 
ith the title page as number 1. Please consult the following 
jon on Journal style specifications for criteria for each 
of the paper. 
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Title. The title should be informative put af brief as. 
possible. Headline style (declafitive sentences) should be 
avoided. Abbreviations and acronyms are rarely used in 
titles. : 
By-line. Authors named in the by-line should be limited to. * 
principal researchers and/or writers; collaborators can be ac- < 
knowledged in a footnote. Degrees (other than honorary or > 
undergraduate degrees) should be included after the authors’ 
names. | 

Previous presentation. If the paper has been presented 
orally. please give the name of the meeting, the place, and 
inclusive dates. 

Author affiliations. The authors’ position titles and affilia- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 

Acknowledgments. Acknowledgments should be in à sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and. à phone 
number for the corresponding author, in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 
Headings and subheadings should be inserted at reason- 


able intervals in all types of papers. Footnotes to text materi- cc o 
al should be typed on a separate page at the end ofthe manu- 


script. Summaries are rarely desirable, although a final 
"Comment" or Conclusions section may be used. The 


body of the paper should be written in the active voice and- 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say ''differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses, the authors may summarize results and 
indicate that details are available from them on request. 

Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used: trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 
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rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- |. 
ences should conform exactly to the original Spelling, ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text: no bibliographies can be 
used. 








te 





AS 





References are numbered and listed by their order of ap- 
pearancàn text; the text citation is followed by the appro- 
priate reference number im parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footncte. It is the au- 
thor’sS responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually **in press"' may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third "et al." Abbreviations of journal 
names should conform to the style used in /andex Medicus: 
journals not indexed there should not be abbreviated. 
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2. Blackwell B, Marley E, Price J. et al: Hypertensive interactions 
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3. Gold PW, Goodwin FK: Urinary free cortisol in. depression 
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4. Brosin H: Communication systems of the consultation process, 
in The Psychiatric Consultation. Edited by Mendel W, Solomon 
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Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 
horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures 


Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
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submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand ter 
duction to about 8 cm (344 inches). Authors are urged to 
consider carefully the necessity of figures; they may be. 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 
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PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W.. Washington, D.C. 
20002; there is usually a charge for such permission. except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 
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No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author anc a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. 
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GUARANTEE: If you are not fully satisfied with this book, you may 
return it in saleable condition within ten days of receipt for a full 


refund. 
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Do you know that it is possible to TTE LP at 
seven human systems levels (intrapersorral, 
interpersonal, group (family or work team), 
intergroup, organization, interorganization 
and community? 


Do you have a model for understanding: 

* how these seven levels function? 

* how these seven levels change? 

* the role ofthe helping professional in the change 
process at the seven levels? 


Do you understand the similarities and differences 
in both assessing and intervening at the seven 
levels? 


Do you have a model for understanding at which 
systems level (or levels) to intervene when it is 
possible to intervene at several different levels? 


If the answer to any of the above is *no" this book 
is for you! While it offers no panacea, it does 
provide models to answer the above questions; it 
is written for practitioners and contains many 
examples from the author's practice; it includes 
developmental questions to assist you in utilizing 
and/or modifying these models; and it also pro- 
vides an annotated bibliography to serve as a 
basis for your further reading. 


This book contains many useful concepts and 
techniques to assist you in increasing your effec- 
tiveness. Order your copy today! 





"The author has captured 
the basic concepts in a 
very easy tc follow "Capelle's conceptual work 
manner." is excellent. His models 
John Banmen, EdD incorporate vastly diverse 
Former President fields of theory and practi- 
Canadian Guidance and cal application and draw 
Counselling Association them together clearly and 
concisely. A masterpiece 
in integration.’ 
James G. Goodale, PhD 
Consultant in 
Organizational 
Management 


What the Professionals Say: 


"Offers a refreshing balance 
between theory and prac- 
tice and includes numerous 
practical ideas and per- 
sonal examples." 
Michael Purinton, PhD 
Educational Consultant 


, Ronald G. Capelle 
received his PhD in 
M clinical and organiza- 
4 tional psychology 
from York University. 
< He has advanced 
| training in group and 
organizational change, 
| family therapy and 
gestalt therapy. Dr. 
Sonne Capelle currently has 
a private practice in individual, marital and family 
therapy, and is the president of Ronald Capelle and 
Associates, a firm consulting with organizations and 
communities. 
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‘An excellent reference to 
use in teaching.” 
David Jackson, PhD 
Psychologist 


‘Clarifies some of the com- 
plex interconnected situa- 
tions in which we are asked 
to intervene from the 
individual's intrapsychic 
changes through to com- 
munity changes ...àa 
welcome addition to the 
literature.” 
Joan Dianne Smith, MSW 
Clinical Social Worker 





International Human Systems Institute Dept. AJPS 
(A division of Rogoca Inc.) 

3136 Dundas Street West 

Toronto, Canada M6P 2A1 


Please send me 
($17.95 CAN) plus $1.25 handling and postage per copy. If I am not 
fully satisfied, | may return the book in saleable condition for a full 

refund within 10 days of receipt. I enclose my check or money order. 





copies of Changing Human Systems @ $14.95 


Zip (Postal Code) 


; All 
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Navane (thiothixene ) has proved to be of significa 
benefit at each phase in rehabilitation of the patiens 
with psychotic symptoms: from admission, throug 
discharge, and beyond. 


a rapid return to the community... 
Navane achieves rapid relief of acutely disruptive - 
symptoms and facilitates early discharge for most £ 
patients. In excited, agitated psychotic patients, 
Navane has produced improvement within an hodi 
minimal symptomatology after three hours, and cm- 
paratively brief hospitalization for most patients.” 


and continued long-term improvement... 

On an outpatient basis, Navane exerts a significant — 
long-term beneficial effect on patient functioning, 
especially in the areas of social and vocational 
adjustment in the community. Initial improvements 
maintained with Navane and has been shown to 
increase over time. 


rarely compromised by adverse reactions... 
With Navane, effectiveness is rarely Compromised 
by oversedation or drowsiness. Hypotensive crises 
and other cardiovascular reactions are seldom 
reported. Anticholinergie Side effects such as dry 
mouth or constipation arc rare. If extrapyramidal 
symptoms occur, they are usually readily controlled 
by dosage adjustments or antiparkinson agents. 


re 
For a brief summary of Navane prescribing information, including adverse reactions and contraindi Caps m 
please sec last page of this advertisement 2 
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BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules: 1 mg. 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
intramuscular: 2 mg/ml 

Contraindications, Navane ithiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is Comtraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxan:henes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancv- Safe use of Navane during 
pregnancy has not beenestablished. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

in the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration af Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys(1t03 mg/kg/day) before and 
during gestation, nc teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children - The use of Navane in children under [2 
years of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during tbe first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed in animal studies 
with Navane, since this effect may also occur in man, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

in consideration cf the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently, 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvelsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been notec in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, Cirombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Incrarnuscular should be injected well within the 
body of a relatively :arge muscle, The preferred sites are the upper 
outer quadrant of the buttock (i.e.. gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections. aspiration is necessary to help avoid 
inadvertent injection into a blood vessel, 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular efects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result, Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 
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Rapid return to the community 


— Navane chiothixeno (thiothixenc hydrochloride) - 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


incidence of sedation appears similar tothat ofthe piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness. agitation and insomnia have been 
noted with Navane (thiothixene). Seizures anc paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hwperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid cbnormatitics. 

Extrapyramidal symptoms, such as pseudo-parkinsonism. 
akathiszi, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seers to be greater in elderly patients on high-dose therapy, 
especially females, The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw t£. g., protrusion of tongue, puffing of cheeks. puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

Theres is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome, It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment. or increase the 
dosagef the agent, or switch toa different anipsvchotic agent, the 
syndrome may be masked. 

it has been reported that fine vermicular movements of the 
tonguemay be an early sign of the syndrome and if the medication 
is Stopped at that time, the syndrome may nct develop. 

Hepatic effects; Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certa n other psychotropic 
drugs. feukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancvtepenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rase cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navanc. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated. with false positive pregnancy tests, gynecomastia, 
hypogivcemia, hyperglycemia, and glycosuria. 

Autenomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating. increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adyaamic ileus, 

Other adverse reactions: Hyperpyrexie, anorexia, nausea. 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-Ike syndrome. 

NOTE: Sudden deaths have occasionaily been reported in 
patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyaia due to failure of the cough reflex. In others, the cause 
could sot be determined nor could it be established that death was 
due to phenothiazine administration. 


individually adjusted depending on the chrenicity and severity of 
the condition, In general, small doses should be used initially and 
gradually increased to the optimal effective level. based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage m children under 12 years of age is not recommended 
because safe conditions for its use have not peen established. 

Navane Intramuscular Solution- For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. it is 
aiso of benefit where the very nature of the patient's sympto- 
matolegy, whether acute or chronic, renders oral administration 
impractical or even impossible, 

Fortreatment of acute symptomatology cr in patients unable or 
unwilling to take oral medication, the usual dose isd mg of Navane 
Intramuscular administered 2 to 4 times caly. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form should supplant 
the injectable form as soon as possible. It may be necessary to 
adjust the dosage when changing from the intramuscular to orfil 
dosage forms. Dosage recommendations for Navane (thioihixene) 
Capsules and Concentrate appear in the following paragraphs. 

Navane Cupsules; Navane Concentrate —- In milder conditions, 
an initial dose of 2 mg three times daily. If indicated, a subsequent 
increase to 15 mg/day total daily dose is often effective, 

In more severe conditions, an initial dose of 5 mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. Exceed- 
ing a total duily dose of 60 my rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular twitching, drowsi- 
ness, and dizziness. Symptoms of gross overdosage may include 
CNS depression, rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait. or cama. 

Treatment: Essentially symptomatic and supportive. For Navane 
oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and maintain 
an open airway, since involvement of the extrapyramidal system 
may produce dysphagia and respiratory difficulty in severe 
overdosage. Tf hypotension occurs, the standard measures for 
managing circulatory shock should be used (1. V. fluids and/or 
VasoCoOrstrictors). 

If à vasoconstrictor is needed. levarterenol and phenylephrine 
are the most suitable drugs. Other pressor agents, including 
epinephrine. are not recommended, since phenothiazine deriva- 
tives may reverse the usual pressor action of these agents and cause 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants include 
amphetamine, dextroamphetamine, or caffeine and sodium ben- 
zoate. Stimulants that may cause convulsions (e.g. pierotoxin or 
pentylenetetrazol) should be avoided. Extrapyramidal symptoms 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, but 
they are known to be of little value in phenothiazine intoxication. 
How Supplied, Navane (thiothixene) is available as capsules 
containing | mg, 2 mg, 5 mg. and 10 mg of thiothixene in bottles 
of 100, 1,000, and unit-dose pack of 100 EO x G's). Navane is also 
available as capsules containing 20 mg of thiothixene in bottles of 
100. 500, and unit-dose pack of 100 (EO x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available in 
120 mi (4 oz.) bottles with an accompanying dropper calibrated at 
2 mg. 4 mg. 5 mg. 6 mg. 8 mg. and 10 mg, and in 30 ml (toz.) 
bottles with an accompanying dropper calibrated at 2 mg, 4 mg, 
and 5 mg. Each mi contains thiothixene hydrochloride equivalent 
105 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (small 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution is 

available in a2 ml amber glass vial in packages of 10 vials. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of thiothix- 
ene, dextrose 5% w/v. benzyl aleohol 0.9% w/v. and propyl 
gallate 0.02% w/v, 
References: 1, Rickels K, Norstad N, Downing R: The acutely 
decompensated schizophrenic patient, presented as a scientific 
exhibit at the American Psychiatric Association 28th Institute on 
Hospital and Community Psychiatry. September 20-22, 1976, 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of acutely 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 1977. 
3. Sloan RB, Razani}, Maloney MP. et al; Premorbid adjustment, 
cognition and outcome in schizophrenia, presented as a scientific 
exhibit at the 128th Annual Meeting of the American Psychiatric 
Association, May 5-9, 1975, Anaheim, California. 4, Engelhardt 
DM, Rudorfer L. Rosen B: Haloperidol and thicthixene in the 
long-term treatment of chronic schizophrenic outpatients in an 
urban community: Social and vocational adjustment. J Clin 
Psychiatry 39:834-840, Dec 1978. 5. 1t] TM, Unverdi C, 
Wohlrabe J, et al: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial. Atiantic City, 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein BJ: 
Comparative effects of intramuscular thiothixege and trifluopera- 
zine in psychotic patients: J Clin Pharmacol 8:400-403, Nov-Dec 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et al: 
Electrocardiographic evaluations of schizophrenic patients, pre- 
sented as a scientific exhibit at the 125th Annual Meeting of the 
American Psychiatric Association, Dallas, Texas, May 1-4, 1972. 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas F: 
Clinical evaluation of thiothixene in chronic ambulatory schizo- 
phrenic patients, in Lehmann HE, Ban TA (eds) Modern Problems 
in Pharmacopsychíatry. Basel, S Karger, 1969, vol 2, pp 45-52, 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 
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E The ever-increasing expansion of knowledge and interest in the field of psychiatry has created an urgent need for |] 
<a medium through which researchers and clinicians can communicate results and ideas quickly. | 
|. Psycaiatry Research aims to fulfill these needs. 
| Combining elegant computer typesetting technology with efficient administrative mechanisms, a skilled. and 
| decisive editorial board, and location of the editorial office in a major psychiatric research center, it will publish 
|. papers within three months of acceptance of manuscripts. 


| Aims and Scope. 
| The journal provides very rapid publication of short but complete research reports in the field of psychiatry. 

-. The scope of the journal encompasses (1) Biochemical, physiological, genetic, psychological and social ^. vb 
deteminants of human behavior; (2) assessment of human behavior and subjective state; (3) evaluation of somatic Io 
and ronsomatic psychiatric treatments. In addition, reports of clinically related basic studies in the fields of Gomes 
neuropharmacology, neurochemistry, electrophysiology, psychology. and genetics will be published. 

Significant methodological advances such as instrumentation, clinical scales, and assays directly applicable to: 
psychiatric research will also be appropriate. Book reviews will be a regular feature. Brief reviews, theoretical 
contributions, and letters to the editor will be considered. 


A selection of some papers appearing in initial issues: d 
Sulcal Prominence in Young Chronic Schizophrenic Patients: CT Scan Findings Associated with Impairment on. BE 
Neuropsychological Tests R.D. Rieder, E.F. Donnelly, Jr, JR. Herdt and LN. Waldman E 
Scopolamine-Induced Muscarinic Supersensitivity in Normal Man: Changes in Sleep. N. Sitaram, A.M. Moore and | 
J.C. Gillin 

Cholinergic Supersensitivity: A Possible Model for the Sleep Disturbance of Primary Depression. J.C. Gillin, 

W. Duncan and N. Sitaram 

-Seasonality in Biochemical Determinations: A Source of Variance and a Clue to the Temporal Incidence of 

Affective Illness. A. Wirz-Justice and R. Richter 

The Interactions of Amphetamine, Pimozide and Lithium on Plasma Norepinephrine and Dopamine-B-Hydroxy- 

lase in Schizophrenic Patients. J.E. Rosenblatt, C.R. Lake, D.P. van Kammen, M.G. Ziegler and WE. Bunney, Jr. E 
Brain Distribution and Kinetics of ''C-Chlorpromazine in Schizophrenics: Positron Emission Tomography Studies. |. : 
D. Cemar, E. Zarifian, M. Verhas, F. Soussaline, M. Maziere, G. Berger, H. Loo, H. Cuche, C. Kellershohn and 

P. Deniker 

Patients Awareness of Extrapyramidal Reactions to Neuroleptic Drugs: Possible Evidence for the Role of 

| Catecholamines in Perception. R. Freedman, M.M. Silverman and P.J. Schwab 
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Pharmacokinetics 

Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
Clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 197€, Wyeth Laboratories Div. of AHPC, N.Y., N Y. All rights reserved 
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Anxiety neuroses 


In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-Item (patient self-rated) scales. 


LJ 
D 
4 
ji 


hey re all about the: same, aren t they? Until recentty, t that eee to sum Up | 
the prevalent attitude about the benzodiazepines. After all, they all work similarly: 
and all are effective anxiolytics. With seven of these compounds now available, 
however, differences have Pa to emerge. Foremost among them: 

(lorazepam) from long-acting diazepam, ‘erage and chiordizepadde. | 
At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety = — 3 
associated with functional or organic disorders, as well as in older patients. 





Consider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

Ativan (lorazepam) has been specifically So far, nine common protocol, double-blind Because its simple metabolism is not readily 
evaluated and found effective in seven studies of Ativan have focused on anxious impaired with advancing age, and 

common protocol, double-blind studies patients with functional or organic accumulation is not likely to present a 
involving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
whose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
and functional cardiovascular disorders. in reducing the anxiety of these patients. solid medication appreciate the small Ativan 
Whe cardiovascular component The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
^as not, of course, been shown to be of course, been shown to be significantly within seconds in water or fruit juice. 


significantly benefited by such therapy. 


benefited by such therapy. Ati 


roazen 


d See important information on following page. / 











indications a Under Smptoimatié relief ot ‘niga dengon. agiistiow, irritability and 
“insomnia. associgted with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and pi 1 treatment of symptoms of anxiety if-such symp- 
toms are a significam feature of functional or grganic disorders, particulary gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e.. more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angie glaucoma. 


i "Warnings: Not recommended in primary depressive disorders or psychoses. As with ali CNS- 
acting drugs, warn patients on. lorazepam not to operate machinery or motor vehicles, and of 
- diminished tolerance for alcohol and other CNS c sarts, 

— Physical and Psychological Depenc Withdrawal symptoms like those noted with barbi- 
.turates and alcohol have occurred. foli owing abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscie cramps, vorniting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and aicoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: in depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed emg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional Convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
ma kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
ionged periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper Gt. disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia: some have had 
elevations of LOH, As with other benzodiazepines. periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARGINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic parential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were pertormed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsais, tibia, metatarsals. mairotated limbs. gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepowde, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and iis glucuronide. 
NURSING MOTHERS it is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, i they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of atiout 3.500 anxious 
patients. most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function. disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: in management of overdosage with any drug. bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
induce vomiting and/or undertake gastric lavage foliowed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenoi Bitartrate Injection U.S.P Usefuiness of dialysis has not been determined. 
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Dosage: individualize for maximum beneficial effects. increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or ti.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
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Montefiore Hospital and Medical Center 
Albert Einstein College of Medicine 


Announces a review of 


Clinical Neurology 
For Psychiatrists 


Under the direction of 


David M. Kaufman, M.D. 


A course designed for psychiatrists preparing for 


.... A Window to the World 


Over Six Decades of Service to 


Part || of the American Board of Psychiatry and 


Neurology will consist of lectures, with 


videotaped examples, and practice 


audiovisual examination. 


Children, Adolescents 


and Young Adults with— 

@ Learning Disabilities 

@ Neurological Impairment 
@ Mental Retardation 


@ Emotional Disturbance 


THE DEVEREUX FOUNDATION 


Twenty (20) hours of Category | 


Credit will be awarded 
Monday and Tuesday: Oct. 8 and 9, 1979 


8:30 AM — 5:00 PM 


The New York Academy of Medicine 
Two East 103 Street, New York, N.Y. 
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.... Richard G. Danko, Director, 6436 E Sweetwater, Scottsdale 85254 or call 602 948-5857 
Ralph L. Comerford, Director, 1980 Stanley Road, N. W., Kennesaw 30144 or call 404 427-0147 
.... Theodore E. Enoch, Director, Sabbaday Lane, Washington 06793 or call 203 868-7377 


.. Frederic A. Hervey, Director, Miles Road, Rutland 01543 or call 617 886-4746 
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mission on Accreditation of Hospitals are Approved as 
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New from Human Sciences Press 


Talbott, John A., M.D., Editor 
STATE MENTAL HOSPITALS 


Problems and Potentials 
Foreword by Lawrence C. Kolb, M.D. 


In this important work, authorities in- 
cluding Israel Zwerling, Henry Brill, 
Irwin: Greenberg, and Lee Macht, ex- 
amine the problems and potential solu- 
tions for state mental hospitals. The 
contributors discuss the history, ad- 
ministrative and personnel problems, 
governmental and financial restraints, 
and shortcomings of current treatment 
programs. While some authors main- 
tain that state mental hospitals, despite 
their limitations, can still function as 
comprehensive mental health services, 
others suggest that these facilities be 
gradually phased out. Alternatives to 
these proposals are examined, includ- 
ing the conversion of state hospitals to 
specialized facilities, residential pro- 
grams, or community mental health 
centers. 

In addition, several authors advo- 
cate the creation of state mental hospi- 
tals which are adaptable to individual 
community needs. 
1979/Oct. 224 pp. (approx.) 


0-87705-394-4 $16.95 


It is our policy to honor all 
Human Sciences Press purchases 
with Return Privileges. 


Justice, Blair, Ph.D. 
and Rita Justice, Ph.D. 


THE BROKEN TABOO 
Sex in the Family 


Based on the authors’ own study of 
over 100 actual cases of incest, plus 
thorough research of all available 
authentic literature on the subject, 
THE BROKEN TABOO examines 
what incest is, who commits it, why it 
occurs, what the consequences are and 
what can be done about the problem. 
It illumines the typical personality 
structures of the kinds of parents most 
likely to commit incest; the reactions 
of the children and the short- and long- 
term effects on them; the influence of 
contemporary morality in fostering 
the growing frequency of incest; the 
relationship between the breakdown 
of traditional social structures and in- 
cents; warning signs that incest may 
occur and signals from children that it 
IS Occurring. 
"This is a good overview of incest. It 
provides insight into the problem and 
offers some practical solutions." 
—Library Journal 
LC 78-23720 
$10.95 


1979 304 pp. 
0-87705-389-8 
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Wise, Jonathan Kurland, M.D. 
and Susan Kierr Wise 


THE OVEREATERS 


Eating Styles and Personality 
Unlike other works in the field, The 
Overeaters examines the complexity of 
the problem, rather than reducing it to 
a few simple do's and don't's. The 
widely varying causes of overeating are 
approached through a system of classi- 
fication which relates specific eating 
disorders to their sources in major 
stages of psychic and sexual develop- 
ment. Topics discussed include: 
e A Medical View of the Overeater 
e The Frightened Overeater: The 
Oral Cluster 
e The Angry Overeater: The Anal 
Cluster 
e The Sexual Overeater: The Genital 
Cluster 
The Adolescent-Onset Overeater 
The Adult-Onset Overeater 
Society and the Overeater 
e Movement as Therapy 
Drawing on wide research and exten- 
sive clinical experience, and employing 
vivid case histories to illustrate their 
material, the authors provide an in- 
sightful account of overeating patterns 
1979/Aug. 224 pp. LC 79-719 
0-87705-405-3 $10.95 


Deduct 10% on orders 
accompanied by payment. 
Phone orders accepted (212) 243-6000 





Awake! for 


Morning inthe Bowl of Night 
Has flung the Stone — 
that puts the Stars fo flight. 


EDWARD FITZGERALD 
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Brief Summary of Prescribing Information 
ADAPIN® (doxepin HC!) Capsules 
Indications—Relief o* symptoms of anxiety and depression 
Contraindications—G\aucoma, tendency toward urinary retention, 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. Ther2 are no data concerning secretion in human 
milk, nor on effect in nursing infants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug, as serious side- 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 


\ 


In patients who may use alconol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
Cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adepin has shown effective tranquilizing activity. the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness nas also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms gastrointestinal reactions, secretory effects such as 
Sweating. tachycardia and hypotension. Weakness, dizziness, 
fatigue. weight gain, edema. paresthesias. flushing. chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus may also 
occur 


Dosage and Administration—in mild to moderate anxiety and/or 
depression: 25 mgt.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per cay 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

For complete prescribing information please see package insert 
or PDR 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 
The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 


Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 
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Libri T ET | NEW YORK UNIVERSITY 
FIC Roche POST-GRADUATE : 
Before prescribing, please consult complete produat infer. MEDICAL SCHOOL  - 


indications: Relief of anxiety and tension occurring aione or O f fer 


accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies Periodic 
reassessment of therapy recommended. A PRACTICU M IN 


Contraindications: Patients with known hypersensitivity to the 
drug. 
Friday to Sunday 
November 30 to December 2, 1979 


Warnings: Warn patients that mental and/or physical abilities 
COURSE DESCRIPTION 


required for tesks such as driving or operating machinery may 
De impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
additive effect. Though physical and psychological dependence 
nave rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
This course assists psychiatrists to understand better their 
role at the interface of psychiatry and the civil law. It is 
built on the premise that special training is essential if 
psychiatrists are to function effectively in the legal arena. 
The objective is to produce practitioners of legal psychia- 
try, rather than physicians who have merely an intel- 


might increase dosage: withdrawal symptoms (including convul- 
EN ), following discontinuation of the drug and similar to those 

lectual grasp of the field. Instruction is by lecture, ques- 
tion and answer sessions and clinical workshops. 
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seen with baroiturates, have been reported. 
Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 
Precautions: In the elderly and debilitated. and in chidren over 
six, limit to smallest effective dosage (initially 10 mg cr less per 
day) to preciL.de ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six. 
Though gene'ally not recommended. if combination therapy with 
other psychotropics seems indicated. carefully consider mdi- 
vidual pharmacologie effects. particularly in use of potet ntiating 
dr ugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in pee of impaired renai or hepatic func- 
tion. Paradoxical reactions (e.g.. excitement. stimulation and 


acute rage) have Deen reported in psychiatric patients and PROGRAM TOPICS 
hyperactive aggressive children. Employ usual precautions in Obscenity, Pornography and Child Abuse and 
treatment of anxiety states with evidence of impending depres- the Law Child Neglect 
sion; suicidal tendencies may be present and protective mea- Confidentiality and Privilege Marital Competence 
sures necessary. Vanable effects on blood coagulation have Involuntary Hospitalization Marriage and Divorce 
been reported very rarely in patients receiving the drug and oral Contractual Competence Post-Traumatic Neurosis 
ant icoagulants: causal relationsh ip has not been established Abuse of Psychiatry Testimentary Competence 
truc ali ] ; 
NEAN l Guardians and Conservators Child Custody 
Adverse Reactions: Drowsiness, ataxia and confusion may oc- The Duty to Warn Critical Issues in 
cur, especially in the elderly and debilitated. These are revers- Potential Victims Civil Law 


ible im most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema. minor menstrual ir- 
regularities, rausea and constipation. extrapyramida symptoms, 
increased and decreased libido-—all infrequent and generally 
controlled with dosage reduction: changes in EEG patterns 
(iow-voltage fast activity) may appear during and after treat- 
ment, blood dyscrasias (including agranulocytosis}. jaundice 
and hepatic dysfunction have been reported occasionally, mak- 
ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 

Usual Daily Dosage: Individualize for maximum bensficial ef- 
fects. Oral -Aduits: Mild and moderate anxiety and tension, 5 or 
10 mg tid. or q.L0.; severe states, 200r 25 mg tid. or gid. 
Geriatric patients; 5 mg b.i.d. to q.d. (See Precautions) 
Supplied: Librium” (chlordi iazepoxide HCl) Capsules, 5 mg. 10 
mg and 25 mg—bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 


NEW YORK UNIVERSITY FACULTY 


STANLEY L. PORTNOW, M.D., F.A.P.A. 
Clinical Associate Professor of Psychiatry 
Counselor of the American Academy of 
Psvchiatry and the Law 
Member, Board of Directors, American Board of 
Forensic Psychiatry 


RICHARD ROSNER, M.D. 
Clinical Assistant Professor of Psychiatry 
Director. Forensic Psychiatry Clinic of 
the New York Criminal and Supreme Courts 


HENRY C. WEINSTEIN, M.D., L.L.B., L.L.M. 
Assistant Professor of Psychiatry 
Director, Center for Forensic Psychiatry, 
New York University 
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avaitable singly and in trays of 10. Libritabs* (chlordiazepoxide) | Accreditation: AMA Category ! Fee: $255. 
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respect to clinical activit ty. capsules and tabi ets are indistin- 1 Information: Registration Office, N.Y.U. 
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550 First Avenue, New York, N, Y. 10016 
212-679-8745 (24 hour telephone service) a 
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Current evidence suggests that many 
depressions have a biochemical basis in the fori 
of arelative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. i 


Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine atthe synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1and 2.) 
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Neurotransmitter 


Empty Storage Vesicle Release 
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Figure 1. Diagrammatic representation or the normal process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Desipramine Hydrochloride 


Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 
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Vorpramin on 


desipramine hydrochloride 
ablets NF | 25,50,75,100,150 mg. 


lotent blocker 
f norepinephrine re-uptake 


>cording to current theory?? some depressions may respond to 
:Sipramine when other tricyclic antidepressants that block the 
-uptake of a different neurotransmitter have been ineffective. 
verefore, if your patient is unresponsive to treatment with one 
cyclic, consider switching to a tricyclic that blocks the 

-uptake of a different neurotransmitter. 


lelps patient remain calm but active 


orpramina does not usually inhibit normal activity, although patients should 
' cautioned against driving or operating machinery if drowsiness occurs. 
ee Warnings, Precautions, and Adverse Reactions.) 


egins to improve sleep patterns 
sithin one week in some patients‘ 


; the depression is relieved, difficulty in falling asleep, 
stlessness, and early morning awakening diminish. 


ess anticholinergic activity 


ee Warnings.) 


'udies in animals*and in normal human subjects?" have shown 
at desipramine, with its single bond side chain, has less 
Xticholinergic activity than amitriptyline or doxepin. This 

ay mean: 


Bl less dry mouth 
B less blurred vision 
B less urinary retention 


Merrell 


erences: 1. Foss, S.B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 
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srmacology cf disordered sleep. A laboratory approach. J.A.M.A. 211:1532-1534, 1970. 5. Snyder. S.H. and Yamamura, H.I.: 
depressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B., 
Kopoulos, A., Enders, P, Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 
shiat. 135:722-724, 1978. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R.. and Adolphe, A.B.: Anticholinergic 
vity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 





wimacol. 2:145-150, 1978. 
í See Following Page for Brief Summary of Prescribing iii iae 


; Now 300 mg. dosage range broadens clinical flexibility 
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Norpramin 


(desipramine 
hydrochloride 
tablets NF) 


AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the prec se mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 
activity in blocking the re-uptake of norepinephrine. 
Tertiary amine trizyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 

INDICATIONS: Nororamin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution shculd be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
Similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not deen established therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against tne possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
IS not recommenced for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. B. In 
patients who may use alcohol excessively, it should be 
borne in i that the potentiation may increase the 





Days 10 17 


A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
IS given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 


administration of ECT and antidepressant drugs is limited. 


Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block. myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 





Allergic: skin rash, petechiae, urticaria, itching, photo- . 


sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 








tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 10C to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG' s) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compl ance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower level and 
Increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 


Product Information as of April. 1978 


Merrell 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio 45215, U.S.A. 





Printed in U.S.A. 


MNQ O14 8 4299 :YO52B' 


L| 
We are pleased to announce the publication of 


GROVE SCHOOL 


ESTABLISHED 1934 


A A reslential treatment center for 
emotionally disturbed adolescent boys 


e |.Q. NORMAL & GIFTED 

e AGES: 12—18 

e GRADES: 6—12 

e 12 MONTH PROGRAM 
STATE ACCREDITED 


e DIPLOMA AWARDED 
COLLEGE ADMITTED 





WEuRorTOxicoLoGv | 






The Interdisciplinary Journal of Effects of Toxic 
Substances on the Nervous System 








Subscriptions 
[] Individual 










e STUDENTS: 80 
e STAFF: 50 


TEACHERS: 22; 
WORKER 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


e PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 
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(203) 245-2778 
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for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 
Hospitals. 


C] Institutional 
Per year : 
Countries outside U.S.A. add $3.00 for postage 


Published quarterly 
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PATHOTOX PUBLISHERS, INC. 
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You can helj 


the ADD'chilc 
with Cyler 


pemoline 
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Dav:long behavior therapy 
without dosing problems 
at school 





Impressive all-day control. 


Cylert works extremely well, given an adequate period 
of trial. Single daily doses are as effective for behavior 
control as multiple doses of methylphenidate or 
amphetamines. Blood levels are well sustained, 
without necessity for multidose administration. 


No troublesome midday dose. 


Cylert avoids problems of taking a drug at school. 
No involvement of school personnel. No peer 
teasing about noon-time dosing. The parents 
manage all medication, and the child carries no 
drugs. (And note that Cylert is Schedule IV, not II.) 





Y" | ne 18.75, 37.5, 75 mg tablets; 
37.5 mg chewables 


Just once a day. At home. 


* ADD: Attention Deficit Disorder (formerly called MBD, 
Minimal Brain Dysfunction), or the Hyperkinetic 
Syndrome. Please see next page for Brief Summary. 


' 
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Brief Summary of Prescribing Information 


INDICATIONS — CYLERT is indicated as an integral part of a total treatment pro- 
gram which typically includes other remedial measures (psychological, 
educational, social) for a stabilizing effect in children with a behavioral syndrome 
characterized by the following group of developmentally inappropriate symptoms: 
moderate to severe distractibility, short attention span, hyperactivity, emotional 
lability, and impulsivity. The diagnosis of this syndrome should not be made with 
finality when these symptoms are only of comparatively recent origin. Nonlocaliz- 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may 
not be present, and a diagnosis of central nervous system dysfunction may or 
may not be warranted. 

Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms 
being used to describe the above signs and symptoms. In the past, a variety of 
terms has been zssociated with these signs and symptoms, including: Minimal 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, 
Hyperactive Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS — CY LERT (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


WARNINGS — Cv LERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experence suggests that in psychotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 
during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend on the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CYLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice.) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of CYLERT (pemoline) for 
use during pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg./kg./day. 


A32 a 


Day-long behavior therapy 
without dosing problems 
at school 


Cyler E pemoino CZ 


Just once a day. At home. 


ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 
CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In the 
majority of cases it is transient in nature; weight gain usually resumes within 
three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
ness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
CYLERT, usually after several months of therapy. These effects appear to be 
reversible upon withdrawal of the drug, and are thought to be manifestations of a 
delayed hypersensitivity reaction. There have also been a few reports of jaundice 
occurring in patients taking CYLERT; a causal relationship between the drug and 
this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT: dys- 
kinetic movements of the tongue, lips, face and extremities, nystagmus and nystag- 
moid eve movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE — Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomatic 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. 

Results of studies in dogs indicate that extracorporeal hemodialysissmay be 
useful in the management of CYLERT overdosage; forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION —CYLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg./day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapy. 


HOW SUPPLIED —CYvLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets ( white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6088-13) 


Abbott Laboratories 
North Chicago, IL60064 


9083319R 
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is new anc 
al convincing vistas. It presents daring possibilities and new und standing 
.] in the fields of psychiatry, prone and psychoanalysis.” 
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A TRILOGY OF - 
| FREUD S MAJOR FA 


Armando "— M.D. 
with an introduction by Nolan D.C. Lewis M.D. 









Dr. Armando Ferraro, former Clinical Professor of Psychiatry at Columbia University and former _ t 


heed of the Research Dept. in Neuropathology at the New York State Psychiatric Institute, 


presents a stimulating analysis of major fallacies in the theories of Freud, and he offers his own Ll. 


assumptions for those of Freud which he considers erroneous. 


Part | of the book deals with the fallacy of Freud's Libido Theory based on his erroneous | ~ 

assumption of the operation of an alleged mobile ‘psychic energy’, the existence of which the | | 
author refutes. The author advances his own imaginative assumption of the birth of ideas which - 
he considers the product of ‘a new psychic function’ born ontogenetically at some stage of our- 
intrauterine organization. The ideas and subsequent affective qualities (Affective Formations) - c 
constitute ‘the psychic structures’, which being activated by ‘a somatic organismic energy’ are e 


'mcbile and displaceable' contrary to Freud's contention that they are not. 





Part Il of the book deals with Freud's fallacy of having differentiated 'Sexuality' from 'Genitality. c p 
On that basis he no longer subscribed to the existence of a single sexual instinct, butratherto | | 
the existence of ‘multiple sexual instinct components’ originating locally in various areas of our | ~ 


body. The author postulates instead the existence of only a single sexual instinct which ex- 


| presses itself in terms of ‘the sexual ideational representations’ of the ‘genital somatic ex- c 


citations.' Such sexual ideational representations being mobile, they can displace themselves 
= and can become associated with the ideational representation of all parts of our body to which 

they may impart their sexual quality. Therefore, one may dispose of Freud's concept of the ex- 
istence of numerous ‘sexual instinct components.’ 


| : Part Ill of the book deals with Freud's vacillations and contradictions in his concept of what the 
| Conscious and the Preconscious were supposed to be, as well as with his fallacy concerning the 


li origin, structure and characteristics of the Unconscious. The author assumes instead the- IE 


.| existence and operation of a single Conscious system operating as such from the very onset of | _ 


our intrauterine mental life. That single system is formed by a ‘Dominant Conscious portion’ and - a 
by a ‘Subordinate Conscious portion’, the latter being genetically and functionally related tothe | _ 


| Dominant portion. Freud's concept of an Unconscious as a separate system would be replaced h 
|] by the author’ s concept of a ‘Subordinate Conscious.’ | 


| LOGY OF FREUD'S MAJOR FALLACIES is $12.50 through your local bookstore or direct 


by 9% inches. 







The patient with clinically significant depression 


He's gettin 
hetter... — anü ELAVIL 


(AMITRIPTYLINE HCI MSD 








Helping with 
symptom relief 


ELAVIL usuallv relieves a broad range of symptoms 
associated wit depression, including sleep distur- 
bance, one of the most frequently observed in the 
"constellation of symptoms, and usually the first symp- 
tom to respond to therapy. 


And, the anxiety-reducing sedative component extends 
the drugs clinical value when depression is accom- 
panied by symptoms of anxiety. The drug may impair 
mental o* physical abilities required in the performance 
of hazardous tasks and may enhance the response 

to alcohol. 


Helping with convenient 
dosage regimens 


ELAVIL offers a variety of convenient dosage regimens. 
A once-daily bedtime regimen may be an effective pre- 
scribing option, particularly when taken by a depressed 
patient experiencing sleep disturbance. ELAVIL can 
also be prescribed in divided daily doses. Prescriptions 
should be written for the smallest amount feasible. 


Providing a wide range 
of tablet strengths 


ELAVIL offers six color-coded tablets, available in the 
following strengths: 10 mg, 25 mg, 50 mg, 75 mg, 

100 mg, and 150 mg. And for special circumstances, 
an injectable form is available. Injection ELAVIL is 
supplied in 10-ml vials, 10 mg/ml. 


TABLETS: 10 mg. 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
INJECTION: 10 mg per ml 


Elavil 


(AMITRIPTYLINE HCI (MSD) 


helping relieve the MSD 
‘symptoms of clinically KERGE 





significant depression 
i 


Contraindications: Known hypersensitivity. Should not be given concomi- 
tantly with a monoamine oxidase inhibitor since hyperpyretic rises, severe 
convulsions, and deaths have occurred. When used to replace a monoamine 
oxidase inhibitor, allow a minimum of 14 days to elapse before initiating 
therapy with amitriptyline HCI. Initiate dosage of SUR QM HCI cautiously 
with gradual increase in dosage until &ptimum response is athieved. Not rec- 
ommended during the acute recovery phase following myocardial infarction. 
Warnings: May block the antihypertensive action of guanethidine or similarly 
acting compounds. Should be used with caution in patients with a history of 
Seizures or a history of urinary retention, or with angle-closure glaucoma or 
increased intraocular pressure; in patients with angle-closure glaucoma, even 
average doses may precipitate an attack. Patients with cardiovascular disor- 
ders should be watched closely; arrhythmias, sinus tachycardia and prolonga- 
tion of the conduction time have been reported, particularly with high doses; 
myocardial infarction and stroke have been reported with drugs of this class. 
Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a 
motor vehicle. In patients who use alcohol excessively, potentiation may in- 
crease the danger inherent in any suicide attempt or overdosage. Safe use 
during pregnancy and lactation has not been established; in pregnant pa- 
tients, nursing mothers, or women who may become pregnant, weigh possi- 

ble benefits against possible hazards to mother and child. Not recommended 
for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of 
psychosis; patients with paranoid symptomatology may have an exaggeration 
of such symptoms; manic depressive patients may experience a shift to the 
manic phase. In these circumstances, the dose of amitriptyline HCI may be 
reduced or a major tranquilizer, such as perphenazine, may be administered 
concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including 
epinephrine combined with local anesthetics, close supervision and careful 
adjustment of dosages are required; paralytic ileus may occur in patients tak- 
ing tricyclic antidepressants in combination with anticholinergic-type drugs. 
Use cautiously in patients receiving large doses of ethchlorvynol, since tran- 
sient delirium has been reported on concurrent administration. May enhance 
the response to alcohol and the effects of barbiturates and other CNS depres- 
sants. The possibility of suicide in depressed patients remains until signifi- 
cant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest 
amount feasible. Concurrent electroshock therapy may increase the hazards 
associated with such therapy; such treatment should be limited to patients 
for whom it is essential. When possible, discontinue the drug several days 
before elective surgery. Both elevation and lowering of blood sugar levels 
have been reported. Use with caution in patients with impaired liver function. 
Adverse Reactions: /Vote: Included in this listing are a few adverse reactions 
not reported with this specific drug. However, pharmacological similarities 
among the tricyclic antidepressant drugs require that each reaction be con- 
sidered when amitriptyline is administered Cardiovascular: Hypotension, hy- 
pertension, tachycardia, palpitation, myocardial infarction, arrhythmias, heart 
block, stroke. CWS and Neuromuscular: Confusional states; disturbed con- 

centration; disorientation; delusions; hallucinations; excitement; anxiety; 

restlessness; insomnia; nightmares; numbness, tingling, and paresthesias of 
the extremities; peripheral neuropathy; incoordination; ataxia; tremors; 
seizures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syn- 

drome of inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: 
Dry mouth, blurred vision, disturbance of accommodation, increased in- 

traocular pressure, constipation, paralytic ileus, urinary retention, dilatation 
of urinary tract. ideo Skin rash, urticaria, photosensitization, edema of 
face and tongue. Hemato/ogic: Bone marrow depression including 
agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. 

Gastrointestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, 
peculiar taste, diarrhea, parotid swelling, black tongue, rarely hepatitis (in- 
cluding altered liver function and jaundice). Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and galactorrhea in the female, 
increased or decreased libido, elevation and lowering of blood sugar levels. 
Other: Dizziness, weakness, fatigue, headache, weight gain or loss, increased 
perspiration, urinary frequency, mydriasis, drowsiness, alopecia. Withdrawal 
Symptoms: Abrupt cessation of treatment after prolonged administration may 
produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of hav- 
ing taken an overdose. Treatment is symptomatic and supportive. In addition, 
the intravenous administration of 1 to 3 mg physostigmine salicylate is re- 
ported to reverse the symptoms of tricyclic antidepressant poisoning. 
Because physostigmine is rapidly metabolized, the dosage should be re- 
peated as required, particularly if life-threatening signs such as arrhythmias, 
convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in 
single-unit packages of 100 and bottles of 100, 1000, and 5000; tablets con- 

taining 50 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 
100 and 1000; tablets containing 75 mg and 100 mg amitriptyline HCI, in 
single-unit packages of 100 and bottles of 100; tablets containing 150 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 100; 

for intramuscular use, in 10-ml vials containing per ml: 10 mg amitriptyline 
HCl, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as 
preservatives, and water for injection q.s. 1 ml. 

For more detailed information, consult your MSO representative or see full 
prescribing information. Merck Sharp & Dohme, Division of Merck & Co., INC., 

West Point, Pa. 19486 J8EL26 (116) 
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VEN'T EXPERIENCED 
ITANE 


- Loxapine Succinate 
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pressive improvement in the often critical first two days In a series of 
slinical studies '-4 involving hospitalized and ambulatory schizophrenics, there was a 
jarticularly impressive decrease in key target symptoms such as conceptual 
isorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 
e first two days. Particularly notable was an almost 4096 mean symptomatic improvement in 
3PRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


teady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

he LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

las been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days." 
rompt therapeutic response permits approximate psychotherapy for a rapid return to 

nore normal activities. 


Symptom improvement in 18 acute schizophrenics N 
on LOXITANE* Loxapine Succinate ® 
‘on Serr ee DENEN EE i 
| BPRS 
m —À— o = 
E “SNOOP 


a LOXAPINE S 
SUCCINATE 


5 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) - 


jueuJ8^oJduuj eqo 


BPRS 4 (No change) 1 , : 
SNOOP o See L OXITANE Brief Summary for indications, 


panes ins fhe |. 5 (Worse) | warnings and precautions and for more 


14 21 28 detailed information concerning side effects. 


Time Atter Drug Administration (days) Adapted trom Sharma’ 
BPRS (Bnet Psyctwatric Rating Scale) 
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For the difference 
that begins 
with rapid action... 





Brief Summary 
LOXITANE® Loxapine Succinate Capsules 
LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states 
nypersensitivity to the drug 
WARNINGS: Safe use during pregnancy or lactation has not oo 
established; weigh potential benefits to possible hazards. No 
recommendedi.for use in children under 16. May impair ment a and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 
PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio 
vascular disease or in those with SuSE oma or a tendency to urinary 
retention particu arly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in eriítrals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 
ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, 
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of face 


Loxitane 


LOXAPINE ŒD 
SUCCINATE 





Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessal 
Reduced dosage in geriatrics and 
adolescents should be considered. 





requiring dosage reduction or temporary 
ate counteractive drugs. Persistent 
cunng prolonged therapy or following discontinuance, the risk 
areater in the elderly, especially females, on high ee sym 
toms, persistent and in some patients apparently irreversible, a 
characterized by rhythmical involuntary movement of bé tongu 
lace, mouth and Jaw sometimes accompanied by involuntary m 
ment of extremities. Since there is no known effective treatment 
continue all antipsychotic drugs if symptoms appear. Reinstitut 
treatment, increased dosage, or switching to another agent ma 
mask syndrome. The syndrome may not develop if medication 
stopped when fine vermicular movements of the tongue first ap 
Cardiovascular Effects: Tachycardia, hypotension, hypertensio 
lightheadedness and syncope. ECG changes, not known to be 
lated to loxapine use, have been reported. Skin: Dermatitis. ede 
pruritus, seborrhea. Possible photosensitivity and/or pl 
toxicity; skin rashes of unknown etiology seen in a few patients 
ummer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomiti 
use of antiparkinson Sgen Other: Nausea, vomiting, weight í 
Or loss, dyspnea, ptosis. hyperpyrexia, flushed facies, headact 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irre 
ularity of unknown etiology 


withdrawal DIUS appr 
t Tardive Dyskinesia may api 





References: 1. Sharma T. Rapid response to loxapine in acute schizoph 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisc 
al. Loxapine succinate (LOXITANE®) in the outpatient treatment of acute 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thor 
Loxapine oral liquid concentrate in the treatment of young adult patients 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979 
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° THE COUNSELOR AND SUICIDAL CRISIS e 





By John L. Hipple and Peter Cimbolic, both of North 
Texas State Univ., Denton. Bridging the gap between 
theory and practice, this book, with its wealth of informa- 
tion on the science of suicidology, will help psychologists, 
psychiatrists, social workers, and other concerned individ- 
-uals provide quality treatment for the actively suicidal 
< client and his or her family. 


Initial chapters provide necessary background and diag- 
nostic information, including an overview of the historical, 
philosophical, and religious perspectives of suicide; an 
“analysis of the primary demographic variables of suicide as 
they relate to both theories of suicide and interpretation of 
sulcidal statistics; and a delineation of the various depres- 
c sive dimensions and the specific risk factors related to each. 
An assessment of suicidal behavior in terms of level of le- 
. thality is also provided which will help the reader differen- 
* tate between suicidal gesture and attempt, identify stages of 
-.€risis, and estimate the duration of the life threatening pe- 


A Diagnosis and Intervention 


A o 


Succeeding chapters focus on counseling considerations 
The authors stress throughout this material the importance 
of altering therapeuuc approach to meet client need. There. 
are times when the counselor must be powerful and suppor- 
tive. There are other times when he must be confrontive and. 
directive, The main goal, keeping the client alive, however, 
is never lost sight of. The authors believe that this goal is: 
the chief concern of each phase of treatment and a contrac- 
tual element upon which both counselor and client must. 
agree. They, however, do not view the counseling of asi 

cidal client as necessarily a solitary task. Counselors are: 
encouraged to enlist the aid of significant others in the life: 
of the client to provide a human lifeline for him. Special 
attention is also placed on the emotional responses of the: 
counselor to his client since these responses either facilitate. 
or debilitate the therapeutic process. Discussions of the use 
of the telephone in treatment; the many ethical, profes- 
sional, and legal ramifications to be considered; and med- 
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: $i. 50° 


2 301 -327 East 





Lawrence 


MANAGEMENT AND ADMINISTRA- 
TION OF DRUG AND ALCOHOL PRO- 
GRAMS by Marvin D. Feit. Legal concerns, 
social policy, program planning. finance, 
research, and evaluation are among the 
subjects covered. A self-assessment matrix 1s 
included. 79, 813.75 


PSYCHOLOGICAL FOUNDATIONS OF 
MUSICAL BEHAVIOR by Rudolf E. 
Radocy and }. David Boyle. This thorough, 
highly readable examination. of the psy- 
chology of musical behavior offers the 
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e s 
Eskalithı 300 mg capsules and 
300 mg scored tablets 


ithim carbonate 


n manic-depressive patients with a history of mania, ‘Eskalith’ 
prevents or diminishes the intensity of future episodes 
can increase the intervals between episodes 


helps patients function within normal limits 


fore prescribing, see complete prescribing information in SK&F 
erature or PDR. The following is a brief summary. 







WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 

prompt and accurate serum lithium determinations should be 
available before initiating therapy. 


NDICATIONS: Treatment of manic episodes of manic-depressive 
ness. Maintenance therapy prevents or diminishes the intensity 
“Subsequent episodes in manic-depressive patients with a history 
mania. 

'ARNINGS: Lithium should generally not be given to patients with 
znificant renal or cardiovascular disease, severe debilitation or 
hydration, sodium depletion, or to patients receiving diuretics. 


thium may prolong the effects of neuromuscular blocking agents. 
ich agents should be given with caution to patients receiving lithium. 
ithium therapy has been reported in some cases to be associated with 
orphologic changes in the kidneys. 


aution patient and family to watch for diarrhea, vomiting, tremor, 
ild ataxia, drowsiness, or muscular weakness as signs of lithium 
xicity, and to discontinue therapy and contact a physician should 
vey occur. Patients receiving combined therapy with lithium and 

1 antipsychotic should be monitored closely for early evidence of 
eurologic toxicity and treatment discontinued promptly if such 
gns appear. Caution patients about activities requiring alertness 
.2., operating vehicles or machinery). 


thium should not be used in pregnancy, especially during the first 
kmester, unless potential benefits outweigh possible hazards. 


į general, nursing should not be undertaken while a patient is on lithium 
erapy, since lithium is excreted in human milk. 


iot recommended for children under 12. 


RECAUTIONS: Lithium tolerance is greater during the acute manic 
1ase and decreases when manic symptoms subside. 


thium therapy may lead to sodium depletion. Normal diet 
1cluding salt) and adequate fluid intake (2500-3000 ml.) must be 
aintained, at least during initial stabilization period. Protracted 
veating or diarrhea can decrease tolerance; in such cases, administer 
pplemental fluid and salt. 


weating, diarrhea, and concomitant infection with elevated 
mperatures may require temporary reduction or cessation of dosage. 


IDVERSE REACTIONS: Mild to moderate toxic reactions may occur 
serum lithium levels from 1.5 to 2.5 mEq./l., and moderate to severe 
actions at levels from 2.0 to 2.5 mEq./l. Fine hand tremor, polyuria, 

ad mild thirst may occur during initial therapy and persist. Transient 

ad mild nausea and general discomfort may also appear during initial 
erapy. These effects usually subside with continued treatment or 

-mporary reduction or cessation of dosage. If persistent, discontinue 
»sage. Diarrhea, vomiting, drowsiness, muscular weakness, and lack of 

»ordination may be early signs of toxicity and may occur at levels below 

I0 mEq./1. At higher levels, ataxia, giddiness, tinnitus, blurred vision, 

ad a large output of dilute urine may be seen. Serum levels above 

mEq./l. may produce a complex clinical picture, involving multiple 
gans and systems. Serum levels should not exceed 2.0 mEq./I. during 
cute phase. 


The following reactions appear to be related to serum lithium levels, 
including levels within the therapeutic range: Neuromuscular— tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System — blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, 
stupor, coma; Cardiovascular— cardiac arrhythmia, hypotension, 
peripheral circulatory collapse; Gastrointestinal — anorexia, nausea, 
vomiting, diarrhea; Genitourinary — albuminuria, oliguria, polyuria, 
glycosuria; Dermatologic— drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis 
cutis; Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — 
euthyroid goiter and/or hypothyroidism (including myxedema) with 
lower T3 and T4. I!?! uptake may be elevated; rare cases of hyper- 
thyroidism; EEG Changes — diffuse slowing, widening of the frequency 
spectrum, potentiation and disorganization of background rhythm; 
EKG Changes reversible flattening, isoelectricity or inversion of 
T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 

Reactions unrelated to dosage include: transient EEG and EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter with or with- 
out hypothyroidism, transient hyperglycemia, generalized pruritus with 
or without rash, cutaneous ulcers, albuminuria, worsening of organic 
brain syndromes, excessive weight gain, edematous swelling of ankles 
or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, 
and metallic taste. A single case of a syndrome resembling Raynaud's 
has been reported. 


HOW SUPPLIED: 300 mg. capsules in bottles of 100; 300 mg. scored 
tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 
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Appointment Books 


The “week-at-a-glance” Appointment Book, published by the American Psychiatric Association, has been 
specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 
have not tried this book in the past are urged to do so. It is returnable within 30 days for a full refund if not 
acceptable. (Returned copies must be received in saleable condition.) 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk 
Appointment Book. 


Copies are now available. Your order will be processed immediately upon receipt of coupon and payment. 


DESK: $12.00 
POCKET: $6.00 
BOTH: $15.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 
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American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: |... copies of Desk Appointment Book order #141 @ $12.00 ea. 
— —. Copies of Pocket Appointment Book order 4141-1 @ $6.00 ea. 
— — copies of Appointment Book Set order 4141-2 @ $15.00 ea. 
—— To expedite my order, | am enclosing an additional $3.00 (U.S. only) 
ENCLOSED IS MY TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
foreign orders, regardless of dollar amount, must be accompanied by payment.) 
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information. The following is a brief summary. 
xc "ontraindications: Severe central nervous. system depression, 
` comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 
, Warnings: Administer cautiously to patients who have previously ex. 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 


- ‘to phenothiazines. Phenothiazines are capable of potentiating central - 


.. nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
: as well as atropine and phosphorus insecticides; carefully consider 
-. "benefit versus rsk in less severe disorders. During pregnancy, admin- 
-ister only when the potential benefits exceed the possible risks to 
^. mother and fetus. 

- Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. 

|: Adverse Reactions: Central Nervous System —Drowsiness, especially 
c With large doses, early in treatment; infrequently, pseudoparkinson- 
— ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
_ headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion. constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
is pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- 
thea, inhibition of ejaculation, and peripheral edema. Skin— Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular em—ECG changes (see Cardiovascular Effects 
below). Other-—Rare cases described as parotid swelling. 

it should be Rod that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that oid age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions— Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Üyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A/fergic Reactions- Fever, laryngeal 
edema, angioneurotic edema, asthma. Hepatotoxicity — Jaundice, bili- 
ary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
anc due to altered repolarization, not myocardial damage. While there 
is nc evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients showing characteristic electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (eg. protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
"therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
- psychotic agents. Syndrome may be masked if treatment is 
-.. feinstituted, dosage is increased, or antipsychotic agent is switched. 
-.- Fine vermicular movements of tongue may be an early sign, and syn- 
^ -drome may not develop if medication is stopped at that time. £n- 
- docrine Üisturbances— Menstrual irregularities, altered libido, 
.. gynecomastia, lactation, weight gain, edema, false positive pregnancy 
-— tests. Urinary Disturbances— Retention, incontinence. Others— Hyper- 


- pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 


.. Cluding excitement, bizarre dreams, aggravation of psychoses, and 
-. toxic confusional states; following long- term treatment, a peculiar skin- 
^ eye syndrome marked by progressive pigmentation of skin or 
conjunctiva and/or accompanied by discoloration of exposed 
Scleraardcornea; steliate or irregular opacities of anteriorlens 
and cornea; systemic lupus erythematosus-like syndrome. 
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- MELLARIE IS KIND © 


(THIORIDAZINE) 


TO MANY PATIENTS 


e minimal drug-induced akathisia, 
tremor, and other extrapyramidal 
side effects 


* effective control of 
psychotic symptoms 








Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
Causes minimal akathisia or 
other extrapyramidal symptoms. 
Mellaril (thioridazine) is contra- 
d indicated in patients with hyper- 
tensive or hypotensive heart disease of extreme 
degree. 
Effectiveness plus infrequent side effects —that's 
the kind of kindness the physician likes to see ina 
major tranquilizer! 








MELLARI 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 mi (teaspoon): 
thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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A Commitment Law for Patients, Doctors, and Lawyers 


BY LOREN H. ROTH, M.D., M.P.H. 


The author proposes a model commitment law that 
balunces the sometimes conflicting points of view 
among patienis, doctors, and lawyers about this 
subiect. Paternalism is affirmed, while safeguards are 
provided. It is argued that absent patient 
incompetency to consent to or refuse treatment, or 
absent an emergency, mental patients should not be 
treated involuntarily. The author believes that a 
different procedural approach is required depending 
on whether the patient is committed under the parens 
patriae or police power of the state. 


Man cares because it is his nature to care. 
Man survives because he cares and is cared for. 
(1, p. 13) 


RECENT CLASHES among the parties to mental health 
commitment have been inevitable and heuristic. Not 
unlike Greta Garbo, many mental patients want to be 
alore (2). Their point of view should be respected. In 
the absence of incompetency to consent to or refuse 
treatment, or absent an emergency, mental patients 
shouid not be treated involuntarily (3). 

Next come the mental health lawyers, who are keen 
to advocate for clients (and to protect civil rights for all 
persons) and who are reluctant to recognize the legiti- 
mate role of paternalism in a caring society. However, 
no caring society can ignore the health needs of per- 


. sons demonstrably unable to care for themselves. As 


Marcus noted, ''You can degrade people by taking 
care of them and you can degrade people by not taking 
care of them and I see no simple answer to such ques- 
tions ' (quoted in reference 4). 


* 
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Finally come the physicians, who understandably 
want to treat severely mentally ill individuals who can 
benefit from treatment and are frustrated by the new 
laws emphasizing patient dangerousness as a prerequi- 
site for involuntary treatment (3, 5). However, physi- 
cians at times also fail to acknowledge the bankruptcy 
of past commitment approaches that sanctioned hospi- 
talization of the mentally ill solely on the basis of their 
need for care and treatment. 

As a consequence of the failed dialogue among these 
parties, the stakes have escalated. Recent trends in 
mental health law, for example, point in a paradoxical 
direction. The judicially committed mental patient 
may soon be permitted to refuse customary psychiat- 
ric treatments that are likely to reverse or stabilize his 
or her condition (6). The risk is that the mental hospital 
will again become custodial, which would ensure the 
patient's civil rights while failing to restore health. 
Such a scenario seems all the more paradoxical when 
one considers that the severely mentally ill are more 
treatable now than ever before (7). 

It is the thesis of this article that a new synthesis for 
the law of commitment is possible. The following ap- 
proach to the law of commitment is one which respects 
persons and gives credence to both medical and legal 
values. I believe it may be acceptable to all parties 
concerned, except the most vocal groups of dis- 
affected ex-mental patients and the abolitionists, who 
would do away with commitment altogether. 


PARENS PATRIAE COMMITMENT: SAFEGUARDED 
PATERNALISM 


The parens patriae approach to mental health com- 
mitment described herein modifies and tightens con- 
siderably an approach previously suggested by Stone 
(5). Brief periods of mental health commitment are 
permitted based on the principle of parens patriae, the 
interest of the state in caring for persons unable to care 
for themselves. As envisioned here, commitment un- 
der the parens patriae power explicitly sanctions the 
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formerly implicit: commitfnent is based on the specific 
legal incomipetency of the*patient to consent to or re- 
fuse treatment. It is an acknowledged period cf tempo- 
rary guardianship in the patient's best interest. Pro- 
‘cedural protections are afforded the parens patriae 
patient. The aim is to reconcile mental health com- 
mitment with other state laws, which have always 
permitted substitute permission for treatment of medi- 
cal patients who are demonstrated incompeter.t to con- 
sent to or refuse medical treatment. This is thz medical 
model for mental health commitment. It ensures that 
mental patients would be treated similarly to other 
medical patients, namely, in the absence of their in- 
competency to consent or refuse, or absent an emer- 
gency, patients may not be treated against their will 
(3). 


Proposed Procedures for Parens Patriae Commitment 


If the person suffers from a severe and relizbly diag- 
nosed mental illness (e.g., psychosis), and _) absent 
treatment the immediate prognosis is for major dis- 
tress of the person, 2) treatment is available, 3) the 
diagnosed illness substantially impairs the person’s 
ability to understand or to communicate abou: the pos- 
sibility of treatment, and 4) the risk/benefit ratio of 
treatment is such that **a reasonable man would con- 
sent to it” then a brief trial of treatment in the patient's 
best interest is both ethically proper and legzlly sanc- 
tioned (modified from reference 5). 

Most state commitment hearings do not at present 
adjudicate specific legal incompetency to consent or 
refuse. They are therefore defective, altho_gh some 
might dispute this assertion. In the past the “‘hidden 
competency'' addressed by most commitment statutes 
has concerned the patient's ability to judge his own 
need for treatment. Rather than a more eler ental ap- 
proach to competency (compatible with informed con- 
sent doctrine and evaluating whether or not the patient 
understands the consequences of treatment! a ‘‘judg- 
ment about treatment’ standard was applizd. If the 
person's judgment was so defective that he or she did 
not voluntarily seek or willingly accept psychiatric 
treatment, then the patient was committez and in- 
voluntarily treated. In operation this standard (and its 
legal meaning) is vague and imprecise. This approach 
is heavily susceptible to value judgments, so that un- 
like other medical patients, the mentally ill patient may 
be treated simply because he needs such treatment, 
whether he wants it or not or is capable of deciding for 
himself. The ethical, legal, and practical problems in 
implementing this approach have accounted for its re- 
jection by civil libertarians and for a return to dan- 
gerousness to self or others as the only azceptable 
standard for civil commitment. Inspection of :he word- 
ing of the 1966 Pennsylvania Mental Health statute 
(now repealed) illustrates this problem. Persons were 
committed and involuntarily treated upon a finding 
that mental disability “‘lessen(ed) the capacity of the 
person to use his customary self control, judgment, 
and discretion in the conduct of his affairs and social 
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relations" so as to render the person in *'need of care 
or treatment by reason of such mental disability" (8). 
The approach to competency to consent proposed ' 
here attempts instead to clarity the standard for deter- 
mination of competency, bringing the determination 
for psychiatry more into line with that of general medi- 
cine and making this determination more viable. 

The approach proposed here acknowledges that ab-- 
sent a specific adjudication of incompetency, even 
those patients properly judicially committed have the 
right to refuse subsequent treatment. The proposed 
parens patriae system would therefore alter future 
commitment hearings to address, at the time of com- 
mitment, the patient's specific competency to consent 
to or refuse treatment. Absent patient incompetency 
to consent or to refuse, no patient may be committed 
under the parens patriae power because a requisite 
step in the logic of involuntary medical treatment is 
missing (9). 

Recent developments in the law commend such an 
approach. The report of the National Commission for 
the Protection of Human Subjects of Biomedical and 
Behavioral Research advocates that greater reliance 
be placed on the concept of limited incompetency in 
adjudicating the rights of the mentally ill (10). The 
Commission cites with favor the statute of Washington 
State, which includes the following wording: 


(T)he court shall impose . . . only specific limitation and 
disabilities on a disabled person to be placed under a limit- 
ed guardianship as the court finds necessary for such per- 
son's protection and assistance. (cited in reference 10, p. 
80) 


It is proposed that such limited incompetency be ad- 
judicated at commitment. The patient remains ‘‘gener- 
ally competent." He or she therefore loses no other 
civil rights as a consequence of. commitment but the 
right to refuse customary treatment, which is the only 
civil right that should be abridged by commitment. 

There are today no universallv accepted criteria for 
adjudicating a patient's competency to consent to or 
refuse treatment (11). The following criteria are pro- 
posed for trial application. The three-pronged standard 
for competency to consent or refuse is as follows: 

i. Does the patient understand the generally agreed 
upon consequences (the potential benefits and the po- 
tential risks) both of being treated and of not being 
treated? 

2. Does the patient understand why a particular 
form of treatment, e.g., psvchotropic medication, is 
being considered or recommended in his case? 

3. Does the patient express a choice for or against 
treatment? 

Patients who fail on one, two, or three of the three 
competency criteria may, at the discretion of a legal 
decision maker, be adjudicated incompetent to con- 
sent to or refuse treatment. 

A major purpose of the commitment hearing is to 
adjudicate the patient's competency or incompetency 
to consent to or refuse treatment, but the legal deci- 
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sion maker, in sanctioning commitment for the patient, 

_ attends to other requisite elements in the logic of com- 
mitmen: (e.g. see Stone's 5 criteria above). This ap- 

. proach is practical. Based on outpatient or inpatient 
evaluation (e.g., following three to five days of emer- 
gency psychiatric treatment) professional opinion is 
usually clear as to whether or not a patient requires 

"treatmeat with, for example, psychotropic medica- 
tions. Such pians are part of the patient's general treat- 
ment plan. While the professional may later recom- 
mend either increases or decreases in medication (or 
even a change of medication) the general purpose of 
receiving psychotropic medication is explored with the 
patient before the commitment hearing. The patient's 
capacity or incapacity to use this information is then 
presented to the judge or other legal decision maker 
in order to adjudicate the patient's competency. 

The ccurt does not order that treatment be given. 
Whether or not the patient is subsequently treated is a 
matter for further in-hospital deliberation between the 
patient’s physicians, the appointed substitute decision 
makers (the temporary guardians), and the patient. 
The court appoints others to act as a limited guardian 
for the patient for the duration of the commitment or- 
der. The patient’s relatives, the patient’s friends, two 
or more physicians, a treatment evaluator (12), an in- 
terdisciplinary institutional treatment committee, or a 
human rights committee might each, under differing 
circumstances or jurisdictions, be appropriate as sub- 
stitute decision makers (temporary limited guardians) 
for the patient (13). 

The pkysician solicits an informed permission to 
treat the patient from the substitute decision maker. 
The substitute decision maker is empowered to elect 
or to reject treatment for the patient that is objectively 
in the patient's "best interest" or under a more sub- 
jective approach (14), to make the decision that the 
patient would have made were he or she competent to 
consent. While ethical considerations and the de- 
mands of good clinical practice dictate that the physi- 
cian concinue attempts to secure an informed consent 
for treatment from the patient (and to explore varia- 
tions in the patient's treatment plan that may be more 
acce»table to the patient) ultimately it is the physi- 
cian's prerogative, assuming substitute informed per- 
mission is obtained, to treat the patient noncon- 
sensually. In-hospital advocacy service is provided 
for the patient, but the deliberations of the substitute 
decision maker are fact-finding and information-gath- 
ering rather than adversary in nature. 

Commitment under the parens patriae power is for 
brief periods of time, e.g., 6 weeks. The court order is 
renewable for an additional 6 weeks only if it is shown 
to the court, or an equivalent legal decision maker 
(e.g.. a court-appointed Master) that the patient is ben- 

. efiting or is likely to benefit from continuing treatment. 

At the conclusion of a 12-week period of treatment 
under the parens patriae power, the court order for 
commitment and for specific incompetency to consent 
to or refuse treatment is automatically terminated. If 
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the patient has not by this,time agreed tq voluntary 
treatment, it is unlikely he will do so. Subsequent peri- 
ods of hospitalization are permitted only if it is shown 
that the patient constitutes a clear and continuing dan-. 
ger to others or to self. 

The purpose of parens patriae treatment is to re- 
store the patient to functioning (competency) over a 
relatively brief period of time, using common and ac- 
cepted methods of therapy. Once this is accomplished, 
the person is in a position to evaluate whether or not 
he or she has been helped by the interventions that 
were made over his or her initial objection. This type 
of help should not be forced again and again in the 
name of a person's best interest or because of in- 
competency to consent. The patient should in fact, and 
not only in theory, say "thank you” (5). If the patient 
recovers, he or she should be allowed to declare, when 
no longer a patient, that no such treatmen: is desired in 
the future. There should be a “‘living will" for in- 
voluntary treatment delivered under parens patriae 
power. There are complex philosophical problems 
here concerning the definition and duration of person- 
hood along the life arc. In logic (assuming that repeti- 
tive treatment is required for efficacy and that the new- 
ly restored person is not yet in a good position to un- 
derstand what should or would be his future choice 
were he to become ill again) parens patriae might justi- 
fy involuntary treatment on more than one occasion. 
However, this has the potential for a "shell game” and 
should not be permitted to go on indefinitely. 

The initial parens patriae court hearing is a full legal 
hearing with the usual due process protections af- 
forded the patient. The patient is afforded counsel, the 
right to an independent mental health examination, the 
right to question his doctors as to their rationale for 
treatment, etc. (15). Parens patriae hearings may oc- 
cur at two times: after a period of outpatient examina- 
tion or, alternatively, 3 to 5 days after a period of 
emergency control for the patient under the police 
power of the state. 


COMMENT 


As here proposed, a parens patriae commitment 
makes explicit and legally sanctioned what is now 1m- 
plicit and only questionably legally sanctioned under 
the law of commitment. The purpose of involuntary 
commitment is to provide those patients with demon- 
strated functional incapacity the treatment they need. 
A parens patriae commitment would be a proper medi- 
cal approach to the involuntary treatment of some pa- 
tients who are acutely psychotic or schizophrenic, se- 
verely and/or delusionally depressed, manic, or have 
confusional or other organic syndromes that com- 
promise orientation and understanding. Failing a trial 
of treatment that benefits the patient and absent the 
patient's consent to continue treatment, involuntary 
commitment is subsequently permitted only under the 
""dangerousness to others or self’’ rationales. 
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EMERGENCY COMMITMENT 


Under emergency circumstances, and before a for- 
mal court adjudication of specific competency, in- 
voluntary treatment with medication is permitted only 
to the extent necessary to control the emergency. The 
purpose of emergency treatment, similar to all medical 
treatment under the emergency exception to informed 
consent law (the patient's consent is implied) (16), is to 
preserve the patient's health and/or to protect others 
until the court is able to rule on the suitability of a 
parens patriae or a "dangerousness" type com- 
mitment. 


POLICE POWER COMMITMENTS 


Is commitment justified for mentally ill patients who 
are a danger to others? While some psychiatrists have 
understandably discounted the appropriateness of this 
approach for the mental health system (5), few legisla- 
tures are willing to ground involuntary commitment 
solely on the basis of parens patriae. There remains 
the question of how to handle mentally ill persons who 
do not profit from brief treatment and who at the time 
of expiration of a parens patriae commitment may still 
constitute a danger to others. While it has been ar- 
gued that a single system of social control for deviant 
behavior should be sufficient for our society (17) (e.g., 
the criminal justice system with mental health treat- 
ment offered opportunistically), this point of view has 
not been accepted. A second rationale for com- 
mitment, with a differing procedural approach, is 
therefore proposed. 

A major problem with commitment under the dan- 
gerousness to others approach is that such patients, 
many of whom manifest character type problems, are 
not incompetent to consent or to refuse treatment. It is 
therefore both legally and ethically unclear whether 
such mentally ill but competent persons may be 
treated against their will with, for example, psycho- 
tropic medications. 


Police power commitments . . . are based on potenual 
dangerousness but do not necessarily require a level of 
mental disability amounting to incompetency. Police pow- 
er patients, therefore, may be in a position to refuse intru- 
sive treatment, although . . . their continuing confinement 
while dangerous may, for public protection purposes, be 
constitutionally affirmed. (18, p. 15) 


The physician's identity as a helping person is both 
distorted and degraded when he treats competent ob- 
jecting patients at the behest of society. Furthermore, 
the patient's rights are violated. It is thus no surprise 
that recent and ongoing law suits have questioned this 
point, asserting that in the absence of a clear-cut emer- 
gency (imminent danger) involuntary treatment with 
medication, even for patients committed under the 
dangerousness to others rationale, is not constitution- 
ally permitted (19). The problem here is one of immi- 
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nent danger versus 'dangerousness'' over the long- 
term, or the proclivity for dangerous behavior. Under . 
the police power there is no doubt as to gociety's right. 
to restrain dangerous persons and to prevent the con- 
tinuation of violent behavior. However, it is not clear 
that preventive treatment may continue once the 
emergency is controlled. This leaves in limbo the treat- 
ment of mentally ill persons who have been assaultive, ^ 
who are judicially committed, but who are not assault- 
ive in the hospital. Unfortunately, this type of person 
rather than the person who can profit from treatment is 
the paradigm of commitment under the “‘dangerous- 
ness to others’’ approach, honestly applied. 

While treatment is presumably part of the purpose 
for commitment, it is argued that such patients cannot 
be treated against their will without additionally being 
adjudicated incompetent to consent or refuse (6, 19). 

Roth (3) and Meisel have previously described a 
"segregation model" for the commitment of dan- 
gerous, competent, and mentallv ill persons. Under 
this model the purposes of commitment are served by 
segregating such persons so as to decrease the risks for 
others. Treatment is offered but cannot be compelled. 
The mentally ill, competent, dangerous person may 
choose to refuse treatment at the risk of continuing 
confinement. The patient, not the doctor, balances the 
risk for the patient of continuing confinement as op- 
posed to unwanted treatment. Under the proposed 
commitment law described below this apprcach 
(which I believe is both legally and ethically compelled 
for dangerous competent persons) is given formal rec- 
ognition. 


Proposed Approach to Commitment of Dangerous, 
Competent Patients 


Dangerousness is adjudicated by a court only when 
it has been shown that the patient has perpetrated a 
recent act of violence, either a threat or (preferably for 
purposes of reliable ascertainment) an attempted or an 
accomplished act. Future dangerousness is difficult to 
predict. Courts will no doubt continue to rely on past 
dangerousness in establishing the likelihood of future 
dangerousness (for purposes of equity if no other). 

The due process protections of the criminal justice 
system are afforded the patient at the court hearing. 
Dangerousness must be proved beyond a reasonable 
doubt. 

Commitment is for a 90-day- period. The com- 
mitment is renewed only after another court hearing 
establishes the reoccurrence of dangerous behavior 
during the previous 90 days. Elaboration of this rule is 
necessary for the treatment of mentally abnormal of- 
fenders (e.g., persons found not guilty by reason of 
insanity). Discussion of this point is beyond the scope 
of this paper. 

If competency is not adjudicated at the time of com- 
mitment (as is the present approach in most state laws) 
the dangerous, competent, committed patient has the 
right to refuse all treatment save that treatment neces- 
sary to control an ongoing emergency (i.e., imminent 
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danger to others or self) in the hospital. Forced treat- 
_ ment of the patient for purposes of making treatment 
more definitive requires an additional finding of in- 


. competency. To treat nonconsensually the dangerous 


coramitted patient, physicians would need to return to 
court (or to present their recommendations to some 
S other not yet identified legal decision maker) for a sec- 

onc due process competency hearing. This scenario is 
no pipe dream. It is an approach analogous to that re- 
cent'y proposed by most of the members of the Task 
Force on Legal and Ethical Issues of the President's 
Commission on Mental Health (15) and may be consti- 
tutionally required depending on the outcome of ongo- 
ing legal actions (19). 

The dengerousness to others approach might be 
modified to include adjudication of competency at the 
time of -he commitment hearing, but clinical experi- 
ence suggests the proposed standard for competency 
(honestlv applied) would adjudicate most patients who 
are dangerous to others as competent to consent or to 
refuse. Under a combined approach (dangerousness 
plus incompetency) many patients who are dangerous 
to others would not be committed. Alternatively, if 
found competent but nevertheless committed, the dan- 
gerous patient has the right to refuse treatment. The 
williagness of physicians to provide treatment and to 
work in mental institutions under these circumstances 
is probleraatic (3), and there is the additional problem 
of ensuring that dangerous patients do not harm other 
patients. The dangerousness to others approach may 
well force the creation of a new type of quasi-penal 
setting for the long-term detention of the dangerous 
mentally :ll patient who refuses treatment. 


COMBINED COMMITMENTS: DANGEROUSNESS TO 
SELF 


Ccmmitment under the **dangerousness to self” ra- 
tionale combines elements of both parens patriae and 
police power. Most patients dangerous to self (e.g., 
the suicidal and delusionally depressed patient or the 
patient with an acute confusional psychosis) would be 
treated under the parens patriae approach as above. 
Persons who are gravely disabled due to mental illness 
and :herefore pose a danger to themselves over the 
long run may instead be committed under the dan- 
gerousness to self system. Such cases, which clinically 
include some patients with chronic schizophrenia and 
functional impairment or with organic brain syn- 
dromes (2.g., alcoholic dementia, senile dementia with 
psycaosis) resemble more nearly ''care'"' than treat- 
ment type cases. In such cases, a 90-day renewable 
court commitment is permitted contingent on a finding 
in court that the patient is or continues to be a danger 
to self. 

Ccmmitment under the dangerousness to self ratio- 
nale is permitted only when the following criteria are 
satisfied. 

]. The person's preference for no care or treatment 
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whatsoever is respected unlgss it is likely that serious 
harm to the person’s physical health will ensue with- 
out care and treatment. 

2. Although the person may not be fully treatable, , 
treatment will be attempted. 

3. The diagnosed illness impairs the person's ability 
to understand or to communicate about the possi- 
bilities of care and treatment, 1.e., the patient is incom- 
petent to consent to or to refuse care and treatment. 

4. The quality of care and treatment available (and 
subsequently delivered) is clearly superior to that care 
and treatment the person would otherwise receive 
were he or she not committed. 

5. The locus of care is that environment least re- 
strictive of the person's freedom, that which is medi- 
cally and socially advisable, and which is consistent 
with the person's needs. A person's preference of en- 
vironments where care is to be received is given great 
weight. 

The patient who is dangerous to self, since he or she 
must also be found incompetent to consent to or refuse 
care and treatment, is not permitted to refuse sub- 
sequent care or treatment necessary to maintain health 
and to stabilize his or her condition. A system for sub- 
stitute decision making similar to that previously dis- 
cussed under parens patriae commitments is put into 
place for patients who are dangerous to self. The dan- 
gerousness to self approach to commitment is a system 
of protective services for chronically disabled pa- 
tients. Much of the care and treatment delivered under 
this system might be community rather than institu- 
tionally based. 


DISCUSSION 


I cannot review in depth here the philosophical argu- 
ments that justify an approach of safeguarded pater- 
nalism (15, 20) in the treatment of mental patients. It is 
clear that some alternative to the dangerousness ap- 
proach is required, however, if the helping potential of 
the mental health system is to be realized and if treat- 
ment is to be afforded severely mentally ill persons 
who can profit from treatment and who may be unable, 
because of their illness, to understand their need for 
treatment. Unless specific incompetency to consent or 
to refuse is adjudicated at the time of commitment, the 
custodial and social control functions of the mental 
hospital are elevated at the expense of its treatment 
functions. Allowing commitment without permission 
to treat is essentially the abolitionist position in dis- 
guise. 

Complementing the parens patriae approach is a 
back-up system for patients dangerous to self or to 
others over the long run. A finding of dangerousness 
(and not solely treatability and incapacity) is required 
if persons are to be deprived of freedom for long peri- 
ods of time. The patient must have committed or be 
likely to commit a criminal act; alternatively, his or her 
physical as well as mental health must be in obvious 
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jeopardy. Dangerousness, which is a political and not 
a medical concept, is the sole justification for long- 
term commitment. 

Standards and procedures concerning mental health 
commitment must be assessed in terms of their prag- 
matic impact as well as through a consideration of at- 
tendant societal values. Over the last few years there 
have been some studies pointing to the value of brief 
involuntary treatment for the psychiatric patient. Most 
patients are helped, not victimized, by involuntary 
treatment (21-23). A substantial proportion of patients 
continue to participate in treatment voluntarily follow- 
ing a period of involuntary treatment (24, 25). Further- 
more, the course of involuntary treatment is usually 
fairly brief. In one recent study, 67% of involuntary 
patients were discharged within 38 days (21). Follow- 
up interviews with the patients suggested "'that al- 
though the committed patients were generally hospi- 
talized against their will, with the advantage of hind- 
sight they tended to have a positive attitude toward 
their hospitalization" (21). Another study found that 
63% of the involuntary patients were discharged in less 
than 3 months (26). While more and better controlled 
research is needed (not all studies have been so en- 
couraging; see, for example, reference 27), these are 
the type of findings that I believe help justify brief tri- 
als of involuntary treatment for mentally ill patients 
who are genuinely incompetent to consent to or to re- 
fuse it, where such treatment is available. The para- 
digm case for evaluating the law of commitment is not 
the harmless eccentric who receives indefinite segre- 
gation and overtranquilization in a medieval institu- 
tion, but the previously functioning person, with an 
acute or subacute mental decompensation, where the 
possibility of improvement with treatment can be as- 
sessed readily. 

The proposed parens patriae system treats the psy- 
chiatric patient similarly to any other medical patient. 
In the absence of a formal court adjudication of in- 
competency to consent or refuse (or absent an emer- 
gency) the adult, competent mental patient has the 
right to refuse treatment. For the incompetent patient, 
procedural protections are provided and durational 
limits are defined (15). 

Patients who are both dangerous to others and com- 
petent to consent to or refuse treatment are committed 
for detention so that they may be offered an opportu- 
nity for treatment and in order to decrease societal 
risk. The types of acts required to establish dan- 
gerousness to others under the dangerousness system 
are also violations of the criminal law. Such patients in 
fairness may and, arguably, should be handled in the 
criminal justice system and not the mental health sys- 
tem. 

A final virtue of the proposed system is that it would 
facilitate research and evaluation of the commitment 
process. From the outset, all commitment cases are 
clearly defined and labeled as either of the parens pa- 
triae type or of the dangerousness type (either to self 
or to others). Absent this type of approach, precisely 
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targeted evaluation studies of the commitment process 
have been difficult to perform. The type of law pro- . 
posed above would be modified subsequently on the 
basis of empirical data. 

If the mental health bar were to accept the ap- 
proach I have proposed, it would be necessary to con- 
cede that the reliability of psychiatric diagnosis is im-_ 
proving (5, 28), that customary treatment should be 
made available for patients who are incompetent to 
consent to or to refuse it, and that the principle of be- 
neficence (10) (not misplaced authority) underlies the 
desires of mental health professionals to provide trials 
of treatment for persons who are severely mentally ill 
and functionally impaired. We do no less for kith and 
kin. 

The traditional mental commitment approach, 
wherein two physicians declare that the patient is ill 
and that he will be treated at the doctor’s discretion 
(doctor knows best), must also give way. Substitute 
decision makers, and not solely doctors, must give in- 
formed permission for the patient to be treated. Physi- 
cians must be willing to participate in formal court 
hearings that adjudicate patient competency and to 
subject themselves to cross examination about their 
opinions. Perhaps most importantly, physicians must 
recognize that while it is one thing to want to help the 
impaired patient, if there is evidence that help is not 
forthcoming it is time to quit. 
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The Apprenticeship of Philippe Pinel: A New Document, 
“Observations of Citizen Pussin on the Insane" 


BY DORA B. WEINER, PH.D. 


Philippe Pinel is usually pictured in histories of 
psychiatry and of medicine as the man who first 
liberated the insane from their chains. The document 
presented here, discovered in 1976 in the Archives 
nationales in Paris, reveals the crucial role of Jean- 
Baptiste Pussin, the “governor” of mental patients 
at Bicétre. It was Pussin who initiated Pinel to 
psychological methods (the famous traitement 
moral) in dealing with hospitalized mental patients. 
Further, in 1797, Pussin first replaced chains with 
straitjackets. Pinel later obtained Pussin's transfer 
to the Salpétriére to help him reorganize that 

huge hospital. 


IN HIS FAMOUS Treatise on Insanity of 1801 (1) and 
repeatedly thereafter, Philippe Pinel (1745-1826) ac- 
knowledged his indebtedness to Jean-Baptiste Pussin. 
Little is known about this unlearned but experienced 
“governor of the insane” at the Hospice de Bicétre in 
Paris. Born in Lons-le-Saulnier in 1746 and by profes- 
sion a tanner, Pussin was admitted to Bicétre in 1771 
with scrofula and was ‘‘cured.’’ As often happened 
with former patients, he found employment at the hos- 
pital, first on the boys' ward and then, in 1784, as su- 
perintendent of the ward for incurable mental patients, 
the seventh ward or Emploi St. Prix. That was where 
Pinel met Pussin in September 1793, at the height of 
the Reign of Terror. Pinel began his public career at 
the age of 48 and served for 2 years as Physician of the 
Infirmaries at Bicétre, only to be promoted to Physi- 
cian-in-Chief at the women's hospice, the Salpêtrière. 
There Pinel lived, taught, wrote the Philosophic No- 
sography (2), the Treatise on Insantiy (1), and Clinical 
Medicine (3), and achieved a well-deserved reputation 
as the finest clinician and alienist in France. 
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BACKGROUND 


Less well-deserved is Pinel’s universal reputation as 
liberator of the insane, and the document presented 
here, long lost in the Archives nationales of Paris until 
its discovery in the summer of 1978, should lay the 
myth to rest. Written by Pussin himself, apparently in 
response to a request from Pinel, it gives us Pussin's 
own account of his treatment of the insane at Bicétre 
and for the first time adequately documents his central 
role in the reform of patient care, traditionally attrib- 
uted to Pinel. 

It is true that the myth of Pinel the liberator is en- 
shrined in every history of psychiatry and most his- 
tories of medicine and is fixed in two well-known 
paintings. One by Charles Müller, dated 1849 and 
enthroned in the entrance hall of the Academy of Med- 
icine in Paris, is entitled ‘‘Pinel Orders the Chains Re- 
moved from the Insane at Bicétre’’; the other, even 
better known, by Tony Robert-Fleury and painted as 
late as 1878, is called ‘‘Pinel Frees the Madwomen at 
the Salpêtrière,” where it is displayed. The vears 1849 
and 1878 are of course dates that mark the Second and 
Third French Republics. The political significance that 
underscores the myth of Pinel the “‘liberator’’ was re- 
enforced when his statue at the Salpétriére was un- 
veiled on July 13, 1885. In their fight against catholi- 
cism and monarchism, republicans claimed Pinel for 
science and democracy. 

That Pinel was not the first or the only alienist to 
advocate kindly treatment of mental patients and re- 
placement of those heavy, degrading iron shackles 
with straitjackets has long been acknowledged by his- 
torians and Pinel himself. His ''enlightened"" contem- 
poraries in many countries pursued similar aims. Wil- 
lis, Haslam, and the Tukes in England, Fowler in Scot- 
land, Daquin at Chambéry, Chiarugi at Florence, the 
Brothers of Charity, and the French military medical 
inspector Jean Colombier used and advocated what Pi- 
nel would call "psychological treatment" (méthode 
morale) in caring for the mentally ill. 

But now, in this newly discovered manuscript from 
Pussin's own hand, we learn that even at Bicétre it 
was Pussin and not Pinel who removed the chains and 
that psychological treatment of the insane was the rule 
long before Pinel's arrival. The report of the Poverty 
Committee of the National Assembly, dated 1790, had 
already recorded this humane attitude. Now we read 
that Pussin forbade cruelty toward patients and rou- 
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tirely dismissed insubordinate attendants. Pinel, so 
. ‘justly famous for conceiving of mental illness as illness 

' within a medical framework, obviously recognized in 
Pussin an expert. And thus this learned middle-aged 
physician virtually apprenticed himself to the untu- 
tored bu: experienced governor of the insane, went on 
` daily rounds with him, observed, asked questions, and 
took notes.! 

Transferred to the Salpétriére in 1795, Pinel wished 
for Pussin’s presence in this huge hospice that housed 
about 6,000 women. The present document suggests 
that in order to obtain Pussin’s transfer, Pinel asked 
the superintendent to record his therapeutic and ad- 
ministrative strategies. The document’s eight headings 
appear to be answers to the following questions that 
Pinel had asked: 


1. What is the number of insane patients admitted? Has 
the Revolution brought changes? 

2. What is the incidence of mortality? 

3. What therapy succeeds best? 

4. Is work useful to patients? 

5. Is bleeding helpful? 

6. What diet should the insane receive? 

7. Does the treatment administered at the Hospice of 
Humanity [the Hétel-Dieu de Paris] aid recovery? 

8. What methods work best in dealing with insane pa- 
tients? 


Pussin added tables that showed the number of pa- 
tients admitted, **dismissed after cure," dead, and re- 
maining year by year, from 1784 to September 1797. 
The tables classified the patients by ages; they in- 
dicated a mortality of well over 50% before the Revo- 
lution, with 95 of the 151 insane dead at Bicétre in 
1783, the terribly cold and barren year that led to the 
great upheaval of 1789. The highest mortality usually 
occurred among men between the ages of 20 and 40; 
the death rate fell drastically during the last 2 years it 
was tabulated, and we are left to wonder why. Equally 
intriguing is the category ‘‘dismissed after cure’’; we 
must trust Pussin and Pinel to have recognized mental 
health when they saw it.? 

Pussin's "Observations" served Pinel's purpose 
well. The physician-in-chief sent them to the Minister 
of Internal Affairs, Francois de Neufchateau, with a 
long covering letter dated October 17, 1798, in which 
he justified his request for Pussin's transfer to the Sal- 
pétriére (see figure 1). 


I have become convinced that strict regulations for 
mental patients are invaluable [Pinel argued]. The super- 
visor at Bicétre, citizen Pussin, has introduced and con- 
s:stently followed such rules. I now strongly wish to see 
the same principles applied to the women patients at the 
Salpé-riére. 


'Readers should be alerted to the fact that the only available English 
translation of Pinel's Introduction to his Treatise on Insanity, in 
which he describes this experience, is in Zilboorg's History of 
Medical Psychology (4). It is so garbled as to be incomprehensible 
(see especially p. 340). 

"These tables and the French text of Pussin's Observations can be 
fcund in "The Apprenticeship of Philippe Pinel" (5). 
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Without an established method in the mdnagement of 
these patients, confusion and disorder reign? I wish here 
to testify to my personal appreciation for citizen Pussin. 
He combines a rare intelligence and several years’ experi- 
ence with humane feelings and an unshakeable firmness. 
This is particularly important to handle the servants and 
to dominate the minds of certain mental patients; it greatly 
helps to reestablish their reason. I have now worked at 
the Salpétriére for three years. I have been unable to un- 
dertake the therapy of madness or even to make any exact 
observation on this illness because of the disorganization 
prevalent in that part of the hospice... . 


The transfer was approved, perhaps in part because 
of its endorsement by the Ideologue Georges Cabanis, 
then a member of the Council of Five Hundred, and by 
Thouret, the Dean of the Paris Medical School. Both 
men were Pinel's friends. Pussin finally arrived at the 
Salpétriére on May 19, 1802, and spent the last 10 
years of his life as Pinel's collaborator. He died in 
1811. 

Pussin’s manuscript is preserved among Francois de 
Neufchateau's papers in two parts. Part I consists of 
the tables for the period 1784-1792, with Observations 
that are conventional and unenlightening. It may be 
that Part I was composed at Pinel's request, for it is 
dated September 22, 1793, 11 days after Pinel's arrival 
at Bicétre as Physician of the Infirmaries. 

Part II is unquestionably that long-lost '*manuscript 
of nine pages in my possession" to which Pinel re- 
ferred in the Introduction to the first edition of the 
Traité médico-philosophique sur l'aliénation mentale 
ou la manie (1). The tables complement and complete 
the earlier ones; together they cover the period Janu- 
ary 1784-September 1797. Pussin's Observations in 
Part II are outstanding for their modernity, humanity, 
and self-assurance. He emphasized the importance of 
firm rules and kindly treatment, the futility and danger 
of bleeding, the therapeutic value of work, the aptness 
of former patients as psychiatric nurses, and the need 
for separate, specialized mental hospitals. 

Several of Pussin's remarks and episodes were later 
repeated by Pinel. In fact, an apposition of some of 
Pinel's later writings with these nine pages gives strik- 
ing proof of Pinel's indebtedness to Pussin. On the oth- 
er hand, a comparison of Pussin's Observations of 
1797 with those of 1793 shows a changed man: open- 
minded, informative, observant, self-reliant in his 
use—but not abuse—of power, confident with regard 
to therapy, proud of the recoveries he facilitated. Pus- 
sin did not mention his famous associate, nor did he 
give credit to his own wife who, according to Pinel, 
was his collaborator and displayed crucial acumen and 
courage in handling violent patients. 

The present document does not detract from Pinel's 
greatness. It shows us a medical theorist who wel- 
comed the practical wisdom of a humble layman and 
adopted his empirical evidence. It also proves that the 
pivotal change in attitude toward mental patients 
sprang from the ''spirit of the times” in the Enlighten- 
ment, motivating outstanding physicians like Pinel as 
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FIGURE 1 ° i 
Letter from Philippe Pinel to the Minister of Internal Affairs, Francois de Neufcháteau, Dated October 17, 1798, Requesting Jean-Baptiste ` 
Pussin's Transfer from Bicétre to the Salpêtrière? . 
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*The letter was favorably endorsed by Georges Cabanis, Mourgue. Roussel, and the Dean of the Medical School, Michel-Augustin Thouret (Thouret's recom- 
mendation does not appear here). 
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FIGURE 1 (continued) j 


TTA Je s "M See T2 em Ol e 
ime pt an Goble v uas e Cord Eney le, Z4 
TN O ee ligor I 
walai Mase er oneone diis / Fey ——À 
nefatteg Gua ral. depres, pt à f 15 ge 
E c» ao etn cre A 


TA TEE 2 he 


v i 
Da oec cca, f Tap Le.’ 


© rge 
` TAS by duos. Ap 


ha” 


4 E > a 
m A tl impf bl Ninfa as zem uw. Fia race 9.2 
FS Ü Chad CULE € ag Á Sger s d cov ag ceca ao 


Brot ne. 


la udo ue ux Je j | € 
Sul Goss male he a C ata € DE Cerprece Ar Jaz org o mda heo 
' ) | 
TT ef GI f" De lh ergo era 2 | 
(Y esu gue "73 Co gam. o NS ar : 


je Ui EFF. C4410 C 
sf ne fans $. o x Sotie » 
ab ree, nw "A May adusta e Ai c2 ind | 
Nisus f xe» de le Tr PP» a. C. SEUSS ART 

' ; : ` J 
Ln Spier sed aes ‘Oe, Ap cca; Coo, afin PAE ) 
Jf Jar Son Depa cement st guella penne fouls, 
colit Fus Menger. y. . 
Loco Lo nF lui veg Jalak oF Veepect 


a ln de 


ttt 


NACAR 9 e-~? 


, Cog e 


"OBSERVATIONS OF CITIZEN PUSSIN ON THE 


well as uneducated but experienced and humane indi- 
INSANE" 


viduals like Jean-Baptiste Pussin.? 


1. Since 1791 (old style) inclusively, only half as 
many madmen as before have entered my ward every 


For a fuller treatment of Pinel's formative years, the reader may ; 
i year. Why? Were there fewer than before? Certainly 


wish to refer to my work ‘Health and Mental Health in the 


Thought of PEilippe Pinel: The Emergence of Psychiatry during the 
French Revolution” (6). This material was first presented as a spe- 
cial lecture at the 129th annual meeting of the American Psychiatric 
Association in 1976. 


not, by any means. But only those presumably incur- 
able were sent to me. The others, provided they seemed 
calm, and on the mere indication of the male servants 
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at the Hospice of Humanyty, were sent directly from 
that hospice to the sixth ward. What could be the 
reason for this regulation? 

2. During the food shortage, and because of it, mor- 
tality was considerable and claimed many inmates 
whose cure was progressing well. The only ones who 
escaped and reentered society were those whose par- 
ents came to their help by bringing them some food or 
those whom I could employ as servants, which pro- 
vided similar aid for them. 

3. Moderate work and distraction are very favor- 
able to the recovery of these unfortunates. I have often 
noticed that when I employed a madman who had just 
recovered his senses either to sweep or to assist a ser- 
vant, and then to become himself a servant—I have 
noticed, I say, that his state improved every month, 
and that somewhat later he was totally cured. There 
are few instances where this method has not suc- 
ceeded. Therefore, as much as possible, all servants 
are chosen from the category of mental patients. They 
are at any rate better suited to this demanding work 
because they are usually more gentle, honest, and hu- 
mane. 

4. Work also seems to me the only means, if not of 
cure, at least of relief for those whose madness is 
caused by pride or by religion, and who have hitherto 
been considered as almost totally incurable. I have not 
been able to test this, for fear of evasion, since they 
are always very dangerous to societv. It is true that 
they seek isolation, the former because they usually 
despise everybody, the latter because, thinking they 
are God or his messengers, consider all men as be- 
neath them and are convinced that they dispose of the 
right of life and death over everything that exists on 
earth. There is one patient in particular on this ward 
who pretends to be Christ; he began by killing his two 
children at home and was thereupon imprisoned at 
Nancy and placed in a cell with a companion whom he 
killed. Brought finally to Bicétre, he would have slit 
the throat of a madman and killed him like the others, 
had I not surprised and stopped him and thus saved the 
victim. Punishment? Fear? Threats? Nothing can 
change his feelings. He confronts everything, even 
death, being convinced that it would be the greatest 
honor for him thus to imitate his master, by a final mar- 
tyrdom. . . . Fortunately there are few of this kind. 

I say that, since there is hardly any hope of cure 
after a number of years, the greatest service one could 
render these men is to give them work to do. Almost 
all of them are able to work and would do so gladly, if 
one could give them a little encouragement. Also their 
work would help to cover a part of the cost of their 
upkeep and somewhat lessen their unhappiness. 

5. I have noticed that excessive bleeding is dan- 
gerous for most madmen because it causes the illness 
to degenerate into imbecility. Inmates often arrive 
from the Hospice of Humanity whom bleeding has re- 
duced to such a state that they are even unable to eat. 
And yet, when they are young and under thirty years 
old, it is rare that the strength of their temperament 
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does not bring about a favorable change. This state of 
imbecility is not limited in time, but ordinarily lasts 
from two months to one year, more or less. When an. 
improvement is about to occur, one perceives a slow 
and gradual effervescence in the individual's blood. 
The fever follows the same course. At the crisis point 
the imbecile has turned into a furious madman. This. 
salutary crisis sometimes lasts one or several moaths, 
but in the end it guarantees a perfect cure; and what is 
extraordinary is that the fever, or rather the crisis, of- 
ten stops suddenly. That is the moment, especially in 
winter, where the closest supervision must be pro- 
vided because during this bout they cannot tolerate 
anything to cover them and are consequently all raked 
and would catch cold and die if they were not promptly 


helped. 
I could cite many examples, but shall limit myself to 
one. À certain Louis B . . ., sixteen years old, the son 


of a blacksmith from La Villette, was treated at the 
Hospice of Humanity. He was bled, and the ligature 
loosened curing the night; he lost blood and was re- 
duced to such a state of weakness that he remained 
unconscious for several hours, despite all attempts to 
help him. He was later brought to Bicétre and, to give 
an idea of his condition, I shall say that he was too 
weak to raise himself, with a fixed stare like a newborn 
infant and he had to be cared for like one, being unable 
to do anything by himself. He remained in this state for 
about two months. Then the crisis happened and last- 
ed one month, after which he was perfectly cured. At 
the beginning of this crisis his father came to visit and 
lamented his fate: this was his only boy, who would 
surely never recover his health, seeing his sad zondi- 
tion. But since I perceived the beginning of a crisis, J 
assured the father that, within one month, there would 
be a considerable change in his son whose early recov- 
ery I predicted. Nothing I said convinced him, but one 
can imagine his surprise when, after the appointed 
time, he found his son entirely cured. Above the age of 
thirty, this kind of cure is rare, and I know only Citizen 
D...,now in Paris, to have been cured of imbecility 
at the age of about forty. 

6. I presume that food which keeps the belly free 
would be best for all madmen, particularly for those 
suffering from periodic, especially annual, madness. I 
have been observing these illnesses for several years 
and searching for the cause of their return. I have to- 
tally convinced myself that the attack is always pre- 
ceded by constipation. I have seen patients, even late- 
ly, who have not been to the toilet for five days. The 
effect is quite obvious since their heads and upper bod- 
ies are very inflamed, and usually the attack ends only 
with a bowel movement. For those with annual mad- 
ness and the most violent ones, I have repeatedly used 
the only means at my disposal: it is to administer a 
decoction of wild chicory as soon as I notice the begin- 
ning of an attack. The use of this infusion for two 
weeks has repeatedly been sufficient to arrest and neu- 
tralize the attack and thus rid them of the illness for 
that year. Thus I am sure that, if this treatment were 
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followed, they could ultimately return into society. It 
. Js their cruel fate always to be incarcerated without 
.hop2 of freedem, because of an illness that takes away 
thei- judgment for only six weeks or two months and 
leaves them aware of their sad state all the rest of the 
year. 
. 7. As soon as a madman has been treated at the 
Hospice of Humanity, he is rightaway transferred to 
Bicétre. There one can judge whether the therapy was 
favorable or harmful. Some are so weak that they die 
during the first month; others remain imbecile. This 
regrettable situation will last as long as there is no spe- 
cial 30spice where one can begin therapy and pursue it 
until recovery is complete. It is indeed clear that even 
the health officers’ observations are always faulty and 
therefore almost useless because, once the patient has 
left the hospital, there is no way of knowing whether 
the treatment has produced the expected effect. 

8. Until now, and in most hospices, furious mad- 
men have always been considered and treated like wild 
beas-s. How long will such an insane and barbarous 
treatment be followed? How many hapless heads of 
family have been its victims! When it is so easy to find 
mears of repression without harming people, as I shal! 
tell shortly. Without any doubt, mistreatment angers 
the insane rather than calming them. Beatings may 
well tame them for the moment, but they will assured- 
ly no: forget. The memory of mistreatment leads the 
inmates to watch for the moment of vengeance as soon 
as the opportunity arises and when one expects it the 
least. What ts more, while they are consumed by this 
thirst for vengeance, anything one might undertake for 
their cure 1s, if not harmful, at least absolutely useless. 
But, as I have already stated, one can use means of 
repression without mistreatment and even with appro- 
priate tact. One can thereby avoid irritating them and 
thus induce them, in their lucid moments, to regard 
you as their benefactor and not as their enemy. I have 
the most convincing proofs for everything I am saying 
here. 

When, thirteen years ago, I was made supervisor of 
the insane at Bicétre, I saw only men full of hatred and 
vengeance against all the administrative personnel 
around them. I almost fell victim to it myself when a 
priest, Citizen A ..., a strong and powerful man, 
grabbed me by the hair from behind and hit me several 
times on the head with the back of his breviary —so 
hard tFat I lost consciousness on the spot and, without 
the attendants who plucked me from his hands, I 
would unquestionably have perished. 

I held to tke principle that in no case would I permit 
the insane to be beaten and I had formally declared my 
intentions in this respect. The attendants tried to rebel 
against me, saying that they were not safe and object- 
ing tha:, if 1 myself was not spared, they were all the 
more exposed, etc. But, despite their clamors, I per- 
sisted .n my resolve and, to reach my goal, I was 
forced -o dismiss almost all of them in turn when they 
disobeyed. It is thus not without trouble that I realized 
my purpose, but I finally managed to achieve that the 
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servants never beat any of yhe insane, even when vic- 
timized by their violence. I know that those who care 
for the insane run great risks, but I am also certain that 
the danger is less when gentleness rather than severity. 
prevails. 

I have had as many as three hundred madmen under 
my supervision and many of them have always been 
violent and very dangerous, especially during the hot 
season. To control them I have never used anything 
but repressive measures without mistreatment, and I 
have never permitted that they be beaten in any way. 
And yet I have always managed not only to impress 
them but even to gain their confidence to such a point 
that they are the first to protect me. They even help 
maintain order and calm in their own midst and these 
regulations are so well observed that most of the time 
one does not seem surrounded by madmen. Strangers 
have often told me of their surprise. It is true that very 
active supervision is required to achieve this. 

I have tried so hard to improve the condition of 
these unfortunates that in the month of Prairial of the 
Year V I managed to eliminate their chains (used until 
then to contain the furious) and to replace them with 
Straitjackets that permit freedom of movement and the 
enjoyment of all possible liberty without any added 
danger. 

This class of men which has until now been virtually 
abandoned is nevertheless most worthy of attention 
since their sensitivity is the cause of their illness. If 
one seeks upright men, it is among these that a large 
number can be found. And, in any case, who can flat- 
ter himself to have spent his life without any mis- 
fortune and without fear of a similar fate? What gov- 
ernment can provide protection against it? 

My experience has shown, and shows daily, that to 
further the cure of these unfortunates one must treat 
them with as much kindness as possible, dominate 
them without mistreatment, gain their confidence, 
fight the cause of their illness and make them envision 
a happier future. I have always fought this illness by 
psychological means and thus known the happiness of 
some favorable results. Yet I am far from denying the 
usefulness of physical treatments. On the contrary, I 
believe them to be very advantageous, even urgent, 
when they are adequately supervised. 

Work, among other things, seems to me almost nec- 
essary, not only because it provides for exercise but 
also because it offers distraction. Work, in fact, be- 
longs to the category of psychological remedies on 
which I especially insist. 

It is thus doubtless out of ignorance or by mistake 
that the Lvcée des Arts has, in one of its public ses- 
sions, presented the Hospice of Avignon, used for 
mental patients, as the only one in France where this 
[psychological] therapy is practiced, whereas I have 
had no others at my disposal for the past thirteen 
years. 

However that may be, these are the principles that I 
have always followed in applying the means at my dis- 
posal ever since I have been in charge of this ward. I 


1133 


"OBSERVATIONS OF CITIZEN PUSSIN” 


say the means at my dispogal and one knows how lim- 
ited they are with regard to space, the lack of baths, 
ete., etc... . without mentioning the difficulties and in- 
numerable obstacles constantly encountered. Yet, de- 
spite these hurdles, not a year has passed when I have 
not returned several madmen to society. . . . And how 
much larger this number would have been with the re- 
sources that an establishment of this kind requires. 


Done at Bicétre, the 1st Nivóse, Year VI of the 
French Republic [December 21, 1797] 


Pussin 


Supervisor of the insane in the said establishment 
for almost 28 years 
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Philosophical Foundations of French and U.S. Nosólogy — : 


BY JEROME KROLL, M.D. 





The aitthor examines the philosophical foundations of 
French and American nosology with a view toward 
understanding the relatively minor influence of French 
psychiatry in America. Despite the excellence of its 
descriptive psychiatry, much of French nosological 
writing is based on philosophical viewpoints that are 
antithetical to the empirical and pragmatic traditions 
of American psychiatry. French nosology, which is 
closely involved with the metaphysical issues of 
existentialism, phenomenalism, and structuralism, 
reveals these interests in language and concepts that 
do not easily permit its hypotheses to be scientifically 
tested, a prerequisite for any American classification. 


RECENT YEARS have witnessed the emergence of a 
growing inflience of English and German psychiatry 
on American psychiatry, especially in the areas of no- 
sology and diagnosis. Evidence of such interest and 
influence is seen not only in the joint diagnostic studies 
of the United States and United Kingdom (1), but also 
in the increased use of and references in American 
training programs and psychiatric literature to con- 
cepts of Mayer-Gross, Shepherd, Rutter, K. Schnet- 
der, and Jaspers. References to even Kleist and Leon- 
hard (2-4) appear in the American literature. Yet there 
is very little awareness or appreciation of the contribu- 
tions of French psychiatry, and French psychiatrists 
of equal stature, other than Charcot and Janet, are vir- 
tually unknown in America. This is true even in the 
area of psychopharmacology; while most U.S. psychi- 
atrists are familiar with Cade's work with lithium in 
affective disorders, they are ignorant of the pioneering 
role of Delay and Deniker in the use of chlorpromazine 
in 1952 (5). 

The reasons for such a profound contrast cannot just 
be the common language in the United States and 
United Kingdom. Surely there is no shortage of trans- 
lators, as the presence of English translations of Jas- 
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pers and K. Schneider will attest; nor was there a 
problem in finding an American market for translations 
of the works of Sartre, Camus, Levi-Strauss, or 
Schwarz-Bart. The reasons for the lack of receptivity 
of French nosology in America must lie elsewhere, 
particularly in the use of different basic concepts and 
structures. These differences are rarely articulated 
since they occur at a theoretical level, while ordinary 
diagnostic discourse seems to proceed independently 
without interruption; in fact, it is this very gulf in the 
basic structure of world views and scientific assump- 
tions that guarantees an absence of meaningful dia- 
logue. 


PRAGMATIC STANCE OF AMERICAN NOSOLOGY 

It is difficult to speak of the philosophical assump- 
tions of French and American psychiatry, since the 
latter has been generally nonphilosophical or even 
antiphilosophical in its major directions. In a recent 
article on Michel Foucault, Guedon discussed the dif- 
ficulty that Anglo-American audiences have with 
Foucault's work. Guedon's explanation applies equal- 
ly well to our concerns. 


Second, Foucault's quest emerges from a long series of 
philosophical and political debates heard much more 
clearly on the banks of the Seine than near the Thames, or 
a fortiori, in the vicinity of the East River. Phenome- 
nology and Existentialism never penetrated the philosoph- 
ical circles of the English-speaking world and it is not sur- 
prising, therefore, to find out that structuralism, itself a 
reaction against both of these philosophical stances, is 
viewed as a very cryptic exercise by most Anglo-Saxons. 
(6, p. 245) 


Richard Wollheim (7) made a similar point in refer- 
ence to the obscure and confusing style and thinking of 
Jacques Lacan, the French psychoanalytic theoreti- 
cian. The philosophical traditions of American think- 
ing in the 20th century have been antiphilosophical in 
the sense of antimetaphysical, in contradistinction to 
the 19th-century transcendentalism of Emerson and 
Thoreau. The philosophical foundations of American 
psychiatry are largely pragmatic, empirical, operation- 
al, inductive, anti-intellectual, Cartesian dualistic, and 
logical positivistic. By contrast, French psychiatry has 
been profoundly influenced by philosophical thinking 
that is speculative, existential, structuralistic, deduc- 
tive, Cartesian monadic, and metaphysical (8-11). 
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To summarize these vaMous -isms, we can say that 
American psychiatry avoids a theoretical siance other 
than to remain very practical. It sees little value in 
'speculative system building, it analyzes terms tightly, 
and except for a 20-year interlude of psyzhoanalytic 
theorizing, it has returned to a Germanic-English nos- 
ological approach based on identifiable syndromes 
with valid and reliable signs, symptoms, lite histories, 
and prognoses. This viewpoint is most clearly stated in 
the influential work on diagnosis by the St. Louis 
group. 


There are few explanations in this book. This is because 
for most psychiatric conditions there are no explanations 
. People continue to speculate about etiology, of 
course, and this is good if it produces testable hypotheses, 
and bad if speculation is mistaken for truth. In this book, 
speculation largely is avoided, since it is available so plen- 
tifully elsewhere. (12, p. x1). 


In writing what amounts to a manifesto for diagnosis 
and in explicitly rejecting the fuzzy conceptualizations 
in DSM-II that combine descriptive categories with 
theoretical notions (e.g., the symptoms of hysterical 
neurosis are characterized as "'symbolic of the under- 
lying conflicts), the St. Louis school is in the direct 
tradition of logical positivism. This tradition asserts 
that the aim of science is knowledge (description and 
explanation) that is objective in the sense of validity 
and reliability. Reliability, particularly, is achieved 
with the use of operational definitions, waich provide 
objective criteria by which to decide whether, in any 
given case, the terms apply. From this point of view, if 
a statement is not testable, it is scientifically meaning- 
less and can have no claim as a truthful statement (13). 


THEORETICAL BASES OF FRENCH NOSOLOGY 


To contrast the above viewpoint, consider the fol- 
lowing two quotations. 


If mental diseases are the effect of a certain dis- 
organisation of the psychic being, then it 15 possible to give 
them a classification based on the organisation of psychic 
life itself, and it is also possible to consider that these typi- 
cal forms of disorganisation —without confusing them with 
nosologic or specific anatomoclinical entities—make up 
clinical species which are characterized by a precise clini- 
cal physiognomy, a recognizable structure and an identical 
course of evolution. In this perspective mental diseases 
are therefore groups of disturbances, which correspond to 
a certain level of dissolution or destructuralion of the psv- 
chic being and which have a particular, clinically identi- 
fiable, course of evolution. (14, p. 676) 


The delusional existence, taking the form of experiences 
of depersonalization, dissociation, and imagined situa- 
tions, and seen by the patient as internal or external events 
that overwhelm, torment, or exhilarate him, is built up in 
proportion to the disorganization of the field of con- 
sciousness. As consciousness is made up o7 the *‘phenom- 
enal field" of present experience and of th2 temporo-spa- 
tial order in which it occurs, disintegration mvolves a delu- 
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sional metamorphosis of this experience. which becomes 
falsified in the imagination. (15, p. 402) . 


These are difficult sentences for American psychia- 
trists. They employ words and concepts far different 
from American usage and violate, with no apologies, 
the tenets of logical positivism and tight linguistic anal- 
ysis that are so dear to our hearts. It will be instructive 
to examine these sentences; they are reasonably repre- 
sentative of French conceptual and diagnostic think- 
ing, and their points of divergence will clarify our orig- 
inal puzzle as to the two nations' marginal interaction 
in psychiatry. 

The concepts are rooted in the language: ‘‘psychic 
being," "dissolution or destructuration of the psychic 
being," ‘‘delusional existence," "field of con- 
sciousness,” ''phenomenal field of present experi- 
ence,” ''temporo-spatial order.'' How shall an empiri- 
cist define "psychic being"? Does the American psy- 
chiatrist have the philosophical background to 
understand ‘‘phenomenal field’’ as the French author 
uses it? Is it clear that to Professor Ey the term ‘‘con- 
sciousness” signifies much more than just a state of 
wakefulness, as it ordinarily conveys to us (16)? At 
one point the translator (H. Ellenberger) was at such 
pains to clarify one of the concepts that he had to in- 
vent a word (destructuration) to try to convey the full 
sense of the disintegration of the structure of the con- 
SCIOUSNESS. 

These are just the beginning difficulties that an 
American has with French psychiatry. Underlying 
these are most basic philosophical differences. French 
psychiatry is willing to countenance metaphysical con- 
siderations, employ deductive rather than inductive 
reasoning in demonstrating or arguing a point, raise 
existential issues regarding man’s essence and its rela- 
tionship to psychopathology (with the consequent ac- 
ceptance that some aspects of human existence will 
never be understood), and move beyond Cartesian 
dualism to a position that draws a closer identity be- 
tween neurophysiological and psychological malfunc- 
tioning (17). The practical consequences of such a phil- 
osophical foundation include a diagnostic classifica- 
tory system that departs sharply from Kraepelinian 
thinking in the sense that diagnostic groups are deline- 
ated not by symptoms or etiology, but rather by the 
significance of the symptoms as they relate to the theo- 
retical construct of the organization and disorganiza- 
tion of the "psychic being.” 

The strength of such a nosology is that it 1s able to 
integrate clinical psychopathological data according to 
a unifying hypothesis and thus avoid both the endless 
splitting into subdivisions of larger syndromes and the 
British-American dilemma of deciding what is a dis- 
ease or illness and what is ''something else” (18-21). 
Thus Ey is able to group chronic delusional states, 
schizophrenia (recognized as such only in its chronic 
state), and chronic neuroses and character disorders 
all together under a general rubric of chronic (and 
therefore relatively fixed) disorders of personality or 
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existence (14). Such a schema avoids the process-non- 


- + prccess dilemma regarding schizophrenia by not con- 


- sidering acute psychotic conditions as schizophrenias. 
These conditions are classified in the same overall cat- 
egory as manic-depressive attacks, under the title of 
pathology of consciousness. The terminology is 
strange io American thought, and the reasoning may 
be different, but the end point of moving acute ''schiz- 
orhrenic"' episodes away from the schizophrenia diag- 
ncsis and toward the affective disorder diagnosis is in 
line with contemporary American thinking. A brief de- 
scription of two other syndromes that are given inde- 
pendent status in French nosological schemas and 
were included (prior to DSM-III) in the American con- 
cept of schizophrenia will illustrate this contrast. 

Souffées délirantes designates a particular state of 
an acute delusional psychosis (psychoses délirantes 
aigues). It is 


characterized by the sudden onset of a transient delusional 
«tate, generally polymorphous in its content and ex- 
pression. They are true delusional experiences, in the 
sense that the delusion is lived out as part of an altered 
state of consciousness, as an "experience" imposed on 
the subject (intuitions, illusions, hallucinations, feelings of 
strangeness, and mystery, etc.). (15, p. 395) 


The most prominent features are a sudden onset (of- 
ten after a night or two of insomnia) and an altered 
state of consciousness characterized by 


a sort of terrifying, overwhelming, or exalted trance-like 
state which lasts several days to a week at most. The sub- 
ject is literally overwhelmed or excited and the destruction 
of consciousness seems to be nearer to that of a dream 
siate (confused state of consciousness) without actually 
being one, than to reality. (22) 


In this state the patient has delusions of persecution, 
sexval transformation, grandeur, hypochondriasis, 
anc lycanthropy, as well as visual and auditory halluci- 
nations. 

Although the French authors mention that Bouffées 
délurantes may develop into schizophrenia or a chron- 
ic delusional state, the condition itself is not to be con- 
sidered the same as what is elsewhere called acute 
schizophrenia, and in fact, except when either of these 
twc chronic conditions arises in the course of time, it 
has a fairly good prognosis. Similarly, Bouffées 
délirantes have to be distinguished from Les psycho- 
ses maniaco-dépressive by the rapidly and violently 
changing emotional states, which, however, do bear a 
resemblance to them. l 

Again, although the terminology is strange, the net 
result is that the acute psychotic state, even with fla- 
grant delusions and hallucinations, 1s differentiated 
from schizophrenia, exactly as DSM-HI has done by 
including a six-month duration of illness as one of the 
criteria for schizophrenia. 

Erotomania, a condition that in the United States is 
either erroneously mistaken for nymphomania or else 
included in either the schizophrenias or paranoid psy- 
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choses, is distinguishedéfrom these conditions in 
French diagnostic thinking. Erotomania, ‘the delusion 
that one is loved by someone else, is viewed as a delu- 
sion of passion. Delusions of passion are different from 
the interpretative delusions seen in paranoid psycho- 
ses, in which the patient lives in a state of constant 
anxiety and expectation, seeking explanations that he 
or she only gradually discovers. "The patient suffering 
from delusions of passion is in a state of constant striv- 
ing; he advances toward his goal with conscious and 


clear-cut demands from the onset” (23, p. 376). Two" f 


other forms of delusions of passion are delusions of 
jealousy and querulent delusions, the latter condition 
encompassing what we would label litigious paranoid 
states. 

Since the French concept of schizophrenia refers to 
a chronic condition in which there 1s affective blunting 
and indifference, these states of passion are naturally 
excluded. Rather, they are considered as a syndrome 
belonging to that loosely defined group of chronic 
delusional states or chronic autistic psychoses (24, 25). 
The advantage, if any, of this differentiation from 
schizophrenia is less clear than the example of 
Bouffées délirantes. Perhaps it is a more concrete ac- 
knowledgment of the commonly accepted observation 
that even within our own groups designated as chronic 
schizophrenic patients, those with encapsulated delu- 
sions are usually less thought-disorganized, and vice 
versa. 


STRENGTHS AND WEAKNESSES OF EACH 
NOSOLOGICAL SYSTEM 


The problem in American nosology, which is stuck 
halfway between an older Kraepelinian system and the 
new reformulations of it along Schneiderian lines or 
St. Louis lines, can be contrasted with two examples. 
The proposed DSM-III classification has no category 
that one can use for acute psychotic episode (equiva- 
lent to Bouffées délirantes in some form) that does not 
imply a known etiology (brief reactive psychosis) or a 
relationship to another grouping (schizophreniform 
psychosis), or else is so vague that cases categorized 
within it may bear no resemblance to each other (e.g., 
atypical psychosis). Secondly, there is considerable 
risk that the current pursuit of improving reliability of 
diagnosis, laudable in itself, leads to the mistaken no- 
tion that improved validity of diagnoses automatically 
follows (26). A final problem is that the emphasis on 
reliability may lead to a significant (5% to 25%) ''un- 
diagnosable’’ group within an unselected clinical pop- 
ulation, especially one that includes patients with per- 
sonality disorders (27-30). 

The weakness of the French nosological system, 
from an Anglo-American point of view, is that many of 
the concepts lack clarity and explicitness, many of the 
terms do not appear testable, and many of the assump- 
tions are based on philosophical viewpoints that more 
closely resemble poetry than science. For example, a 
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statement such as, ‘‘Finally, in the neuroses, the dis- 
eases in which artificiality is a fundamental structural 
dimension (to play a part, to exaggerate, to believe to 
be sick, to frighten oneself, etc.) . .. 7 (31) may pro- 
vide a valuable clinical insight, but the American psy- 
chiatrist, after recognizing that the connotations of the 
term "'artificiality" must refer in some way to Sartre, 
existentialism, and the concept of authenticity, will 
not know whai to do with the sentence or how to relate 
it to his or her own concept of neuroses. Similarly, the 
concept of mental automatisms has remained alien and 
incomprehensible to American psychiatrists, for it 1s 
based on a synthesis and resolution of the mind-body 
problem (namely, a close correlation between mental 
functioning and neurophysiological functioning orga- 
nized along hierarchical principles) that has in- 
sufficient empirical basis for our notions of scientific 
respectability. 

Nevertheless, French psychiatry, by being less 
hard-nosed and pragmatic in its scientific conceptual- 
izations, seems able to perform the same careful case 
reporting and syndrome identification and then arrive 
at a more pragmatic and integrated classificatory sys- 
tem. At a clinical level the existential-phenome- 
nological philosophy allows a greater theoretical toler- 
ance for and acceptance of abnormal mental states as 
being just that (namely, abnormal mental states) with- 
out the requirement that these states be jammed into 
Jarger monolithic categories such as schizophrenia (32, 
33). 

At a philosophical level of what constitutes ade- 
quate scientific reasoning, British and American psy- 
chiatrists (and psychologists) use philosophical con- 
cepts and methods to clarify language and meaning; 
the French psychiatrists use philosophical concepts to 
reason out, support, and even prove what Americans 
would consider to be a question of fact, not logical de- 
duction. 

The differences are quite fundamental and practical- 
lv guarantee communication problems between the 
two groups. It is not yet clear which issues are issues 
of fact, to which there will be a right or wrong, and 
which are issues of perspective and conceptual- 
izations. It does seem clear that each viewpoint can 
benefit from a consideration of the other, at least ini- 
tially by forcing us to question intelligently our basic 
concepts. 
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_ Women in Midlife: Decisions, Rewards, and Confliets Related to 


‘Work and Careers 


BY KATHLEEN M. MOGUL, M.D. 


The author discusses the role of an occupation in the 
psychic economy of women in midlife and the 
diagnostic and therapeutic function of attention to 
work-related issues. Clinical examples are grouped 
according io commonly encountered patterns as these 
resuit from previous developmental choices and as 
they show some of the possible repercussions during 
the middle years. In psychotherapy with midlife women 
it is important to address work-related issues in terms 
of the interplay among previous development, age- 
specific factors, and social realities and changes as 
well as neurotic factors. 


WOMEN CF ALL ages are working in increasing num- 
bers; thus psychiatrists need to understand the place 
of work and careers in women's lives and to help them 
with related conflicts and decisions. While, with in- 
creasing irequency, presenting complaints involve 
work-related issues (1), at other times their importance 
as a means of more general understanding of the per- 
son and as a key to future change emerges only gradu- 
ally. Because these issues are particularly relevant 
during the middle years, they are frequently encoun- 
tered clinically. 

The psychology or midlife has recently received at- 
tention in a number of studies dealing primarily with 
men. However, the observations and conceptual- 
izations are useful in viewing midlife experiences of 
women and in providing a context for the consid- 
eration of work-related issues. In essence, midlife is 
seen as the time when previous choices in important 
life areas and the ensuing successes, failures, satisfac- 
tions, and disappointments are reviewed and reworked 
in the context of old aspirations and wishes, the cur- 
rent recognition of limitations in oneself, and the fi- 
niteness of opportunities and of time itself (2, 3). Mid- 
life provides the sense of ‘‘another chance” with that 
of a final chance." Somewhat earlier than for men, 
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who generally ''take stock'' in their 40s, for women, 
the middle years, in this sense, start with the 30s; these 
are the years when childless women feel a last chance 
to consider motherhood, while those who became 
mothers earlier experience a decrease in their absorp- 
tion in and the burdens of child care. 

In presenting the clinical considerations related to 
Work, I have grouped women according to their earlier 
choices and lifestyles. Aside from being a convenient 
organizer, this serves as a reminder that midlife issues 
are in part determined by the nature of the antecedent 
adolescent resolutions and the resulting choices. 
Through brief case examples I will try to show the 
need for the psychiatrist, when treating women grap- 
pling with issues relating to work, to give attention to 
the complex interplay among 1) previous develop- 
mental resolutions, 2) relatively age-specific develop- 
ments, 3) social realities and changes, and 4) long- 
standing neurotic problems and the neurotic elabora- 
tions and interpretations of the other factors. The dis- 
cussion will also illustrate some incidental but fre- 
quently encountered work-related issues without any 
attempt to be all-inclusive. Women in this age group 
are, of course, subject to the whole variety of work- 
related internal conflicts and external pressures that 
can affect women at all ages. These have recently been 
summarized by Nadelson and associates (4). 


CONTINUOUS COMBINING OF WORK AMD 
FAMILY 


There are even today a large number of middle-aged 
women who married, had children, and have worked 
during most, or all, of their adult years. Among women 
now over 35 years, most worked from necessity to 
supplement family income, but more and more fre- 
quently, uninterrupted work also reflects a choice of 
life pattern. Until recent years, according to published 
figures, the fraction of women working at any given 
age followed an M-shaped curve, peaking in the early 
20s and again over age 45, with a sharp dip in between 
during child-rearing years. Now this has changed, so 
that there is only a modest decline in the fraction of 
women who work during the in-between years; mar- 
ried women and young mothers increasingly stay in 
the work force (5). While there have been few relevant 
studies in this area, working and being a family pro- 
vider is undoubtedly part of the identity of these wom- 
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en, and Weissman and Paykel's study of depressed 
women (6) showed that work can have an integrative 
and protective function. By the middle years earlier 
conflicts between the demands of family and of work 
begin to ease, and it is particularly useful during these 
years for women to have human contacts and satisfac- 
tions outside their immediate families. For divorced 
and widowed women continued work can be the most 
stable source of satisfaction, continuity, and security. 


INITIAL EXCLUSIVE CAREER COMMITMENT 


Women whose primary commitment in their youth 
was to work or to a career are also increasing in num- 
bers and are encountered among middle-aged women. 
The pressure of passing years and awareness of the 
limited number of years remaining for child-bearing 
boring previous decisions not to marry or not to have 
children up for reconsideration and possible revision. 
Continued ambivalence can make a final choice diffi- 
cult, and psychiatric intervention may be needed for 
resolution or for acceptance of adjustments, limita- 
tions, or regrets ensuing upon a choice. 


REENTRY AFTER AN INTERVAL OF 
PREDOMINANT FAMILY COMMITMENT 


Among middle-class women now in their 30s 
through 50s, the most common course was to stop 
their schooling or work at the time of marriage or the 
birth of the first child and to remain in the home during 
the early child-raising years. With children in school, 
many had long planned to resume work, and others 
confront the issue under the pressure of their own 
needs for occupation, stimulation, or self-expression; 
others are pushed by social pressures or external ne- 
cessity. | 

Return to the work world necessitates confrontation 
with many realities. Despite current legal and social 
trends, there is still discrimination against women, and 
added age discrimination faces the older middle-aged 
woman. While there seem to be increasing opportuni- 
ties for women in some previously closed fields such 
as business and technology (7), jobs are scarce in the 
very fields in which women are likely to have been 
trained 15-20 years ago, e.g., teaching and social 
work. In others, such as nursing or the sciences, 
knowledge acquired much earlier is likely to be dated 
and inadequate. 

Family reactions to a woman's decreased availabili- 
ty to her husband and children are bound to be am- 
bivalent and conflicted even in the most supportive 
families. Family members can be openly hostile when 
the change is too abrupt or angry, or when the wom- 
an's new role threatens men's view of what is appro- 
priately "feminine." Furthermore, men are going 
through simultaneous midlife changes, and while this 
can improve empathy and support, it also may in- 
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crease the sense of instability in a family. There is 
room for dissonance, envy, and anger when a man is. . 
contemplating a kind of dead end in his career, with. 
few opportunities for change and advancement, just at 
a time when his wife is making plans and inroads on a 
"new life." Family stress can be great, and a woman's 
embarking on a new occupation in midlife may be an , 
important factor in threatening or permanently dis- 
rupting a rrarriage. 

Women resuming outside work after an interval thus 
have to struggle simultaneously with the realities of 
the work world, friction at home, and their own inner 
conflicts. The more a woman's sense of herself was 
grounded in her identity as wife and mother, the great- 
er the readjustment in her sense of self when she reen- 
ters the occupational world. The sense of femaleness, 
attractiveness, and lovability is often related to being 
dependent, and less competent than men, so that 
doubts about important parts of the self are stirred up 
as other parts are developed. To be aggressive and ac- 
tively self-promoting—necessities in the school or 
work world—are characteristics to which this genera- 
tion of middle-aged women did not aspire in their 
youth. Since women primarily grew up to be those 
who nurture and give to others and are sensitive and 
vulnerable to real or imagined disapproval from people 
who are important to them, the sense of guilt and fail- 
ure is almost unavoidable as they begin to do for them- 
selves. 

In order to change her lifestyle during her middle 
years without either too much guilt and inhibition or 
too much angry repudiation of her former life, a wom- 
an has the psychological task of testing and making 
room for new identities and new self-perceptions with- 
out entirely discarding old ones that had offered gratifi- 
cations and grounds for previous self-regard. It is help- 
ful to have social and family support for these changes 
and also to have derived solid gratifications from the 
previous role. 


Case 1. Ms. A demonstrates some of the foregoing issues, 
as well as the ways that unresolved conflicts regarding ear- 
lier relationships can affect these. She was about 40 years 
old, divorced, with three children, when she entered therapy 
for depression. As her depression lifted, she needed -o iden- 
tify and work through deep-seated feelings that she wculd be 
a less attractive woman if she were competent, occupied, 
and self-supporting. She had trained as a teacher before mar- 
riage and had held occasional temporary and substitute jobs 
during the interim. She now gradually returned to work in 
this field, took specialized graduate courses, and ultimately 
accepted a demanding and responsible position. Being able 
to resume serious work after an interval of some years boost- 
ed her self-confidence, but she had immense difficulty allow- 
ing herself to succeed: she had difficulty completing tasks, 
studying for exams, and competing with classmates. In spite 
of this struggle she frequently did superior work. Ater re- 
ceiving praise or a good mark, she experienced anxiety, in- 
somnia, and increased difficulty with work. 

In addition to the factors described above, Ms. A needed 
to work on aspects of her unresolved relationship with her 
mother, who had been unhappy in her own marriage and felt 


Am J Psychiatry 136:9, September 1979 


that she had sacrificed herself to the upbringing of her chil- 


. , dren; for this she expected adulation and recompense. She 


had belittled the patient and to the present time had difficultv 
giving her open appreciation and recognition; she also re- 
peatedly criticized Ms. A for not being a totally devoted 
mother. This presented a particular obstacle in view of the 
patient s intense guilt toward her mother, the sources of 
whica needed painstaking attention in therapy. Although 
identification with and support from a therapist who was her- 
self z profzssional woman may at times have been helpful. 
the power of transference was repeatedly shown: Ms. A was 
conv:nced that her female psychiatrist would disapprove of 
working and striving women and believed that women be- 
long at home with their children. 

As she made progress in therapy Ms. A succeeded admira- 
bly in school and at work. She was increasingly able to incor- 
porate hez view of herself as a competent professional with 
previouslv held nurturant values and to enjoy both personal 
and professional rewards. Not uncharacteristically for wom- 
en who make readjustments during midlife, particularly if 
this involves resolution of neurotic conflicts, Ms. A ex- 
pressed regret that she had not known at 20 what she now 
knew and regret for missed opportunities and unnecessary 
mistakes. 


PATTERNS BASED ON PREMATURE AND 
LIMITING IDENTITY FORMATION 


Extreme Limitation to Traditional Feminine Identity 


While there are, of course, important individual de- 
velopmental determinants in the early choices made 
by every rerson, for women now in their middle years 
there were powerful societal and familial pressures to 
choose early marriage, motherhood, and family life 
witkcut first exploring other possible options. The 
young woman's environment 20-30 years ago thus 
provided strong support for making a limiting and pre- 
mature choice—or what has been called foreclosed 
identity formation (8). The personal rewards to be 
gained from marriage and motherhood were exaggerat- 
ed, with a denial of all conflicting evidence, and young 
women were encouraged to suppress any ambiva- 
lences, identity and role conflicts, and the consid- 
eration of choices diverging from the feminine norm. 
Women who formed their identity and sense of self en- 
tirely around the finding of a suitable mate and around 
motherhocd often find themselves “‘bankrupt”’ in the 
middle years; this can be true whether they married or 
not. Those who married and had children frequently 
feel far less gratified and confirmed than they had 
hoped, anc they feel cheated and angry, or guilty over 
the failure. When they are underoccupied and less 
needed by children who grow up and by husbands 
whose interests are in their careers and elsewhere, 
these women are very prone to depression, and they 
are sometimes very hard to help: the props of their 
previous identity have crumbled, and they have laid 
little groundwork for any other. 


Case 2. Ms. B, a twice-divorced woman in her mid-30s 
with two children from the second marriage, was seen for 
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depression with anxious aggtation and a variety of pre- 
occupying somatic complaints. She was the.only child of 
wealthy parents who had never encouraged her to do any- 
thing strenuous, either intellectually or otherwise. Her par- 
ents had put emphasis on appearances, wealth, and proper 
background. Her choices of husbands reflected these values, 
at the cost of more fundamental ones, and both marriages 
quickly came to grief. When the patient came to therapy she 
was financially dependent on her family, unable to support 
herself, and unable to really care for her children. She felt 
like a failure as a wife and mother and was acutely aware of 
the extent to which her problems were compounded by her 
total lack of internal and external preparation for any inde- 
pendent existence, and her hopelessness was very great. 


Traditional Feminine Identity Without Reality 
Fulfillment 


There are women who built their identities around 
the feminine ideals of marriage and motherhood but 
who, through no conscious choice of their own, never 
married. Even when these women are quite successful 
at work, they frequently become depressed in their 
30s. The following case is an example. 


Case 3. Ms. C, a computer specialist in her mid-30s, had 
worked fairly successfully ever since college. She came to 
therapy depressed and preoccupied with her sexual inhibi- 
tions and her inability to find a husband. She was from an 
older family; both her mother and father were chronically 
dissatisfied and projected their grievances onto others. Her 
object relations were limited, she was distrustful, and her 
expectations, demands, and resulting disappoiniments were 
always excessive. Paradoxically. her self-esteem was built 
on the fantasy of getting a husband; the more she failed at 
this the more depressed and angry she became, particularly 
with the awareness of passing years. This woman was not 
bankrupt, however, because of her large store of ability and 
her somewhat smaller store of significant achievement. At 
the start of therapy she belittled the work area of her life and 
angrily rejected any attempts to help her gain greater re- 
wards from it. As therapy progressed and she developed a 
more trusting relationship with the therapist, her interest in 
her work increased and with it the resulting rewards and sat- 
isfactions. With a modified and more complex sense of her 
identity, she was able to diversify her life and to develop 
increasingly realistic relationships with men and women. 
She was able to grieve her shortcomings and failures without 
succumbing to depression. 

In the course of Ms. C's therapy, some other commonly 
encountered work-related issues came up. As she became 
more involved in her work, she began to complain of dis- 
crimination. She was the only woman at her level in the or- 
ganization, and she felt sure that she would not be allowed to 
advance to the next step: she felt helpless and resigned but 
angry. It was certainly possible that she was correct about 
the anticipated prejudice against women, but as we explored 
the subject, it became clear that her anticipation was based 
on surmise. Furthermore, her own feelings of female inferi- 
ority were uncovered. She realized that she had projected 
her own feelings onto others and that this had contributed to 
her sense of helplessness. She was then able to request her 
promotion with evidence of her qualifications and without 
belligerence but with a sense that she could, if she chose, 
bring legal action if she should find prejudice. Much to her 
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pleasure and surprise she got the promotion and a substantial 
increase in salary. 


- Applegarth (9) mentioned that, until recently, the 
unavailability of responsible and challenging positions 
allowed women not to confront their inhibitions about 
work since they had little opportunity to come face to 
face with them. Attribution of discrimination to em- 
ployers can serve the same function. The patient under 
discussion demonstrated this on a number of occa- 
sions when her rage at the anticipation of discrimina- 
tory obstacles was later replaced with anxiety and re- 
luctance to face the challenges involved. 

Ms. C’s case also demonstrates how work-related 
events can stir up old unresolved feelings and how 
these in turn can contribute to problems at work. Ms. 
C worked closely under a supervisor whom she en- 
dowed with some qualities of an ideal father, and fora 
time her exclusive work relationship with him was 
very gratifying, since she learned a great deal from 
him. Eventually, another woman was hired at about 
her own level and worked under the same supervisor. 
Ms. C had supported this woman despite personal ap- 
prehensions. Being prepared for some of her feelings, 
and her good resolutions, did not protect her from the 
intense rivalry she felt, particularly for the affections 
of the supervisor, who turned his training attentions to 
the new employee. His compliments of Ms. C’s great- 
er ability did not compensate for the loss of his time 
and nurturing attention. She suffered intensely and of- 
ten hurt her professional image by her regressive jeal- 
ous competitiveness and rage, which surely originated 
in her struggles for the rather unpredictable affection 
of her father. 

Ms. C’s problems with her rival serve as a reminder 
that women face difficulty working with other women, 
as well as with men. They may have problems arising 
from unresolved conflicts with their own mothers, sis- 
ters, or daughters and are, of course, faced with simi- 
lar transferences on the part of female colleagues. Old- 
er women, particularly, arouse many unresolved feel- 
ings toward mothers tn their younger work associates. 
Added to the neurotic conflicts are the real difficulties 
of being in a situation in which, indeed, only one wom- 
an may be chosen for hiring or advancement. 


Negative Identity as Basis for Lifestyle 


Premature choices based on unresolved feelings can 
also lead to repudiation of the female role and all that 
goes with it. While not so common among women now 
in their middle years, it does occur and may become 
more common. In contrast to the situations previously 
discussed, in this case an identity and life choice are 
based not on important values, interests, and drives, 
but negatively, on a repudiation of parts of oneself. 
These women usually make somewhat halfhearted 
commitments to work and a career, their work is not 
commensurate with their potential, and their energies 
cannot go securely toward the building of a positive 
sense of self. 
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Case 4. Ms. D, another woman in her mid-30s, very 
bright, exceptionally attractive and stylish, came to therapy 
with a great deal of anxiety, sense of helplessness, and an . 
inability to manage her own life. She had early drifted into 
various jobs and various romances, usually with unavailable 
men. She was adamant about not wanting a settled life or 
family, referring to her unhappy childhood and to her house- 
wife-mother who saw herself —and whom she saw—as an 
unhappy martyr. By the time she started therapy she had 
obtained some graduate education, but her attitude toward 
work, as toward herself generally, was heedless and quite 
impulsive. 


. As Ms. D began to take herself more seriously, she made 
remarkable strides in her career and for the first time began 
to support herself, and comfortably. Concomitantly, the 
neurotic conflicts became clearer and her picture of her fam- 
ily changed. She uncovered her strong early attachment to 
her father and her feeling of being abandoned in later child- 
hood, when her father developed a chronic illness that re- 
moved him from her while it brought the parents closer to- 
gether. Gradually she allowed herself to see possible gratifi- 
cations in family life. The sense of identity and satisfaction 
gained from her work life and general lifestyle, now founded 
on her own abilities, allowed her to feel that she might be 
able to have a family without repeating her mother's life and 
sorrows, and she could begin to work on a genuine choice. 


CONCLUSIONS 


The importance of work to men is not a neglected 
subject. It was clearly recognized by Freud, and his 
definition of psychic health in terms of the capacity to 
love and to work is legendary. In 1930, in a footnote to 
‘Civilization and Its Discontents,’’ Freud stated, ''No 
other technique for the conduct of life attaches the in- 
dividual so firmly to reality as laying emphasis on 
Work; for his work at least gives him a secure place ina 
portion of reality, in the human community" (10, p. 
80). Hendrick (11) reconsidered Freud's further thesis 
that work is an important focus of displaced libidinal 
energies and suggested, instead, a "work principle": 
that there is a direct need for the pleasure obtained 
througa the integrated use of neuromuscular and in- 
tellectual functions. 

What is true for men is surely also true for women, 
and as imperative household functions have dimin- 
ished and women have fewer children and live longer, 
it is particularly women in midlife who frequently have 
need for the psychological as well as the social and 
economic opportunities offered through work. 

In helping women in midlife with concerns and prob- 
lems around work, at times all that is needed 1s clari- 
fication of factors and recognition that the problems 
are no: neurotic and that the woman can manage them 
without psychotherapy. More frequently, when a psy- 
chiatrist is consulted, long-standing neurotic problems 
need to be recognized and worked out, and the task is 
to help the woman toward better acceptance and in- 
tegration of different—previously neglected and de- 
tended —parts of herself. Work-related issues can af- 
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ford psychiatrists the opportunity to help women with 

` ‘the basic developmental tasks of the middle years and, 

‘more specifically, with the realization of goals that can 
make the second half of their lives more satisfying. 
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Violent Deaths Among the Young: Recent Trends in Suicide, 


Homicide, and Accidents 


BY PAUL C. HOLINGER, M.D., M.P.H. 





Violent deaths (suicide, homicide, and accidents) are 
the leading cause of death in people aged 1-39 in the 
United States. All three types of violent death may 

| represent suicidal tendencies. Among early (10-14 
years), middle (15-19), and late (20-24) adolescents, 
suicide and homicide rates increased with age and 
have doubled from 1961 to 1975. Accident rates 
increased with age but have changed little over the 15- 
year period. Suicide, homicide, and accidents 
increased dramatically between the 10-14-year-old 
age group and the 15-19-year-old age group; suicide 
and homicide rates were remarkably parallel over 
time; and suicide rates among young white people 
were higher and increased more than those among 
young nonwhite people. 


SUICIDE IS THE THIRD leading cause of death among 
adolescents in the United States; only accidents and 
homicide account for more deaths (1). In an earlier pa- 
per (2) I presented the epidemiology of adolescent sui- 
cide, including the documentation of the doubling of 
rates over the years 1961-1975. The purpose of the 
current paper is to describe the national epidemiologi- 
cal data on fata] accidents and homicides among young 
people and relate these data to adolescent suicide. 
The ages studied represent late childhood and early 
adolescence (ages 10-14), middle adolescence (ages 
15-19), and late adolescence and early adulthood (ages 
20-24). 

Suicides, homicides, and accidents are not unre- 
Jated. They have been studied in aggregate and termed 
“violent deaths'' (3) and ‘‘unnatural deaths. Various 
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relationships between suicide and homicide have been 
suggested (4, 5). In addition, suicide, homicide, and 
accidents may all represent suicidal tendencies to 
some extent. Homicide rates measure the number of 
people killed rather than those who have killed others, 
and some homicides may be victim-precipitated, rep- 
resenting suicidal tendencies (6). Many accidents may 
be either intentional suicides or may represent an ''ac- 
cident proneness"' that reflects suicidal tendencies (7). 

Violent deaths are a serious public health problem. 
Suicides, homicides, and accidents, when combined as 
violent deaths, are the third leading cause of death 
among the total population of the United States (fol- 
lowing cardiovascular disease and neoplasms, respec- 
tively); violent deaths are the leading cause of death in 
people aged 1-39 (8). 


METHODOLOGICAL PROBLEMS 


There are serious methodological problems in using 
national mortality data to evaluate epidemiologic 
trends of suicide, homicide, and accidents. In the case 
of suicide, the major difficulties include 1) under- 
reporting, which may be intentional (coverup by doc- 
tor or family) or unintentional (actual suicides that 
were classified as accidents due to lack of evidence) 
and which may result in published rates being at least 
two or three times less than the actual number (7), and 
2) data classification, either national (e.g., changes 
over time in data classification [9]) or local. In the case 
of homicide, the rates measure those killed; homicide 
rates in the younger age groups say nothing about the 
age of the killers. Therefore, the homicide rate among 
young people may reflect suicidal tendencies through 
the eliciting of homicide rather than indicating ex- 
ternally directed aggression. In the case of accident 
rates, overreporting may occur and may be intentional 
(covered-up suicides classified as accidents) or unin- 
tentional (deaths of ''accident-prone'' individuals that 
represent suicide). Working with the younger age 
groups imposes special problems. First, it is easier to 
term a suicide "'accidental'' in the younger age groups 
than in older groups, especially with poisonings. Sec- 
ond, parents' investment in children and adolescents 
often creates pressure to make diagnoses other than 
suicide in younger groups due to the stigma and guilt 
involved for the parents. 
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GENERAL PERSPECTIVES 
© Suicide 


An overview of suicide rates from 1900 to 1975 puts 
adolescent suicide in perspective (2). The rates of sui- 
cide among males have been consistently higher than 
those for females (ratios of 2:1 to 3:1). Suicide rates 
* increased in years of economic depression and de- 
creased during World Wars I and II; the rates for 
males accounted for most of these shifts. For males, 
there has been an almost invariable age distribution in 
which the suicide rate increased as age increased (1, 8, 
10-12). For females, the middle age interval (35-64 
years of age) had the highest rates; young and older 
women had the lowest (1, 8, 10-12). Suicide rates of 
white people were consistently higher than those of 
nonwhite people, with a few recent exceptions in the 
younger age groups (1, 8, 10-12). 

Homicide 

The rates of homicide among males have been con- 
sistently higher than those among females (ratio of 
about 4:1). Homicide rates gradually increased from 
very low rates in 1900 to peaks during the Depression 
in the 19305. They then declined rapidly, and during 
the early 1940s (World War II) the rates were about 
half of the peaks attained during the Depression. Since 
World War II, the homicide rates have increased; dur- 
ing the 1970s the rates for both sexes in most age 
groups have been as high or higher than ever recorded 
in the United States (1, 8, 12, 13). For males, the 25- 
34-year-olds had the highest homicide rate, followed 
by the 35-44-year-olds and the 15-24-year-olds, re- 
spectively. Beginning with the 45-54-year-old group, 
the rates decreased as age increased. The 5-14-year- 
old group has had a consistently low homicide rate, 
usually less than 1 per 100,000 population. For fe- 
males, the »attern was quite similar to that for males: 
25-34-year-clds had the highest homicide mortality 
and, since the early 1940s, the 35-44-year-old and the 
15-24-year-cld groups have been ranked second and 
third, respectively. The homicide rate for nonwhite 
people has been about 8-15 times greater than that for 
white people. Rates for nonwhite males were highest 
in the 25-34-year-old group and decreased with age af- 
ter that; the rate among the 15-24-year-old group ap- 
proximately equaled that of the 45-54-year-old group. 
The same pattern existed for nonwhite females, except 
that from 1900 to the mid-1940s the 15-24-year-old 
group ranked second (1, 8, 12, 13). 


Accidents 


The mortality rates for accidents do not provide pat- 
terns as clear as those for suicide and homicide rates. 
The rates for accidents among males were consistently 
higher than taose for females, ranging from 5:1 in the 
15-24-vear-old and 25-34-year-old groups to 2:1 or less 
in the older zge groups. Mortality rates for motor ve- 
hicle acciderts increased and decreased only mini- 
mally during the Depression in the 1930s and World 
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War II, respectively. According to unpublished data 
from the National Center for Health Statistics, death 
rates for accidents excluding motor vehicles showed a 
slow decrease during the twentieth century; there was 
little change during the Depression or during either 
world war. For males, until about 1940 the mortality 
rates from motor vehicle accidents increased with age; 
in the past 35 years, however, the peak mortality has 
been in the 15-24-year-old group and older age groups. 
For males, the mortality rate due to accidents ex- 
cluding motor vehicles increased with age (except for a 
peak at 0-4 years). For females, the mortality rates 
from motor vehicle accidents tended to increase with 
age, with the exception that the 15-24-year-old group 
often had rates as high as the older age groups. For 
females, the pattern of mortality rates due to accidents 
excluding motor vehicles was similar to the pattern for 
males. The motor vehicle accident rates for white 
people tended to be higher in the middle age groups. 
The rates of accidents excluding motor vehicles among 
both white and nonwhite people tended to increase 
with age (except for the peak at 0-4 years); the rates 
for nonwhite people were consistently higher than 
those for white people (ratios of 1.5:1 to 2:1), except at 
75 years and older, when the rates for white people 
were greater than those for nonwhite people (1, 8, 12). 


CURRENT TRENDS AMONG YOUNG PEOPLE 
Suicide 


The number of recorded suicides among people 
younger than 15 is small. The total number of suicides 
in 1975 among 5-9-year-olds was none; among 10-14- 
year-olds, 170; among 15-19-year-olds, 1,594; and 
among 20-24-year-olds, 3,142 (1, 2). The 1975 suicide 
rate for 20-24-year-olds was more than twice that of 
the 15-19-year-olds, and the rate for 15-19-year-olds 
was 15 times that of the 10-14-year-olds (1, 2). The 
rates for the 10-14-year-old, 15-19-year-old, and 20- 
24-year-old groups more than doubled in the years 
1961-1975 (1, 2, 8, 10-12). In 1975 the 15-24-year-old 
groups experienced the highest suicide rate for 15-24- 
year-olds ever recorded in the United States (1, 2, 8, 
10-12). From 1961 to 1975 the suicide rate among 
white 15-19-year-olds was consistently higher than 
among nonwhite 15-19-year-olds, but the suicide rates 
of white and nonwhite 20-24-year-olds were about 
equal (1, 8, 12). Suicide rates tended to increase more 
for young white people than young nonwhite people, 
and the 20-24-year-old white males showed the great- 
est rise (1, 2, 8, I2). 


Homicide 


As with suicides, the number of homicides among 
people younger than 15 was small. The total number of 
homicides in 1975 among 5-9-year-olds was 136; 
among 10-14-year-olds, 249; among 15-19-year-olds, 
2,008; and among 20-24-year-olds, 3,485 (1). Most of 
the homicide rates among young people doubled or 
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VIOLENT DEATHS AMONG THE YOUNG 


TABLE 1 


1961-1975 Hómicide Rates for Three Groups of Young People, by Sex and Race 
Homicide Rate (per 100,000) 


ruere crine eH LAHORE aana Patr 


10- 14-Year-Olds 


Sex and Race 1961 1975- . 

Total 0.6 1.2 -- 100 
Males |.07 1.4 + 100 
Females 0.5 1.0 +100 

White young people 0.5 0.9 +80 
Males 0.5 1.0 + 100 
Females 0.4 0.8 + 100 

Nonwhite young people 1.6 3.0 +88 
Males 2.1 3.9 +86 
Females [1 2.1 +9] 

TABLE 2 


1961-1975 Rates of Mortality Due to Motor Vehicle Accidents for Three Groups of Young People, by Sex and Race? 


10- 14-Year-Olds 
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15-19-Y ear-Olds 


pu-—-— — —Ó———— Mae E eem 


. Change (%) 


20-24-Y ear-Olds 


1961 1975 Change (96) 1961 1975 Change (76) 
3.6 9.6 + 167 8.2 18.3 Be 
ES 14.1 t 156 12.9 29.1 +126 
Id 5.0 + 194 3.8 7.6 + 100 
1.9 5.8 +205 3. 9.7 + 162 
e 8.2 +204 5.5 14.5 — 164 
l.1 2 ya 2.0 4.8 — 140 

15.8 32b +97 40.4 71.9 —78 

25.9 47.8 +85 67.3 124.9 +86 
6.0 14.6 + 143 16.1 23.6 +47 


Mortality Rate (per 100,000) 


15-19-Year-Olds 


ere nmm n remm een 





20-24-Y ear-Olds 
y Change (%) 


Sex and Race 196] 1975 Change (96) 1961 1975 Change (75) 1961 1975 

Total 7.1 8.4 +18 32.4 38.4 +19 41.9 40.1 —4 
Males 9.8 11.0 +12 49.2 57.4 +17 71.6 64.9 —9 
Females 4.3 5.6 +30 15.3 19.0 +24 13.5 15.4 +14 

White young people 7.2 8.5 * 18 33.6 42.0 +25 42.6 41.5 —3 
Males 9.8 11.1 4-13 51.2 62.5 422 72.9 66.9 ~$ 
Females 4.4 5.8 432 15.9 20.8 *3l 13.5 15.9 +18 

Nonwhite young people 6.5 7.6 +17 22:7 18.6 — 18 36.6 31.2 —15 
Males 9.2 10.6 +15 34.3 28.3 — {7 62.1 51.9 -16 
Females 3.9 4.6 +18 11.5 8.9 —23 13.6 12.3 -10 


*These data do not include ICD-A categories E-980- E-989 (deaths due to injuries undetermined whether accidentally or purposely inflicted). 


TABLE 3 


1961-1975 Rates of Mortality Due to Accidents, Excluding Motor Vehicle Accidents, for Three Groups of Young People, by Sex and Race? 


10-14-Year-Olds 


Sex and Race 1961 1975 Change (%) 
Total 11.1 10.2 -8 
Males 17.8 15.6 —12 
Females 4.1 4.5 +10 
White young people 10.1 9.5 —6 
Males 16.3 14.5 — 1] 
Females 3.8 4.3 +13 
Nonwhite young people 17.6 13.9 -21 
Males 28.5 21.9 —23 
Females 6.7 5.7 — 15 


Mortality Rate (per 100,000) oo. 


15-19-Year-Olds 





20-24-Y ear-Olds 
Change (96) 


1961 1975 Change (%) 1961 1975 
16.5 19.0 +15 18.7 23.5 +26 
28.4 31.8 +12 33.1 40.0 +21 
4.5 5.9 +31 4.9 7.0 +43 
15.4 18.4 +19 17.6 22.1 +26 
26.6 30.8 +16 31.4 38.1 +2] 
4.1 5.6 +37 4.2 6.0 +43 
24.7 22.4 —9 26.8 31.9 +19 
42.2 37.5 —]l 45.8 52.8 +15 
7.6 7.3 —4 9.6 13.0 +35 


"These data do not include /CD-A categories E-980-E-989 (deaths due to injuries undetermined whether accidentally or purposely inflicted). 


tripled between 1961 and 1975 (see table 1); these in- 
creases occurred gradually (1, 8, 12). The rates for the 
20-24-year-olds were about twice those of the 15-19- 
year-olds and accounted for the bulk of the rates for 
the 15-24-year-old group. The 10-14-year-old group 
had rates about 6-10 times lower than those of the 15- 
[9-year-old group. These patterns are similar to those 
seen in suicide. The greatest increase in homicide rates 
occurred among white 15-19-year-olds, but the highest 
rates by far were in the nonwhite groups, particularly 
the 20-24-year-olds. Males were killed more frequent- 
ly than females in all groups, and the male to female 
ratio increased with age (1, 8, 12). 
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Accidents 


The recent trends in mortality due to accidents 
among young people are quite different from the sui- 
cide and homicide findings. Motor vehicle accident 
death rates changed only minimally among young 
people between 1961 and 1975 (see table 2). The total 
number of motor vehicle deaths in 1975 among 10-14- 
year-olds was 1,786; among 15-19-year-olds, 8,401; 
and among 20-24-year-olds, 7,504 (1). The motor ve- 
hicle death rates increased steadily after 1961 and then 
decreased, often sharply, during the 1970s. This pat- 
tern was consistent for age, sex, and race (1, 8, 12). 
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There was a big increase from the 10- 14-year-old group 
to the 15- 19-year-old group. The rates for young white 


“people were, greater than those for young nonwhite 


people, especially in the 15-19-year-old group, and the 

male to female ratio increased with age. ` 
Mortality rates for accidents excluding motor ve- 

hicle accidents also showed changes smaller than 


' those seen in suicide and homicide (see table 3). The 


total number of deaths due to accidents other than 
motor vehicle accidents in 1975 among 10-14-year- 
olds was 2,126; among 15-19-year-olds, 4,083, and 
among 20-Z4-year-olds, 4,212 (1). The 10-14-year-olds 
showed little change from 1961 to 1975. However, the 
rates for white 15-19-year-olds and 20-24-year-olds in- 
creased very slightly and gradually from 1961 to 1975, 
but the rates for nonwhite 15-19-year-olds and 20-24- 
year-olds increased more rapidly than the rates for 
young white people in these age ranges. This increase 
peaked in the late 1960s and there was a subsequent 
decrease (1, 8, 12). The rates for accidents other than 
motor vehicle accidents increased gradually with age, 
showing no dramatic jump between the 10-14-year- 
olds and the 15-19-year-olds. The rates for young non- 
white people were greater than those for young white 
people in al! age groups, and the male to female ratio 
increased with age. 


DISCUSSION 


Suicide, homicide, and accident trends may be use- 
ful as social indicators or as validation of such other 
measures as quality of life scales. Over the years 1961- 
1975, the suicide and homicide rates for the three ado- 
lescent age groups defined here have doubled, but ac- 
cident rates have changed only slightly. Suicide and 
homicide rates among young people are currently as 
high or higher than ever recorded in this country (1, 8, 
10-13). However, for all three age groups, the mortali- 
ty rate of accidents is greater than that of homicides, 
and the rate of homicides is greater than that of sui- 
cides. Suicide, homicide, and accident rates increase 
with age for 10-24-year-olds. Particularly striking 1s 
the dramatic increase in suicides, homicides, and mo- 
tor vehicle accidents from the 10-14-year-old group to 
the 15-19-year-old group. 

These data call into question at least two popular 
theories. One is that suicide and homicide tend to be 
inversely related (4). Although this may be so for a 
single point in time across various countries or sub- 
cultures, the evidence presented here on trends over 
time suggests that there have been striking parallels in 
the patterns of suicide and homicide in the United 
States since the systematic collection of such data 
started in 1900. In addition, the recent increases in the 
younger age groups of both suicide and homicide are 
remarkablv similar. Further research relating these 
patterns to other variables (e.g., socioeconomic fac- 
tors) is warranted (5). Second, popular interest has 
been focused on the increase of suicide among non- 
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white people; it has been suggested that suicide rates 
among nonwhite people have recently shown a greater 
increase than rates among young white people. Al- 
though this may be true according to data gathered be- 
fore 1961, the evidence since then suggests that from 
1961 to 1975 the rates for suicide among young white 
people have increased more and are still higher than 
those among young nonwhite people. 

Since violent deaths are the leading cause of death 
among people 1-39 years old, why has so little scien- 
tific attention been given to this phenomenon? The 
first possibility involves the psychological resistance 
that occurs in the investigation of suicide and, perhaps 
to a lesser extent, homicide and accidents. Haim (14) 
suggested that the psychological stress of doing re- 
search in suicide, particularly suicide among young 
people, is so great that it creates resistance to the sub- 
ject itself, with consequent lack of scientific attention. 
Second, pessimism may exist about intervening ef- 
fectively to alter the course of violent deaths. How- 
ever, the preventive programs and clinical data are 
worthy of more vigorous scientific evaluation, and 
surely other causes of mortality have appeared just as 
puzzling and other investigative efforts just as fruit- 
less. This psychological resistance to violent deaths 
may create, or at least contribute to, an irrational pes- 
simism, rendering a better understanding of this aspect 
of psychiatric epidemiology inaccessible. 
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Analgesia to Painful Stimuli in Affective Illness 


BY GLENN C. DAVIS, M.D., MONTE S. BUCHSBAUM, M.D., AND WILLIAM E. BUNNEY, JR., M.D. 


Patients with bipolar and unipolar affective illness 
(N —76) were compared with 48 control subjects on a 
psychophysical pain rating procedure using both 
threshold and signal detection analysis. Affectively 
ill patients were more analgesic than controls, and 
depressed men were significantly more analgesic 
than depressed women or control subjects. Bipolar 
men showed a different pattern of analgesia than 
unipolar patients. Pain appreciation in depressed 
patients may be related to endogenous opiate-like 
substances; this could be assessed in narcotic an- 
tagonist studies of pain-tolerant depressed subjects. 


IN THE LAST 20 years, there have been few experi- 
mental studies of pain in psychiatric patients, despite 
the fact that pain is a prominent symptom in affective 
illness. Hemphill and associates (1) and Hall and 
Stride (2) used heat pain, Merskey (3) used a pressure 
algometer, and von Knorring (4) used electrical stimu- 
lation in studies which indicated that depressed pa- 
tients have increased pain thresholds and pain tolerance 
compared with normals. The recent application of 
signal detection analysis to pain perception, an in- 
creased understanding of central pain pathways and 
their synaptic pharmacology, and the discovery of en- 
dogenous opiate-like peptides provide tools for a more 
basic understanding of pain in normal individuals and 
in patients with affective illness. 


METHOD 
Subjects 


In this study, 76 affectively ill patients hospitalized 
on the research wards of the National Institute of Men- 
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tal Health participated over several years. All patients 
were diagnosed by the Research Diagnostic Criteria of 
Spitzer and associates (5) and when tested had been 
drug-free for at least 14 days. Affectivelv ill patients 
were divided into manic and depressed groups on the 
basis of the Bunney-Hamburg rating scale (6), with a 
global mania rating of 2 or more used as the criterion. 
Age and sex-matched normal control subjects were re- 
cruited from the local community and served as paid 
volunteers. Table 1 shows the diagnoses, age, and sex 
characteristics of the patients and controls. 


Procedure 


The pain rating procedure consisted of single shocks 
administered to the left forearm by a computer-con- 
trolled constant current stimulator with a Tursky elec- 
trode (7). Subjects received three shocks at each mil- 
liamperage (mA) increment from 1 to 31 mA for a total 
of 93 shocks. Each shock was administered in a ran- 
dom sequence at 2.5-second intervals. This pain rating 
procedure lasted about 4 minutes. The distribution of 
judgirents varies from person to person, but the low- 
est intensities are generally appreciated as barely 
perceptible and the highest intensities are noxious. 
Subjects were asked to rate each shock in one of four 
categories: noticeable, distinct, unpleasant, or very 
unpleasant. All patients and controls were fully in- 
formed and gave consent for these procedures. 


Variables and Data Analysis 


The number of responses out of the total of 93 
judged unpleasant and very unpleasant was counted and 
the total termed “‘pain counts." As a second measure, 
the intensities of the stimuli rated unplezsant were av- 
eraged to provide a mean milliamperage associated 
with this judgment. 

Two additional indices of pain response are report- 
ed. The drst, termed "response criterion,’ is the mil- 
liamperage level required for the subject to judge the 
stimulus as noxious. An increase in response criterion 
indicates that a milliamperage once judged unpleasant 
is ncw being judged merely distinct. Response crite- 
rion was obtained for the distinct/unpleasant dichoto- 
my by determining the stimulus intensity for which the 
least overlap between judgments occurred (i.e., fewest 
ratings of unpleasant below this milliamperage and 
fewest ratings of distinct above this milliamperage). 

The second index, termed *'insensitivity,'' is a mea- 
sure of the overlap between the categories. In- 
sensitivity Is reported as percent error and indicates 
confusion of the distinct/unpleasant distinction. The 
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TABLE 1 
Diagnosis, Age, and Sex of Subjects 


^ 
VITTIMA UI e n Mii rr A rere NN e eerste 
s 


> Diagnosis 


Number Mean Age (years) 

Norma subjects 

Men 17 39.1 

Woren 31 37.8 

* Bipolar depression 

Men 12 34.4 

Women 18 39.5 
Unipolzr depression 

Men 14 37.7 

Women 22 39.0 
Bipolar mania 

Men 4 48.3 

Women 6 39.8 





index was obtained by calculating the percentage of 
total responses that were in error (i.e., ratings of un- 
pleasant or worse for stimuli actually below the crite- 
rion milliamperage and ratings of only distinct or no- 
ticeable for stimuli actually above the criterion). 

These last two pain measures may be seen as non- 
parametric analogues of the signal detection analysis 
measures of response criterion and sensitivity. De- 
creases in sensitivity (increased error) have been asso- 
ciated with nitrous oxide analgesia (8) and elevation of 
response criterion related to suggestion effects (9). 
This division of pain response into response criterion 
and sensitivity has been conceptualized as a crude sep- 
aration of higher level affective and cognitive factors 
from lower level primarily sensory factors (10). In this 
paper, the terms ''pain insensitivity” and ''pain sensi- 
tivity” are used technically to refer to the error mea- 
sure. The term ''analgesia'' is used generically to refer 
to diminished pain sensibility on any of the four mea- 
sures. 


RESULTS 


The depressed patients as a group rated significantly 
fewer stimuli as unpleasant and very unpleasant (fig- 
ure 1) than d:d the control subjects, resulting in de- 
creased pain counts. The distinct/unpleasant response 
criterion was also increased in depressed patients, i.e., 
the tendency :o respond to stimuli as unpleasant was 
displaced in an analgesic direction by 2 mA. Neither 
the mean amperage of the stimuli rated unpleasant nor 
the insensitivity measure differed significantly be- 
tween patients and normal control subjects. 

The g-eater analgesia seen in the depressed group is 
due primarily zo the male depressed patients (see table 
2). Pain counts, the distinct/unpleasant response crite- 
rion, and insensitivity shift significantly in the direc- 
tion of aaalgesia in depressed men compared with both 
normal subjec:s and depressed women. Women, con- 
sidered separately, do not demonstrate significant dif- 
ferences. No significant differences were observed be- 
tween normal men and women on these pain mea- 
sures. 
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FIGURE 1 


Means and Standard Errors for Fur Psychophysical Pain Measures 
in 64 Depressed and 48 Normal Subjects 


GZ Controls 


All depressed 
patients 


PAIN COUNTS 


UNPLEASANT RATING (mA) 





RESPONSE CRITERION (mA) 





INSENSITIVITY (% errors) 


*p«:.05, unpaired t test, two-tailed (depressed patients more analgesic). 
**p«.05, unpaired t test, one-tailed (depressed patients more analgesic). 


Bipolar and unipolar depressed women did not differ 
significantly from normal subjects. Unipolar and bipo- 
lar men share analgesia as measured by pain counts, 
while only unipolar males are analgesic on the distinct/ 
unpleasant response criterion and only bipolar males 
demonstrate significant analgesia on the pain in- 
sensitivity measure. 

Although only small numbers of actively manic pa- 
tients were tested (N=10), they were very different 
from control subjects in pain appreciation (see table 2). 
Manic women show a pain-sensitive pattern on the 
mean intensity level judged unpleasant but an analge- 
sic pattern on the insensitivity measure. In contrast, 
men with bipolar mania are analgesic on all four pain 
measures. 


DISCUSSION 


This study is consistent with the findings of Hemp- 
hill and associates (1), Hall and Stride (2), Merskey 
(3), and von Knorring (4): depressed patients are more 
analgesic than normal subjects to experimental stimu- 
li. The data in this report demonstrate analgesia only 
among male patients. This sex difference is difficult to 
explain. Female patients often exhibit trends in the 
same directions as males, and it is possible that the 
uncontrolled variable of menstrual phase increased the 
variance among females. 

In experimental studies of pain, it is difficult to rule 
out the effect of decreased attention or concentration 
on the results. In this study we also examined the pa- 
tient ratings for the barely noticeable stimuli and the 
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ANALGESIA IN AFFECTIVE ILLNESS 


TABLE 2 
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Measures of Analgesia in Affectivdly Ill Patients and Normal Control Subjects 
MERI ge MM ee MN MM a eee eee a a ee D M LAU MMU M. MDMMUNALLLK AL Mox eD 


Unpleasant Response * Insensitivity 
Pain Counts Rating (mÀ) Criterion (mÀ) (% Error) 

Group Mean SE Mean SE Mean SE Mean SE 
Controls 

Men (N17) 45.5 2.8 21.0 0.8 16.0 1.3 10.6 Ll. 

Women (N=3]1) 47.1 2.5 19.7 0.6 15.0 0.8 12.2 1.4 
All depressed 

Men (N =26) 33.1* 3.0 21.6 0.9 20.0" 1.2 13.7* 1.4 

Women (N=40) 42.8 2.9 19.7 0.8 15.7 1.2 9.9 1.0 
Bipolar 

Men (N«12) 31.7* 4.0 22.3 0.6 19.5 L7 14.8* 1.9 

Women (N—18) 45.2 5:5 19.7 1.1 15.5 1.7 10.5 1.8 
Unipolar 

Men (N= 14) 34.4 4.5 21.1 1.6 21.3" 1.8 12.4 1.8 

Women (N=22) 41.0 3.2 19.6 1.1 15.8 1.6 10.3 1.3 
Manic 

Men (N=4) 31.75 7.2 23.4^ 0.4 22.8" 2.8 15.70 2.5 

Women (N=6) 38.3 9.6 14.9” 1.1 15.0 3.7 20.5* 4.4 


Ap«.01, unpaired t test, two-tailed, versus controls. 
Pp«.05, unpaired t test, two-tailed, versus controls. 
*p«.05, unpaired t test, one-tailed, versus controls. 


noticeable/distinct response criterion. If attention 
were a Significant factor in the responses of these de- 
pressed patients, a significant difference between nor- 
mal subjects and patients in the number of responses 
might have been predicted at these low stimulus in- 
tensities. No differences were found except among 
manic patients, in whom attention may play a role. 
in this report, we have combined the use of more 
traditional pain measures (frequency of painful re- 
sponse and mean intensity judged unpleasant) with sig- 
nal detection measures (response criterion and in- 
sensitivity). The traditional measures demonstrate 
overall analgesia among depressed patients but appear 
less specific diagnostically. The strength of the signal 
detection measures lies in their usefulness in distin- 
guishing between bipolar and unipolar affective pa- 
tients. It is noteworthy that the analgesia in bipolar pa- 
tients appears both in manic and depressive phases, in 
contrast to some biological measures that are phase- 
dependent. 

This relative pain tolerance in affective illness is in 
sharp contrast to the high incidence of the symptom or 
complaint of pain among depressed patients. Thus, 
while we might hypothesize that there is a failure of 
proper affective regulation of pain in depression (in the 
direction of more distressing clinical pain), other cog- 
nitive and sensory systems may shift homeostatically 
toward greater insensibility. Some preliminary data 
may be cited in support of this hypothesis. A somatic 
distress score was constructed in a subgroup of 13 pa- 
tients who filled out daily subjective ratings on the 
ward. The patients who reported more headaches, 
stomachaches, etc., during the three days before sen- 
sory testing were found more pain-insensitive on the 
psychophysical task than a group with a low distress 
score (t=3.47, df=12, p«.01). Rather than viewing 
this as contradictory, we would suggest that the pain 
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insensitivity measured here may reflect homeostatic 
changes to compensate for a failure of affective inter- 
pretation of somatosensory input. 

The analgesia seen in bipolar and unipolar patients 
may be mediated by different mechanisms. Unipolar 
patients show response criterion changes, which have 
been associated with effects of attention and sugges- 
tion (9). In contrast, bipolar patients show increased 
insensitivity, generally associated with pharmacologic 
analgesics, including nitrous oxide (6) and aspirin (11). 

Itis possible that endogenous opiate-like substances 
(endorphins) play a role in the relative analgesia of de- 
pression. Evidence is indirect at present. Given the 
prominent analgesic effects of opiates, the regulation 
of pain perception suggests itself as a candidate for 
endorphin action. Indeed the analgesic effect of vari- 
ous endorphins has been demonstrated in animals (12). 
In studies of the effects of naloxone in human volun- 
teers, we have found that relatively pain-insensitive in- 
dividuals become more sensitive to shocks when pre- 
treated with naloxone (13). This would suggest that 
endorphins may play a role in pain appreciation. Other 
investigators have suggested that the pharmacologic 
spectrum of narcotic antagonists is similar to that of 
antidepressants and, furthermore, that cyclazocine, 
one such antagonist, has clinical antidepressant activi- 
ty (14, 15). While we failed to see mood alterations in 
affectively ill subjects given naloxone (16), Kline and 
associates (17) recently reported in uncontrolled open 
experiments that 8-endorphin improved the mood of 
several chronically depressed individuals, and Angst 
and associates (18) reported a switch into mania or 
hypomania in 4 of 6 depressed patients given 8-endor- 
phin. Terenius and associates (19) found an elevated 
opiate-binding fraction of cerebrospinal fluid in bipolar 
patients. Furthermore, Almay and associates (20) re- 
ported that 17 patients with psychogenic pain syn- 
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dromes had elevated opiate receptor binding material 8. 
in their CSF. They also found a significant correlation 
` between CSF opiate binding activity and depth of de- 
‘pressive symptomatology. Thus, there is indirect and 
preliminary evidence suggesting that endorphins may 
play a role in both the depressive mood and pain in- !9. 
sensitvity of affective illness. Double-blind studies 
- with rercotic antagonists or with various endogenous 
opiate-like substances, as they become available, 
shoulc be done in affective illness. Studies with nar- 
cotic antagcnists in depressed pain-tolerant patients !? 
are suggested to determine whether a relative excess 
of endorphins may be responsible not only for the rela- 
tive arzlgesia seen in these groups but also for psychi- 13. 
atric symptoms. 
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Adults’ Reactions to the Death of a Parent: A Preliminary Study 


BY DENNIS P. MALINAK, M.D., MICHAEL F. HOYT, PH.D., AND VIRGINIA PATTERSON, M.A. 


The authors conducted a systematic psychodynamic 
investigation directed explicitly toward the 
bereavement reactions of people who have lost a 
parent during their adult life. They conducted a single 
in-depth interview of 14 people with a mean age of 32.4 
years who had experienced the death of a parent in the 
last 3-20 months. The authors present clinical data 
illustrating several themes, including the importance 
of the last meeting with the parent, the experience of 
grief and aggression, coping resources, and growth- 
oriented aspects of the bereavement process. They 
also make a number of suggestions regarding clinical 
practice and further research. 


DESPITE THE BURGEONING interest in the field of than- 
atology (1, 2), we have found no reports in the litera- 
ture of systematic research into the psvchodynamics 
involved in adults’ reactions to the death of a parent. 
Pioneering research studies of the impact of loss of a 
spouse have been reported (3, 4), and valuable work 
has been done regarding the effects of death of a parent 
on young children (5, 6). The lack of any systematic 
study of adults’ loss of a parent seems curious because 
it is a common event and one that may have profound 
meaning in a person’s life development. In this paper 
we will describe a preliminary step in investigating this 
area. We hope that it will stimulate further studies of 
the topic. 
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FACTORS INFLUENCING REACTIONS TO LOSS 
OF A PARENT 


According to Pollack (7), Freud's first writings 
about loss and mourning can be traced to the year 
1897, when Freud was working out his own mourning 
for his father, who had recently died. Taking Freud's 
‘Mourning and Melancholia” (8) as a building block, a 
number of writers (7, 9, 10) have described general 
models of the mourning process. Although they differ 
in important details, each of these models provides a 
conceptualization of mourning that proceeds from an 
initial stage of shock and acute grief through a period 
of disorganization and gradual working through to (in 
favorable instances) a state of healthy reorganization. 
Each model emphasizes the importance of the early 
parent-child relationship in reactions to various kinds 
of loss (including loss of a parent) and focuses atten- 
tion on the development of intrapsychic strengths and 
liabilities that influence the capacity of the individual 
for the subsequent work of mourning and the course of 
the mourning process. 

The clinical significance of grief and suffering in 
mourning has been well described (1 1-16): the absence 
or distortion of grief work is of etiological importance 
in a wide variety of psychiatric phenomena. Volkan 
(17) studied a series of cases of "pathological grief’ 
and reported a number of typical findings related to the 
following factors: 1) events at the time of death (sud- 
denness of the death, the patient's failure to partici- 
pate fully in the funeral, the patient's avoidance of the 
grave), 2) changes in the patient's life situation (loss of 
depended-on material and emotional supplies), 3) the 
patient's initial response to the death of someone both 
loved and hated (splitting and dissociative reactions), 
4) pathological grief symptoms (absent, prolonged, or 
delayed grief reactions), 5) factors in the patient's his- 
tory (sensitivity to separations, special relationship 
with the deceased), 6) attempts at and defenses against 
reunion with the lost one (dreams, slips of the tongue, 
symbolizing or ‘‘linking’’ objects, internalization), and 
7) aggression (real and symbolic; against self, the de- 
ceased, and others; often with a sense of guilt and fear 
of retaliation). 

We selected a number of these factors for study. We 
also gathered data regarding coping resources during 
the bereavement period. In keeping with the explicit 
purpose of the study —to explore aspects of adult reac- 
tions to the death of a parent without presupposing or 
focusing on possible pathological sequelae— we ob- 
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tained some evidence concerning favorable, growth- 
, oriented aspects of the bereavement process. 


METHOD 
Subjects 


Fourteen people, 10 women and 4 men, were re- 
cruited by means of notices placed on bulletin boards 
at the University of California Medical Center an- 
nouncing a study of “reactions to the death of a par- 
ent." The 14 people selected for the study were the 
first 14 who responded to the notice. All gave their in- 
formed consent and were paid a nominal fee for partic- 
ipation. 

The mean age of the group was 32.4 years (range, 
22-42 years), and the mean amount of time since the 
death of a parent was 11 months (range, 3-20 months). 
Nine of the subjects had lost a father and 5 had lost a 
mother. Nine of the deaths followed illness and were 
expected; 5 were unexpected (2 due to heart attack, 1 
due to postoperative stroke, 1 suicide, and 1 airplane 
crash). in 12 of the 14 instances, the other parent was 
still alive. At the time of the interview all of the sub- 
jects appeared to be in the "normal to moderately neu- 
rotic’’ range of functioning. The majority had at least a 
college degree and were employed in white-collar or 
professional positions. This sample is not representa- 
tive of the general population, of course, but we think 
that the range of reported bereavement responses—in- 
cluding severe disruptions of love and work relations, 
transien: distressed states, and minimal reactions—en- 
compasses much of what may be encountered in a 
more controlled cross-sectional study. 


Ihe interview 


One of us (D.P.M.) conducted a single in-depth 
semistructurec interview lasting about 90 minutes with 
each of the 14 subjects. The interview was based on 
the request to ''tell me about the death of your parent 
and your reactions," with a focus on the events sur- 
rounding the death and the subject's immediate and 
subsequent reactions. We asked questions about the 
subject's relationship with the deceased parent as well 
as with the other parent, whether the other parent was 
alive or not. We were especially interested in getting a 
description of the course of bereavement, including 
feelings and perceptions regarding the lost parent; ma- 
jor themss, conflicts, and affects activated by the loss; 
possible psvchiatric symptoms; aspects of the experi- 
ence that were particularly difficult; coping resources; 
and possible changes in self-image or life course. 

All of the interviews were tape-recorded. Many of 
the questions called for relatively straightforward an- 
swers, but others elicited more complex, emotionally 
laden material. The interviewer probed for additional 
details when appropriate while maintaining a support- 
ive, nonintrusive attitude. He presented questions in a 
fairly set order, but he would occasionally go back to 
an earlier question if an answer to a later question so 
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indicated. We were repeatedly impressed by the can- 
dor of the subjects. Several said they were grateful for 
the opportunity to talk about the death of their parent; 
the research interview seemed to have therapeutic val-, 
ue for some of the participants. Most cited the desire 
that their experience might benefit others arid help 
their own understanding as factors motivating their 
participation, along with the financial inducement. A 
few of the subjects became tearful during part of the 
interview. We were left with the sense that Sullivan's 
dictum that from every successful interview both sides 
come away with something of value (18) had been ful- 
filled. 


CLINICAL DATA 


We accumulated a wealth of information. To orga- 
nize these data, we developed a number of categories 
of interest on an a priori basis and through an initial 


review of the material. All three of us then independ- 


ently reviewed the tape recordings and detailed sum- 
maries of the interviews; all judgments and impres- 
sions were cross-checked. We selected several themes 
of clinical and research interest to review briefly. 

l. The importance of the last meeting with the par- 
ent and events at the time of death. A number of sub- 
jects assigned special significance to their last meeting 
with the parent. These reports were retrospective, of 
course, and often seemed to serve as a kind of con- 
densed "screen memory"' for many of the aspects and 
issues of the parent-child relationship. Volkan (17) 
called attention to the importance of the “‘last mo- 
ment,” the final time the lost parent could realistically 
be regarded as alive. Unexpected and sudden deaths 
and those which permitted no subsequent viewing of 
the body generally did not seem to make comprehen- 
sion and integration of the loss more difficult. One 
young woman reported that she had seen her father 
several times a year when he came through San Fran- 
cisco on business. She recalled a sense of urgency dur- 
ing his last stopover; she felt that she had to see him. It 
was a good visit but he looked tired and older than 
usual. She tearfully remembered prolonging their last 
hug. 

2. Initial responses to the death and the clinical sig- 
nificance of the absence of grief. The great majority of 
our subjects reacted to their parent's death with grief, 
often preceded by a brief phase of shock or numbness. 
Sometimes there was also an experience of relief if 
death came after.a prolonged illness. There was a ten- 
dency for those who had not experienced an initial pe- 
riod of grief to have a particularly troubled mourning 
period, with marked disturbances in cognitive and af- 
fective processes of the type Horowitz (19) described 
as part of a ''stress response syndrome.” These in- 
cluded such symptoms as experiences of distressingly 
intense affect; conspicuous numbness; intrusive 
thoughts, dreams, and images; and periods of impaired 
recall or concentration. One woman received the news 
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of her mother's death by a telephone call from her 
brother. At first she did not want to believe it, then she 
cried and received some comfort from her son. Then 
she lay in bed and cried for another 10 minutes, feeling 
sad and lonely, ‘‘like part of me had gone.” Another 
woman said about the death of her father, It's hard to 
realize that it's actually happened. I haven't really, be- 
cause [I'm not right there with it all the time. It just 
doesn't register—it’s weird. I feel I haven't dealt with 
it, that something is hanging over me. Mother at least 
has gone through the grieving thing and learned to 
cope with, you know, living without him." Three 
months after her father's death this woman com- 
plained of intrusive fantasies, including the fear that 
someone close to her would be murdered or hurt in an 
accident. 

3. Identification with the deceased. The majority of 
our subjects reported noticing some change, usually 
transient, in their self-image or behavior, or becoming 
more aware of some aspect of themselves that made 
them seem more like.the dead parent. These identifica- 
tions sometimes had favorable aspects and sometimes 
were associated with more troubled features of the de- 
ceased, including the symptoms of the fatal illness 
(20). The 3 women and 2 men whom we judged to have 
had a clinically significant stress response syndrome 
(19) reported some increased identification with the 
deceased, but increased identification was reported by 
only 4 of the 9 people who did not have a stress re- 
sponse syndrome. One woman reported that her walk- 
ing stride had become more like that of her father since 
his death. A young man said of his father, ‘‘I find in 
myself ...a lot of the characteristics that he had.” 
Among other things, he mentioned his father's tenden- 
cy to be short-tempered or harsh and to expect to have 
things done his way. 

4. Idealization of the deceased. The dead parent was 
usually somewhat idealized. The subjects often main- 
tained aspects of "reverence'' despite their concurrent 
recognition of the deceased's human faults and fail- 
ings. This reverence seemed to endure in part even af- 
ter a considerable period of mourning and for most of 
the subjects was probably never completely given up. 
There were also instances of what may be called ''neg- 
ative idealization,” i.e., the dead parent was remem- 
bered as worse than he or she probably actually was. 
One man commented, ‘‘Now I see a lot of his weak- 
nesses as well as his strengths, but I think that in some 
ways he'll always be larger than life for me." A 29- 
year-old woman essentially split her memory of her fa- 
ther into two: one was the pleasant, thoughtful, loving 
father of her vouth and the other the mean, deterio- 
rated, aged father of recent years: *‘I have a picture of 
my father when I was growing up. ... When I was 
four, I had a little pair of blue tennis shoes and he had a 
pair of blue tennis shoes. And that's what I remember. 
And then there's this other man, this awful man.” 

5. Aggression and the power of magical thinking. 
The presence of strongly charged affective ambiva- 
lence toward the deceased proved to be a major im- 
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pediment to the work of mourning. Anger toward med- 
ical and hospital personnel was very often expressed | 
and at times clearly represented displaced and project- 
ed feelings. Many subjects acknowledged having feel- 
ings of responsibility and guilt, which they often con- 
sciously recognized as unrealistic, for having caused 
or failed to prevent their parent's death. One man.re- 
ported being disturbed by dreams and memories of 
times he had quarreled with his father. A woman who 
was an emergency room nurse expressed great doubt 
and ambivalence concerning her role in her father's 
death. For example, although he had died unexpect- 
edly of a myocardial infarction while vacationing 
abroad, she felt that somehow she should have been 
able to predict and prevent his heart attack. Another 
woman, who had kept a vigil at her father's deathbed, 
reported, ''I feel guilt because I didn't know how long 
I could stay there and I almost wished his life away.” 
Yet another woman had avoided caring for her aged, 
increasingly senile father by giving this responsibility 
to her sister and to nursing homes. This seemed to 
leave her with fears of Talion punishment: *'I worry 
sometimes that my friends will reject me and that I will 
have the same kind of lonely death when I am older. '' 

6. Preternatural experiences. A few of the subjects 
reported events that seemed to be outside or beyond 
normal understanding, involving premonitions or ‘‘en- 
counters'' that seemed different from the hallucinatory 
experiences that Parkes (4) reported were common re- 
actions during bereavement. The reports given by our 
subjects are retrospective and liable to many dis- 
tortions, but accounts of such events are accumulating 
(21-22). One 42-year-old woman recalled passing a 
telephone and thinking she should call her mother at 
the moment when the death occurred. She received 
news of the death later by a telephone call from her 
brother. A 33-year-old man described his experiences 
of his father's unexpected death while recuperating 
from surgery. Several days after the surgery the sub- 
ject felt that his father ‘‘came to him'' while he was 
riding a bus and asked if he could leave because he was 
tired. The subject answered yes. Later he received a 
call from his brother saying that his father had died 
suddenly while apparently recovering excellently from 
the operation. 

7. Coping resources. A wide variety of responses 
were given to the question of what was helpful during 
the bereavement period. Most prominent was the great 
value placed on the existence of a social support sys- 
tem. Many of the subjects described receiving benefit 
from friends and family. A few cited self-reliance and 
religious or philosophical beliefs. No one sought psy- 
chotherapy, although the 2 people who were already in 
treatnent when their parent died found the therapy 
helpful. One woman reported that the last talk she had 
with her mother, in which important matters were dis- 
cussed and feelings expressed, had been most benefi- 
cial to her after her mother died. Several people de- 
scribed the importance of their other life concerns, in- 
cluding their love relationships, work, children, and 
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other bereaved family members. Related to the issue 
. of earlier losses having a possible cumulative dele- 
terious effect yersus an "'inoculating'' or preparatory 
effect, for our sample previous losses seemed to facili- 
tate mourning rather than making it more difficult. It 
should be noted, however, that these losses (e.g., 
grandparents) did not involve the early childhood loss 
of a primary parental figure. One middle-aged woman 
felt that her adjustment 19 months after the loss of her 
mother had been better than she had expected; she 
pointed to her involvement with her family as the ma- 
jor healing factor. Another woman reported that her 
earlier experiences with the death of two grandparents 
and the near-death on several occasions of her re- 
tarded son had been helpful in mitigating her fears of 
and rezctions to her father's death. 

8. Favorable, growth-oriented aspects. Virtually all 
of the subjects reported that the loss of their parent 
was painful. Approximately half of the subiects also 
reported hav:ng realized some benefit or experienced 
growth. These gains included an increased sense of 
strengt1 and self-reliance, a greater caring for friends 
and loved ones, and a more general quickening to life 
and deepening of their appreciation of existence. One 
professionallv oriented woman reported that a major 
change resulting from her mother's death had to do 
with her relationship with her own 2!/;- year-old daugh- 
ter: "It wasn't until she died that I realized how impor- 
tant it 1s to be a mother, that time with my daughter is 
as important to me as work.” One graduate student 
related some major changes in his attitudes and life to 
the death of his mother. Before her death he said he 
had been a "future person,” feeling that he had plenty 
of time. He came to believe that he would not have 
enough time to do everything he wanted to do. He be- 
gan to ike himself more and became a ‘‘present per- 
son." He moved his doctoral graduation date ahead 
one year, ended an unsatisfactory relationship, and for 
the first time allowed himself to feel ‘‘truly in love.”’ 


SOME CLINICAL IMPLICATIONS 

Generalizations of cur data must be tentative, but 
we should like to suggest a number of clinical consid- 
erations. There is a wide range of responses to the 
death cf a parent, including some quite pained and 
painful to behold (23, 24), that do not require psychiat- 
ric intervention. The grief and mourning process is ul- 
timatelv personal. and careful respect should be paid 
to individual differences. However, clinicians should 
be attuned to the possibilities of unresolved grief reac- 
tions and various pathological developments (15, 17, 
19, 20, 25). 

A number of psychotherapeutic methods have been 
described for facilitating the work of mourning (26- 
33). The data reported above suggest the importance 
of mobil zing the individual's use of a variety of coping 
resources that may be blocked or neglected. The in- 
volvement of an existing social support system seems 
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of particular value; the absence of such a system may 
portend difficulties. The meáning of the loss of a parent 
is often largely *'internal'" and symbolic. There is usu- 
ally relatively little of the social and economic dis-. 
ruption, for example, that is involved in losing a 
spouse. Death of a parent marks the end of one's old- 
est relationship and affects one's relationships with 
survivors. The confrontation with death and aloneness 
may catapult a person into a period of profound soul- 
searching and existentia] crisis (34, 35). Therapy may 
be of great value here. In helping people work through 
the loss, it may be useful to keep in mind the concept 
of a "half-life," the idea that even after healthy reor- 
ganization is accomplished there is always some resid- 
ual loss to be mourned and growth to be achieved. 


CONSIDERATIONS FOR FURTHER RESEARCH 


We think the data reported here are interesting and 
suggestive. They are preliminary, however, and are 
limited in a number of respects. The sample size 1s 
small and predominantly female. Reports are retro- 
spective and based on single interviews conducted at 
varying times after the death of the parent. We should 
like to have more complete evidence about a variety of 
topics, including the early and recent parent-child rela- 
tionship, the effects of the death on the family system, 
details of the course of bereavement, and long-term 
evaluation of outcome. 

These points suggest a number of considerations for 
further research. A study conducted either prospec- 
tively or with people contacted shortly after the death 
of a parent would be desirable. Control of the time- 
since-death factor would permit a more systematic 
charting of the course of bereavement. Longitudinal 
evaluation, with assessments spread over at least 2 
years (36), would be ideal. Comparisons of men and 
women, reactions to the loss of a father versus the loss 
of a mother, whether it was the first or second parent, 
and attention to the importance of the adult child's 
own stage of development would all be interesting. At- 
tention should be given to the course of possible symp- 
toms, including physical symptoms, as well as changes 
in recall of the death and subsequent events, per- 
ceptions of and feelings about the deceased, altera- 
tions in self-image and behavior linked to the parent 
(including patterns of family interaction), and the 
emergence and evolution of meanings that the surviv- 
ing child assigns to the loss. Study of people selected 
from the general population will advance recognition 
of factors that may predict psychiatric difficulties as 
well as provide a broader, more general understanding 
of the adult experience of loss of a parent. 

Author's postscript. As this article was about to go 
to press, we found an interesting paper by Lieberman 
(37) that called our attention to a series of epidemiolog- 
ical investigations by Birtchnell (38-40) concerning the 
relationship between recent death of a parent and men- 
tal illness. Birtchnell’s studies, based on case records 
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of 500 inpatients at a mental hospital in Scotland, in- 
dicate that the incidence df admissions to the hospital, 
the incidence of severe depression, and the incidence 
.of suicide attempts were related to recent death of a 
parent. These findings further suggest the importance 
of undérstanding the psychological factors involved in 
adults’ reactions to the death of a parent. 
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Developing a Curriculum in Psychogeriatrics ; 


AND RICHARD K. MORYCZ, M.A., A.C.S.W. 


Psychiatric problems are rampant among the aged, 
yet the psychiatric profession has not developed 
sufficient resources for training the necessary number 
of practitioners able and willing to treat elderly 
psychiatric patients. The management of psychiatric 
problems in old age differs substantially from that in 
younger age groups. The elderly patient is likely to 
have multiple needs and to require diverse services. 
Fundamental goals in training geriatric psychiatrists 
Should focus on differential diagnosis and treatment, 
pharmacologic issues, consultation, community 
resources, and psychiatric, medical, and psychosocial 
aspects of care. The authors describe a curriculum 
tailored to meet these goals. 


OVER THE PAST 10 years, recognition of the elderly as 
a largely underserved population with a high vulnera- 
bility to psychiatric disorder has increased. In 1970, 
the Group for the Advancement of Psychiatry de- 
scribea and recommended the establishment of a na- 
tional public policy on mental health care of the elderly 
(1). At the same time, the President's Task Force on 
the Mentally Handicapped (2) specifically recommend- 
ed the establishment of comprehensive community- 
based geriatric programs. This recommendation re- 
sponds to the recognition that the problems of the el- 
derly are a mixture of physical, mental, and social fac- 
tors and that successful treatment plans must include 
attention to all of these factors. 

These reports are soundly rooted in fact. Epidemio- 
logic evidence indicates that psychiatric problems are 
rampant among the aged. For example, an estimated 
596 of those aged 65 and over and 2096 of those 80 and 
over are affected by severe chronic organic brain syn- 
dromes (3, 4). In addition, Kay and associates (4) esti- 
mated that 14.1% of persons over 65 have ‘‘functional 
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psychiatric disorders— mainly depressive and neurotic 
in nature,” so the incidence of psychiatric morbidity in 
the over-65 population is very high. Moreover, psychi- 
atric morbidity apparently increases with increasing 
age, and the dimensions of the problem cannot be ex- 
pected to remain at their current level. The older seg- 
ment of our population, particularly the over-80 group, 
which is most vulnerable, is increasing rapidly relative 
to other age groups. Estimates show a potential in- 
crease from a little over 31 million to more than 40 
million individuals in the over-60 population (5). 

In spite of the almost overwhelming estimates of the 
extent of mental health problems among the aged, the 
psychiatric profession has not yet developed sufficient 
resources for training the necessary number of practi- 
tioners able and willing to treat the elderly psychiatric 
patient (6). Butler (7) discussed many of the problems 
involved in providing psychiatric care for older 
people. These unfortunately include a lack of interest 
on the part of many practitioners, a lack of training for 
psychiatrists to work in this subspecialty, and a lack 
of programs suitable for the elderly patient. 


THE NEED FOR SPECIALIZED TRAINING 


While elderly patients are highly amenable to psy- 
chiatric treatment, their management differs sub- 
stantially from that of younger patients. Not only is it 
necessary to learn to cope with different illnesses, but 
it must also be clearly understood that a number of 
emotional disorders in old age have physical or seem- 
ingly physical manifestations (8) and that physical ill- 
ness appears to predispose the elderly to emotional 
disturbance (9). 

The prevalence of physical illness in geriatric psy- 
chiatric patients is astoundingly high. One study of 
534 patients 60 years of age or older who had been 
admitted to a psychiatric observation ward showed 
that approximately 45% were severely disabled by 
physical illness. Diagnoses of physical illness serious 
enough to interfere with functioning were made for 
83% of the patient group, and only 16% had no phys- 
ical illness (10). Since the treatment of medical illness 
may produce serious psychiatric symptoms (11), it is 
extremely important that the geriatric psychiatrist be- 
come sufficiently comfortable with the diagnosis and 
management of medical disorders to provide optimum 
psychiatric care for his patients. 

The older patient also presents many complex socio- 
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cultural problems (12). Although it 1s always wise to 
consider the environment Sf a psychiatric patient, this 
is crucial in the case of the elderly person. Moreover, 
ihe elderly patient is more likely to have multiple 
needs and to require multiple services. À reasonable 
acquaintance with public and private agencies that 
deal with the elderly and with the resources available 
to meet specific problems is essential to managing 
these patients. 


CURRICULUM GOALS IN TRAINING GERIATRIC 
PSYCHIATRISTS 


The first task in assembling a curriculum for psy- 
chogeriatric training is to define the educational goals. 
Although goals are likely to be modified during the cur- 
riculum development process and to change as the 
educators accrue experience, concrete statements of 
goals provide targets toward which one may strive and 
set standards against which achievements may be 
measured. In developing our curriculum, we thought 
the following goals were most important: 

1. Improving the knowledge, skills, and attitudes of 
psychiatrists to prepare them to diagnose, treat, and 
manage geriatric psychiatric patients. 

2. Fostering a broad approach that will enable psy- 
chiatrists to assess a patient with attention to medical, 
psychological, and psychosocial aspects as well as 
psychiatric issues. 

3. Developing competence in the differential diag- 
nosis of mental ilIness in the geriatric patient. 

4. Imparting an understanding of pharmacologic is- 
sues in managing the elderly patient. 

5. Fostering the ability both to recognize the need 
for consultation with internists and to work collabora- 
tively with them, as well as the ability to manage medi- 
cal illness in cases when it is desirable that the psychi- 
atrist act as the primary care physician. 

6. Encouraging a general understanding of psycho- 
social problems in aging. 

7. Gaining knowledge of community resources im- 
portant in meeting the needs of the elderly. 

There are other requisites for a geriatric psychia- 
trist, such as management skills; however, the goals 
outlined above are fundamental. In order to achieve 
these goals, the curriculum described below was de- 
signed. 


PHARMACOLOGIC AND PHYSIOLOGICAL ISSUES 


Both geriatric medicine and geriatric psychiatry re- 
quire a firm understanding of the physiological 
changes that accompany aging. Changes such as de- 
creased organ capacity and lean body mass raise im- 
portant implications concerning pharmacology and ap- 
propriate dosage schedules. In this context, it is im- 
portant to recognize the likelihood that the elderly 
patient will have several medical illnesses, many of 
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which are already being treated (13). This topic area 
leads directly into problems of drug interactions and 
drug compliance. Finally, the general issue of drug 
disease interaction must be addressed. 


SOCIOPSYCHOLOGICAL ISSUES 


The geriatric psychiatrist needs to develop & general 
appreciation of sociopsychological issues in old age (7, 
14, 15). These can be divided into five main groupings: 
sociocultural issues, social policy, service delivery, 
social work approaches, and ethical issues. 

The sociocultural issues include attention to the de- 
mography and economics of old age, role changes 
common in old age, widowhood, retirement, bereave- 
ment, losses of later life, cultural attitudes toward ag- 
ing, social support systems, and social networks (16). 
The family system and dynamics of change associated 
with aging and disability should be discussed, with 
particular attention to family conflict and crisis resolu- 
tion. Psychosocial factors in the management of organ- 
ic brain syndrome and the impact that persons with 
organic brain syndrome have on their families and 
caretakers are particularly important topics. 

Social policy issues that require discussion include 
income maintenance, housing policy and alternative 
living arrangements, Social Security and Supplemental 
Security Income, Medicare and Medicaid reimburse- 
ment, long-term care (17), social and health services, 
benefits available to the elderly, and public laws and 
programs directed toward the elderly. Curriculum or- 
ganizers must consider existing governmental policy 
conflicts and barriers to comprehensive planning. 

One must emphasize the multidimensional assess- 
ment of the elderly person and the interactive relation- 
ships of his or her multiple needs to use available (and 
theoretically desirable but unavailable) services, in- 
cluding institutional care, in-home care, community 
multipurpose centers, public services, voluntary asso- 
ciations and other services, including those rendered 
by the religious community and mutual help and sup- 
port groups (18). 

In assessing the contribution of social work, special 
emphasis should be placed on in-home evaluations and 
the use of the social worker as a resource person for 
nondyadic (including family) interventions as well as 
client-centered therapy (19). Proactive instead of reac- 
tive approaches to service delivery facilitate important 
anticipatory intervention and manipulation of the so- 
cial environment. 

The ethical issues are related to prejudice against 
the aged and the hierarchy of values in a changing so- 
ciety (20). This area raises complex issues, such as life 
in the face of chronic discomfort, disability, or de- 
mentia. The geriatric psychiatrist must promote dis- 
cussion within the family and explain the rights of pa- 
tients and their families in such a situation to facilitate 
their ability to arrive at their own decisions. In addi- 
tion, the issues raised by public intervention in private 
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lives and ethical underpinnings of social policies 
should be considered. 


PSYCHIATRIC ISSUES IN OLD AGE 


Problems in Mental Health 


A basic strategy for viewing the mental health prob- 
lems of old age is to place a major emphasis on coping, 
which can be viewed as problem-solving responses to 
envirornmenzal issues. Perception and cognition, as 
well as understanding of cultural requirements, are es- 
sential 2lements in problem comprehension and a first 
step in the coping process. The impact of sensory loss 
(21) can be usefully understood within this model. Ex- 
perience, physical resources, and social resources are 
also essential to developing a problem-solving plan; 
the consequences of developing a coping plan for indi- 
viduals with motoric disability (including weakness, 
arthritis, etc.» should be discussed. A person-environ- 
ment fit model is useful in discussing these issues. It is 
essential to understand the structure of the environ- 
ment, both physical and social, and the patient's abili- 
ty to manage in that environment, given his or her spe- 
cific disabilities. 


Problems in Mental Illness 


A thorougk understanding of mental illness in old 
age is, of course, a prerequisite to the practice of geri- 
atric psychiatry. Illnesses that are more common in 
the aged, such as acute and chronic organic brain syn- 
drome (22), hypochondriasis, and paraphrenia, de- 
serve emphasis. In addition, special attention should 
be paid to affective disorders, the appearance of which 
is modicied in old age. Emphasis should be placed on 
the interrelationship between physical and mental dis- 
ease in the elderly. In the following paragraphs, we 
will diszuss three conditions that are common in el- 
derly psvchiairic patients as examples of our general 
philosophy of curriculum. 

The affective disorders must be considered in detail. 
The high prevalence of loss and illness within this age 
group calls for concern with the differentiation of reac- 
tive depression and endogenous depression, both uni- 
polar and bipolar. The occurrence of depressive pseudo- 
dementia (23) requires discussion of its relationship 
with the differential diagnosis of depressions and or- 
ganic brain syndromes (24). Commonly used drugs can 
cause or aggravate some depressive conditions. Illness 
related -o isolation, loneliness, and lack of role com- 
pels the use of supportive psychotherapy and environ- 
mental manipulation with these patients. 

Paranoia oczurs often in elderly patients, regardless 
of whether they suffer from paraphrenia, organic brain 
syndromes, or the late schizophrenias. In this age 
group, sensorv loss plays a particularly important role 
that must be understood. The management of these 
patients, with appropriate attention to psychopharma- 
cologic and environmental issues, is crucial to the goal 
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of maintaining them in the community as comfortably 
as possible. á " 

Organic brain syndromes are especially important in 
this age group. Their neuropathology and epidemiol- 
ogy, the role of neurodiagnostic testing (25), detailed 
aspects of higher cortical function (26), the detailed 
mental status examination (27), and assessment of 
function in respect to activities of daily living are im- 
portant topics for discussion. The need for a solid 
basis for prognosis and treatment requires detailed 
consideration of presenile dementias, senile de- 
mentias, multi-infarct dementias, pseudodementias, 
and acute confusional states. In addition, basic epi- 
demiologic information and evaluative research are es- 
sential to the geriatric psychiatrist’s understanding of 
the scope of the problems he or she treats and the un- 
derlying public policies involved. Management of 
some of the behavioral difficulties associated with or- 
ganic brain syndrome, including incontinence, wan- 
dering, disorientation, nocturnal confusion, and coun- 
seling for caretakers of such patients must be thor- 
oughly discussed. Rehabilitative techniques, including 
environmental improvement, family counseling, and 
the appropriate use of occupational and physical activ- 
ity therapies require emphasis. 
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MEDICAL ISSUES IN GERIATRIC PSYCHIATRY 


Central Nervous and Locomotor System 


Cerebrovascular accidents and their relationship to 
organic brain syndrome are important to the geriatric 
psychiatrist, and the etiology, prevention, and multi- 
disciplinary rehabilitative process requires study (28). 
The presence of coexisting depressive illness necessi- 
tates an integrated treatment schedule (29). 

Coexisting parkinsonism (30), which occasionally 
progresses to dementia and hinders activities of daily 
living, requires discussion, as do the influence of phe- 
nothiazines and tricyclics in the manifestation of park- 
insonism and its differential diagnosis from other ex- 
trapyramidal disorders (31). 

The place of further neurologic investigation of cer- 
tain psychiatric symptoms in the elderly and the impli- 
cations of abnormal results vis-à-vis the altered physi- 
ology of the elderly should be elucidated. 

The incidence and severity of degenerative arthritis 
increase with age. The differentiation and treatment 
of the arthritides is important, and the geriatric psy- 
chiatrist must appreciate the disabilities they produce 
and the effect of continuous pain and immobility on 
the quality of life and on the effectiveness of coping 
mechanisms. 


Cardiovascular Disease 


Atherosclerosis is universally present in the elderly 
population and has widespread implications for the 
psychiatrist (32, 33). Cardiac failure is common and 
awareness of its varying symptoms, its treatment (34), 
and the limitations imposed on treatment by the psy- 
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chiatric ward or outpatient situations is necessary for 
the geriatric psychiatrist. The psychiatrist must know 
the modifications in psychopharmacologic treatment 
required by cardiac disease. 

Hypertension poses many problems. Unfortunately, 
the condition is frequently mismanaged in the elderly 
(35), and this can affect the patient's physical and men- 
tal well-being. Instruction in the altered norms for 
blood pressure in the elderly (36) is important, as 1s a 
knowledge of available treatments and their physical 
and psychiatric side effects. 

Peripheral vascular disease occurs frequently in the 
elderly and the geriatric psychiatrist should be familiar 
with both the indications for surgical referral and the 
practical management of less severe cases. 


Falls 


The differential diagnosis of elderly patients who 
have fallen is a constant and worrying problem to all 
physicians who deal with the elderly. The realization 
that this problem is potentially related to pharmacolo- 
gy, CNS illness, locomotor illness, cardiovascular ill- 
ness, or, most importantly, postural hypotension pro- 
duced or exacerbated by psychotropic drugs (37) is es- 
sential. 


Gastrointestinal System 


Major gastrointestinal problems in geriatric patients 
are malnutrition, malabsorption, and constipation. In 
addition to producing psychiatric manifestations, 
these conditions can result from illnesses that are pri- 
marily psychiatric, and their diagnosis and treatment 
are necessary tools for those who treat the elderly 
mentally ill patient. 


Genitourinary System 


A thorough knowledge of the function and disease 
processes of this system is obligatory for all phvsicians 
concerned with the management of the elderly. The 
functional physiology (38) should be discussed first 
and consideration should then be given to prostatic 
disease, diminishing renal function and its effect on 
drug excretion, and the changing nature of female gen- 
ital system disease. At this stage, the sexual role and 
expectations of the elderly could be explored, as 
should the management, etiology, and differential di- 
agnosis of bowel and bladder dysfunction. 


Endocrine Disorders, Hematologic Problems, and 
Blood Chemistry 


Psvchiatrists who treat elderly patients should un- 
derstand the role of the thyroid gland in simulating de- 
pressive illness. Diabetes, the most common endo- 
crine disorder, frequently coexists with psychiatric ill- 
ness, and a knowledge of the complications and simple 
treatment schedules is invaluable (39). 

The anemias and their complications are quite fre- 
quent in the elderly population, and the effect of co- 
existing anemia requires appreciation, especially in 
patients who have organic brain syndrome. 
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A review of expected laboratory findings in elderly 
patients who are receiving routine evaluation in a psy- 
chiatric clinic is relevant. The meaning of various data, 
and any action required should be thoughtfully dis- 
cussed. Finally, the subject of dehydration and its 
management deserves attention. 


CONCLUSIONS 


For the geriatric psychiatric patient, drug inter- 
action, drug-disease interactions, and multiple illness- 
es are often serious problems. Support and simpli- 
fication of the regime are often crucial elements in 
the maintenance of these patients, and it is often most 
practical and desirable that the psychiatrist become 
the primary care physician. Such a role requires un- 
derstanding of the patient's medical, social, and psy- 
chological state, as well as his or her psychiatric condi- 
tion. The curriculum we have described lays the foun- 
dation for such understanding. 
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Models of a Herpin Epidemic 


.BY DONALD J. EGAN, M.D., AND DAVID OWEN ROBINSON, PH.D. 





Heroin addiction may be considered an epidemic 
disease that is communicated by people who are 
addicted to the drug. It has been suggested that the 
most recent epidemic in the United States had its peak 
incidence in 1969. The age of heroin addicts entering 
treatment has increased systematically from 1973 to 
1976 at a rate of less than one year of age per calendar 
year. This pattern is consistent with a moderate 
decline in a national heroin epidemic or a 
geographical migration of the epidemic from more to 
less populated areas. There are also seasonal trends in 
the age of admission to treatment. 


IN 1973 DUPONT AND GREENE (1) described an in- 
crease in heroin addiction in the District of Columbia 
as an epidemic. This concept was consistent with soci- 
ological investigations that had documented the spread 
of addiction from an individual to his or her relatives, 
friends, and acquaintances (2). On the basis of a num- 
ber of indicators, Dupont and Greene (1) suggested 
that the heroin epidemic in Washington, D.C., reached 
a peak in 1969 and by 1972 was showing a decline after 
a period of intense law enforcement and treatment. 
Greene (3) suggested that heroin addiction should be 
viewed as a number of geographically isolated epidem- 
ics rather than as one epidemic sweeping the country. 
In this paper we will examine the course of a hypo- 
thetical national epidemic using data collected since 
1969 from the nationwide client-oriented data acquisi- 
tion process (CODAP) (4), which is used for the re- 
porting of all admissions to federally funded drug treat- 
ment facilities to the National Institute on Drug Abuse 
(NIDA). We begin by examining the assumptions that 
are Implicit in most discussions of heroin addiction as 
an epidemic phenomenon. We then develop two hy- 
potheses concerning the age at which people become 
addicted and the circumstances under which addiction 
can occur. From that theoretical base we suggest how 
the age distribution of addicts who come for treatment 
would change as a heroin epidemic progressed. 
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The prevalence of heroin addiction is the number of 
cases that exist in a population, and the incidence is 
the number of new cases that are added in a given time 
period. Both of these factors are difficult to measure. 
Only a proportion of addicts are seen in treatment at 
any one time, and it is difficult to gauge the ratio of 
treated to untreated cases. Attempts have been made 
to assess the prevalence of addiction by measuring the 
supply and demand of heroin (5), but these estimates 
are necessarily imprecise because of the legal ramifica- 
tions of heroin use and do not address the problem of 
incidence. Only by developing a technique to measure 
incidence can we be sure that an epidemic is indeed on 
the wane. 

The number of addicts admitted to. treatment in a 
given time period is not a good indicator of the in- 
cidence of addiction. First, a large proportion of ad- 
missions are not new cases but are readmissions of 
previously treated addicts. Second, the number of ad- 
missions depends not only on the demand for treat- 
ment but also on the supply of treatment slots. Hypo- 
thetically, the number of admissions might double in 
one year, not because of any exacerbation in a heroin 
epidemic but because of the funding of new treatment 
facilities. At first glance, it would appear that the ratio 
of new admissions to readmissions would be free of 
the artifact of the number of treatment slots offered. If 
both new and old addicts compete equally for treat- 
ment slots, then the passing of an epidemic would be 
marked by a reduction in this ratio toward zero. How- 
ever, in the early 1970s there was a large increase in 
the number of treatment slots available as a result of 
federal interest in the treatment of drug abuse. In the 
early years of the decade one would expect that many 
admitted patients would have reported no previous 
treatment experiences because treatment opportuni- 
ties had only recently become available. This period 
would have then been followed by a reduction in the 
ratio of new to old clients, which would not accurately 
reflect the progress of the epidemic. 

We will develop and evaluate models of a heroin epi- 
demic that are based on a single factor, the age of ad- 
mission to treatment. We will argue that this measure 
is independent of the problems related to the number 
of treatment slots available. 


PREMISES 


The following premises are the assumptions on 
which we will base our models of a heroin epidemic. 
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Each of the assumptions could be disputed because 
each is presented in absolute terms. However, we 


‘view “hem as the strongest form of generalizations 


about the addict population that have some predictive 
usefulness. 
1. Heroin addiction in the population at large may 


be studied by looking at those addicts who come into 


treatment. This premise excludes from consideration 
as par: of an epidemic those individuals whose occa- 
sional use of heroin never leads them to seek treat- 
ment. The major inaccuracy in this premise is that it 
ignores addicts who fail to come into treatment be- 
cause of death or incarceration. In 1971 to 1973, the 
death rate for addicts in treatment was 13 per 1,000 per 
year (6). 

2. Addicts come for treatment after a period of 
about four years after their first heroin use. According 
to Dupont and Greene's data (1) and more recent data 
collected by NIDA there is a delay between the time of 
first use of heroin and admission into treatment of 
about jour oz five years. Although treatment programs 
often aave waiting lists for admission, it is unlikely 
that this fact has had a measurable effect on the time 
between firsi heroin use and first admission for treat- 
ment tecause the turnover of clients is rapid. Approxi- 
mately two-thirds of the clients in treatment remain 
there for less than six months (7). Presumably, the rea- 
son for the waiting period 1s that in the early stages of 
addiction users feel that the pleasurable consequences 
of heroin use outweigh the ill effects associated with 
continual use. 

3. The addicts who are admitted to treatment repre- 
sent an unbiased sample of the addicted population. 
This premise states that admissions are on a first- 
come, first-served basis and that treatment facilities do 
not ter.d to favor any particular age group or to favor 
readmissions over new admissions. It further states 
that after the period described in premise 2 has ended, 
all addicts are equally likely to seek treatment. 

4. Addicts entering treatment represent a mixture 
of readmissions and admissions with no previous 
treatment experience. Addicts who have no previous 
treatment experience are largely those who have just 
ended the time period described in premise 2 and 
therefcre represent new cases of addiction. 


HYPOTHESES 


In acdition to the premises outlined, two hypotheses 
may be proposed to describe an epidemic. Our hypoth- 
eses d:ffer from our premises in that they are not 
treated as assumptions in the development of our mod- 
els of en epidemic. 


Critica! Age Hypothesis 
The zritical age hypothesis states that heroin addic- 


tion can occur only if the drug is first used during a 
critical age range. Inspection of available data (1, 7) 
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suggests that this critical period is from 10 to 26 years 
of age with a median age dt first use of just under 20 
years. It is easy to understand why addiction rarely 
begins before age 10. Even for children raised in 
households with addicts it is unlikely that a small child 
would have the skills required to administer heroin to 
himself or herself. Beyond the upper limit of 26 years 
we can assume that people either decline opportunities 
for heroin use or fail to become addicted after experi- 
mentation. 


Critical Time Hypothesis 


The critical time hypothesis proposes that at certain 
times conditions exist that lead to addiction in suscep- 
tible individuals. Apparently the years 1969 and 1970 
were an example of such a time period in the District 
of Columbia (1). These critical times may result from 
increased supplies of heroin (with a consequent mar- 
keting effort on the part of dealers) or from societal 
factors such as unemployment. 


MODELS OF A HEROIN EPIDEMIC 


Progress of an Epidemic 


If the two hypotheses presented above have any va- 
lidity, we can develop models of the epidemic original- 
ly defined by Dupont and Greene (1) that describe its 
course since its presumed peak in 1969. We can define 
two extremes that delineate the range within which the 
true course of the epidemic may be found. On the one 
hand, the epidemic could have continued unabated, 
and the decrease in prevalence reported in 1973 (1) 
could be viewed as a minor perturbation rather than 
the beginning of a trend. On the other hand, the epi- 
demic might have stopped in the early 1970s, and the 
number of new addicts would be quite small. 

The age at which heroin is first used forms a uni- 
modal distribution with a peak at approximately 18 
years of age; more than 90% of addicts first used the 
drug when they were 12-26 years old (1, 7). The ex- 
pected distribution of ages of addicts entering treat- 
ment would be the same distribution moved four or 
five years to the right. As shown in figure 1, the distri- 
bution of the age at admission is approximated by a 
normal curve, which we will use for the purpose of 
model building. The expected distribution of ages of 
addicts entering treatment is shown in the top portion 
of figure 2. In that hypothetical distribution, the peak 
age at admission is 22 years and most of the cases fall 
into the range of 16-30 years. 

If the epidemic continued after 1969, then, since 
each addict has the potential to ‘‘infect’’ several other 
individuals (2), one would expect that the prevalence 
of addiction would have increased dramatically and 
that there would be a continuing increase in incidence. 
According to the critical age hypothesis, the age of 
these new cases would fall within the range previously 
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FIGURE 1 


defined and these addicts would enter treatment after a 
waiting period of four years or so. Admissions to treat- 
ment would be dominated by new cases, and the age 
distribution of clients entering treatment would be ap- 
proximately as shown in the middle portion of figure 2. 
Although the number of addicts increased, the curve 
has the same peak (at 22 years) and the same width as 
the distribution shown in the top portion of the figure. 
Considering the other possible extreme, 1.e., the epi- 
demic ended shortly after 1969, the critical time hy- 
pothesis becomes important. Dupont and Greene's 
study (1) and unpublished work by Siguel have shown 
that different cohorts of clients (those admitted at vari- 
ous times between 1970 and 1975) all reported 1969 as 
a peak year of first use. If the epidemic abated shortly 
after that one would expect that the ages of those ad- 
mitted for treatment four years later (in 1973) would be 
distributed as they are in the top portion of figure 2. At 
some later time, admissions to treatment would be 
dominated by readmissions from the same cadre; how- 
ever, the addicted individuals would have grown old- 
er. For example, the bottom portion of figure 2 shows 
the age distribution of admissions that would be ex- 
pected five years later (1978). The width of the distri- 
bution is unchanged, but it 1s displaced five years to 
the right. These two models may be compared with 


actual data on clients entering treatment. 
, 
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A TEST OF THE MODELS 
Data Collection 


As a condition of receiving federal support, drug 
treatment programs throughout the United States file 
certain data with NIDA when they admit or discharge 
a client (4). This reporting system does not include 
data from a small number of clients who are in pri- 
vate treatment, but that figure is probably very small 
(1% or less of the addicted population). 

At the time of admission clients are asked to state 
their age. This piece of data is under consideration 
here. No doubt some data are missing because treat- 
ment programs failed to file reports or inaccurate be- 
cause of clerical errors. With the exception of clients 
younger than 18 years old who might falsify their age 
in order to enter treatment without parental consent, 
there would be no advantage to a client to inaccurately 
report his or her age. There are no reasons to suppose 
that the imperfections which may exist in the reporting 
system would systematically bias the data. 

NIDA has published treatment data derived from 
the admission and discharge reports for 13 of the 14 
quarters from April 1973 to September 1976 (7). (Data 
were not published for the fourth quarter of 1974.) The 
age at admission is given in age ranges for all clients 
and for those whose primary drug of addiction was an. 
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FIGURE 2 
« Thrge Hypothetical Age Distributions of Heroin Addicts Entering 
Treatment? 
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aThe top graph represents a period four years after the peak of a heroin epi- 

demic; the middle graph represents a period five years after the period 
represented in the top graph, assuming a continuing epidemic; the bottom 
graph represents a period five years after the period represented in the top 
graph, assuming that the epidemic ended abruptly. i 


opiate. It should be noted that this category includes 


' some drugs other than heroin; however, in quarters in 


which heroin admissions were reported separately 
they accounted for about 97% of opiate admissions. 


Number of Admissions 


In the 14-quarter period studied, the number of ad- 
missions for opiate addiction increased from just over 
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FIGURE 3 
Number of Opiate Addicts Admitted to NIDA-Funded Treatment, by 
Quarter ° 
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FIGURE 4 
Cumulative Percent of Admissions for Opiate Addiction, by Age and 
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10,000 cases to well over 30,000 cases per quarter, as 
shown in figure 3. The average rate of increase was 
8,866 admissions per year, and the data points are well 
fitted by the single straight line shown (r?-.94; 
F=172.9; df=1,11; p<.001). The growth in the number 
of admissions does not distinguish between the mod- 
els. It may be concluded, however, that these data fail 
to support any suggestion of a rapid decrease in the 
prevalence of addiction. 


Age at Admission 


The proportions of admitted clients in each quarter 
who stated that they were younger than 21 or younger 
Lj 
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than 26 years of age are shown in figure 4. About 10% 
of admissions fell into the first category, and about 
5095 of admissions were in the second category. The 
- proportion of admitted clients who were younger than 
21 years old declined over the 14-quarter time period, 
and the line of best fit shown in the figure accounts for 
67% of the variability in the data. This linear trend is 
significant (F=22.13; df=1,11; p<.001). Although the 
proportion of clients younger than 26 years of age also 
declined over the period studied, the data are not well 
fit by a single straight line (r?=.55; F=4.81; df=1,11; 
p<.10). In general, then, admitted clients were some- 
what older in each successive quarter. 


Comparison of Data with the Models 


The principal distinction between the two extreme 
models presented in figure 2 is the extent to which the 
age distribution of admitted clients changed relative to 
the abscissa over time. If the epidemic of heroin addic- 
tion continued to increase during the period studied, 
the distribution would remain approximately station- 
ary, as shown in the middle portion of figure 2. Alter- 
natively, if the epidemic was reduced in severity, the 
age distribution would migrate toward the right (that 
is, the age of admitted clients would tend to increase) 
as shown in the bottom portion of figure 2. A dis- 
tinction between the two models can be made if it is 
possible to assess the movement of the age distribution 
over time. 

Based on the assumption of a normal distribution, 
the data expressed as the cumulative percent of admis- 
sions younger than a certain age may be converted to 
standard Z scores as some number of standard devia- 
tions from the mean. For example, the data point 50% 
would correspond with a Z score of zero, 596 would be 
a Z score of +1.65, and 95% would be a Z score of 
—1.65. Note that a negative score is used to denote 
values larger than 50%. 

The data from figure 4 are shown transformed in this 
manner in figure 5. The data from both the younger 
than 21 group and the younger than 26 group show 
strong linear trends (r'-.67; F-22.64; df=1,11; 
p<.001, and r°=.76; F=34.43; df=1,11; p<.001, re- 
spectively). The two lines of best fit are consistent 
with a normal distribution of ages moving to the right 
at a constant rate. We can determine this rate from the 
regression equations of the two lines (Y,,——1.14— 
.02(X); and Y,4,2.13—-.02(X), where Y; and Yo, are 
the Z scores of the proportions younger than 21 and 
26, respectively, and X is the number of quarters that 
have elapsed). In both cases the gradient is the same 
(—.02) and the two lines are parallel. This is consistent 
with a distribution that moves but maintains a constant 
width, at least in the leftmost side of the distribution. 
The two regression equations indicate that both the 21- 
and the 26-year-old upper limits migrate to the right at 
a rate of .02 standard deviations per quarter. This in- 
formation is of little value unless the standard devia- 


tion can be converted to a number of years, which can 
e 
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FIGURE 5 
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be done by noting that the intercepts of the two regres- 
sion equations are 1.27 standard deviations apart. 
Since the two equations correspond to upper real lim- 
its of 21 and 26 years of age it may be said that for this 
distribution, 1.27 Z score units correspond to five 
years. Therefore, a single Z score unit (one standard 
deviation) is equal to 3.94 years. Returning to the rate 
of progression of the distribution, the movement at the 
rate of .02 standard deviations per quarter can be con- 
verted to .08 standard deviations per year. Since one 
standard deviation is equivalent to 3.94 years, this rate 
is then equal to .08x3,94—.32 years. That ts. the age 
distribution migrates at the rate of about one-third of a 
year of age per calendar year. 


Seasonal Trends 


As an aside to the general argument it may be noted 
that figures 4 and 5 appear to show that the proportion 
of the admitted population who are younger than 2] 
and 26 years of age increases during the later quarters 
of each year. This observation was tested by examin- 
ing the residuals for the line of best fit for -he trans- 
formed data for the 26-year-old limit (shown in figure 
5) (1.e., the difference between the data poin:s and the 
values predicted by the regression equation). The re- 
siduals were systematically larger in successive quar- 
ters of the year and could be described by a straight 
line function with a positive gradient for which r°=.94; 
F=162.25; df- 1,11; and p<.001. 

In the period studied (1973-1976) one may conclude 
that younger addicts were more likely to seek treat- 
ment toward the end of each calendar year. This phe- 
nomenon might be related to seasonal variations in 
supplies of heroin or to the unpleasantness of a street 
lifestyle during cold weather. 
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DISCUSSION 


. The data show that the age distribution is not sta- 
tionary and the model shown in the middle portion of 
figure 2 may be rejected; we can conclude that the her- 
oin epidemic did nct increase in severity in the early 
1970s. However, these data do not support the ex- 
“treme position, shown in the bottom portion of figure 
2, that the epidemic essentially ended in 1969. If the 
clients entering treatment all came from the same epi- 
demic episode that passed several years ago, one 
would expect the age distribution to move to the right 
at a rate equal to unity. That is, if the peak age at ad- 
mission were 22 in 1273, we would expect it to be 23 in 
1974. The data presented here suggest that a peak ad- 
mission age of 22 years in 1973 would be followed by a 
peak age of 22.3 years in 1974. 

From these national data, we can conclude that the 
heroin epidemic has decreased somewhat in its severi- 
ty since 1969 but that it has by no means disappeared. 
New cases continue to be added to the population of 
heroin-addicced people. It should be re-emphasized 
that these conclusions hold true only if the two hy- 
pothesz2s presented earlier are defensible. It is possible 
that some other, unrecognized factor is responsible for 
a gradual increase in the age distribution of clients ad- 
mitted for the treatment of heroin addiction. Further, 
these rational data may obscure shorter-lived sharply 
peaked epidemics in different regions of the country. 
Therefore, an alternative explanation of these findings 
is that new local epidemic peaks of addiction occur but 
add a relatively small number of new cases to the na- 
tional total of addicted people. 
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ADDENDUM 


After our paper had gone to press, the National Institute 
on Drug Abuse supplied us with age at admission data for the 
last quarter of 1976 and for the four quarters of 1978. We 
used the linear regression function that accounted for the 
gradual decline of the proportion of admissions of people 
younger than age 26 from 1973 to 1976 to predict the percent 
of admissions of people younger than 26. We then compared 
these data points with the actual data. In the last quarter of 
1976, 46% of the heroin addicts admitted to treatment were 
younger than age 26; we had predicted that this figure would 
be 46%. For the four quarters of 1978, the actual versus pre- 
dicted figures were 36% versus 44%, 34% versus 43%, 33% 
versus 43%, and 31% versus 42%, respectively. 

The proportion of those admitted who were younger than 
age 26 continued to fall during the period for which new data 
are available. The model accurately predicted the percent for 
the last quarter of 1976, but there is a marked discrepancy 
between the observed and predicted values for 1978. Appar- 
ently, the treatment population was aging at a faster rate 
(i.e., fewer people younger than age 26 were seen in treat- 
ment in 1978 than would have been predicted from the expe- 
rience of 1973 to 1976). 

We applied the techniques described above to the five new. 
data points and developed a new linear regression equation 
using the Z transformation. Again, a straight line was a good 
fit to the data (r?>.99). However, the new function has a 
somewhat steeper gradient, suggesting that the rate at which 
the treatment population was aging increased in 1978. We 
had earlier estimated that the population was aging at the 
rate of about one-third of a year per calendar year. The new 
function gives an estimate of .8 of a year per year. 

If our premises are correct, as the rate of aging approaches 
1, the population in treatment tends to contain no new ad- 
dicts. The new data suggest that the treatment group is more 
and more dominated by addicts from the supposed peak of 
the epidemic in 1969 and that relatively few new cases of 
heroin addiction have been seen. 
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A Dog Model fox Human Psychopathology / 


-BY WILLIAM G. REESE, M.D. 


The author reviews studies of the development and 
scientific exploitation of two true-breeding strains of 
pointer dogs, one of which is basically normal and one 
of which is nervous, particularly around people. Basic 
studies, which generally contrast the nervous dogs 
with the normal dogs, include studies of inheritance, 
early experience, conditioning, psychophysiology, 
neuropharmacology, and neurochemistry. The author 
suggests that the nervous line is an animal model of 
human psychopathology and probably of cardiac 
pathology. 


RESEARCHERS AT THE Veterans Administration/Uni- 
versity of Arkansas laboratory at North Little Rock, 
Ark., have developed an inbred strain of purebred 
pointer dogs that have maintained nervous character- 
istics for eight generations. The present generation, 
with an inbreeding mean coefficient of .60, is not dis- 
cernibly different from the original nervous laboratory 
ancestors: about 8096 of the dogs in each litter are dis- 
tinctly pathological. The researchers compared and 
contrasted these dogs with "normal" counterparts. 
The tendency of the strain of normal dogs to drift to- 
ward nervous traits has been offset by periodic crosses 
with unrelated stable purebreds. In each litter of nor- 
mal dogs about 2096 have some minor nervous traits. 
On several measurements, crosses of the nervous and 
normal lines are more like the nervous parents. 

The nervous dogs show cardiac arrhythmias by no 
later than age 2 weeks. They show behavioral patholo- 
gies and bradycardia at about 3 months of age. These 
peak at 6 months and then plateau (1). 

The pathologies of the nervous dogs withstand split- 
litter crossrearing and special attention from puppy- 
hood to prepuberty provided by the people in the lab- 
oratory. With skillful training in the field, which could 
be characterized as systematic desensitization with 
much positive reinforcement, the nervous dogs be- 
come good hunters (2). They do not generalize this im- 
provement but immediately revert in the laboratory to 
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their pretreatment behaviors, as did Gantt’s mongrel 
(3). The nervous dogs perform quite adequately in lab- 
oratory procedures while under the influence of 
chlordiazepoxide, but these normal behaviors do not 
usually outlast the influence of the drug. 


BASIC STUDIES 
Gross Behaviors 


In the confines of a pen the normal dog approaches 
the experimenter with the usual friendly dog behav- 
iors. The nervous dog, whc has had the same ex- 
periential background as the normal one, slinks to the 
farthest corner, urinates, faces the person in a trem- 
bling, crouched position with body and head low, tail 
tightly curled against the bellv, and eyes following the 
person's movements. As the person approaches, the 
dog makes no attempt to threaten, attack, or escape. 
The dog's extremities may be molded, against muscu- 
lar resistance, into ungainly postures that are often 
maintained long after the person has left. When the 
anima] is placed on his side, both upside and downside 
extremities remain extended. Some upright dogs are 
so rigid that their rear feet rise from the floor as their 
heads are pressed down (4). 

The prominent nervous dog behaviors are excessive 
timidity, hyperstartle, reduced exploratory activity, 
and frequent rigid immobility in the presence of man 
(5). A behavioral test based on the studies of Scott and 
Fuller (6) was administered :o both normal and ner- 
vous dogs at 3, 6, 9, and 12 months. The results of the 
tests are often combined into a single ‘‘morbidity 
score’ that has served as the independent variable in 
many experiments with these animals. À multivariate 
discriminate analysis of the 13 variables of the test giv- 
en to 91 normal dogs and 63 nervous dogs for tests 
administered at 3 months of age showed that simple 
“friendliness to humans” differentiated the two lines 
as well as any of the 13 measures taken singly or in 
combination (7). However, this least objective of the 
measures is defined as "rating of observer over the en- 
tire testing encounter." Thus the other 12 measures 
are necessary to generate this summary conclusion. 
The observer is often not ' blind," but this bias is 
countered by the objectivity of most of the 12 mea- 
sures, such as "dog moves within 30 seconds after 
horn is sounded." These measures require yes or no 
ratings. The most spectaculzr, but not the most fre- 
quent, discriminator ("dog assumed rigid, immobile, 
bizarre posture during testing") occurred in 60.3% of 
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. 81.3% of the normal dogs were judged ‘‘friendly”’ (7). 


a 


he nervous dogs and 26.4% of the normal dogs 
pX.001); however, 25.4% of the nervous dogs and 


(All objective differences reported in this summary 
were reliable in a p range of .01 to .001.) Practically all 
of the laboratory procedures were done with the hu- 


. man experimenter within visual, auditory, or olfactory 


range of the animal. 

None of the dogs has become “mean,” but a small 
percent have bitten experimenters on rare occasions. 
In general, the breed is not aggressive toward man or 
excessively friendly. The few nervous dogs who bite 
have usually done so when the experimenter was not 
looking at the dog. Perhaps this accords with Pavlov's 
early term for such dogs, ‘‘cowardly”’ (8). 

As for other general observations, the nervous dogs 
appear to plzy with and relate to other dogs normally 
when people are not close. They are more fertile than 
the normal cogs. At the same age, nervous mothers 
may be somewhat smaller and less robust than normal 
mothers. Parental behaviors are not remarkable; at 
least the effect of mothering by nervous dogs on foster 
normal pups does not affect the normal development 
of the latter. An isolated unexplained finding is that 
nervous dogs are more susceptible than normal dogs to 
mange. 


Environment Versus Inheritance 


With strong justification, the researchers have em- 
phasized the considerable influence of inheritance on 
the nervous dogs (5). I would also emphasize environ- 
mental factors, as did Peters and associates (9). About 
50-60 normal dogs and 50-60 nervous dogs have been 
mainta_ned in the Veterans Administration/University 
of Arkansas laboratory at North Little Rock. They are 
born and reared in a rather isolated, spacious, up-to- 
standard laboratory with bins, runs, pasture, and ex- 
perimental chambers. Only a few animals have been 
exposed to specific stress procedures. However, most 
have been subjected to such procedures as blood- 
drawinz, behavior testing, and conditioning. Many of 
the dogs in recent generations have experienced fre- 
quent cisternal taps. A few have had electrodes im- 
planted. Most have been deprived of the hunting and 
roaminz experiences provided by private owners for 
nonlaboratory pointers. Although the laboratory re- 
ceived the Lassie Award for excellent treatment of 
dogs, i: is not a dog's paradise, and certainly many 
experiences with researchers may be aversive rein- 
forcers. The fact that the normal dogs remain friendly 
and cooperative even though they have had experi- 
ences identical to those of the nervous dogs suggests 
that their behaviors have prominent innate determi- 
nants. Despite some contrary bias, I cannot refute the 
inheritence of predispositional vulnerability. 


Conditioning Studies 


On tne basis of considerable research (10), the in- 
vestigators began Pavlovian conditioning studies early 
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in their work (11, 12). The first- -generation, pups of the 
original parents (before the intermediate, lines were 
discontinued) participated in both classical and oper- 
ant conditioning. In aversive nonavoidance condi 
tioning procedures, the normal dogs and the nervous 
dogs distinguished between positive and negative sig- 
nals, as demonstrated in motor, heart rate, and res- 
piratory rate responses. Although the normal dogs 
readily learned to flex the electrode leg for the positive 
signal only, the nervous dogs responded differentially 
with generalized movements rather than leg flexion to 
the positive tone. It appeared that the nervous dogs 
made the distinction cognitively but failed to make 
specific motor responses. 

In these early experiments, the heart and respiratory 
rates of both normal and nervous dogs decelerated to 
the positive tone as compared with the negative. In the 
"conflict" procedure, in which the negative tone be- 
came increasingly similar to the positive, the behav- 
iors of both types of dogs did not change. The normal 
dogs seemed not to be vulnerable to experimental neu- 
rosis, and the nervous dogs seemed to have been al- 
ready disturbed. In operant situations in the same se- 
ries of studies, the normal dogs bar-pressed very well 
for food, but the nervous dogs "froze'"' and failed to 
perform. 

More definitive operant studies involving bar-press 
for meat yielded a failure rate of 1 of 13 normal dogs 
and 12 of 22 nervous dogs (13). The nervous dogs per- 
formed as poorly in an automated situation as in one 
with a human technician nearby. Nervous dogs did not 
perform for food after 4 days' deprivation (14). Thirsty 
nervous dogs performed reasonably adequately for 
water, but with much stereotyped licking of the pan 
(15). 


Cardiovascular Findings 


Dykman and associates (4) showed that the heart 
rate of the first-generation nervous dogs averaged 30- 
50 beats per minute less than that of the first-genera- 
tion normal dogs. In a conditioning study of fourth-and 
fifth-generation dogs (16), the heart rate of nervous 
dogs averaged 65 beats per minute, compared with 110 
for normal dogs. Of 67 nervous dogs, 70% showed sec- 
ond-degree atrioventricular block (AV-block), com- 
pared with 1596 of 52 normal dogs. Crosses of normal 
and nervous dogs were intermediate in both respects. 
The dysrhvthmia was evident in 2-week-old nervous 
dogs and increased with age. Heart rate tended to de- 
celerate to pain signals in nervous dogs and accelerate 
in normal dogs, the latter in contrast to results in the 
first generation. The correlation between AV-block 
and behavioral "morbidity" scores was moderate 
within strains. AV-block was two to three times more 
common in females than males, but behavioral mor- 
bidity was independent of sex. The investigators sug- 
gested that the AV-block phenomenon represented 
sex-influenced polygenic inheritance, more or less in- 
dependent of the ‘‘nervous behavior genes." 
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Human Effects 
e 


Special human attention was provided to halves of 
split litters of nervous and normal-nervous crossbred 
dogs during the period beginning a few days post- 
partum -to age 6 months (17). This playful, solicitous 
attention was provided three times a week for 20-30 
minutes per session, which has been shown to be suf- 
ficient to ‘‘socialize’’ a dog (6). In exploratory activity 
measured at 6 months of age, nervous dogs were the 
least active, normal dogs the most active, and cross- 
bred dogs intermediate. The crossbred animals main- 
tained a "therapeutic" effect, but this was in- 
significant for the nervous dogs and unnecessary for 
the normal dogs. Heart rate was unaffected by the spe- 
cia] handling procedure. Bradycardia of nervous dogs 
and normal-nervous crossbreeds was equal. Petting bv 
a human markedly reduced the heart rate in normal 
dogs but did not change the already lower heart rate of 
nervous dogs and normal-nervous crossbreeds. In one 
small unreported study one nervous litter of 6 pups 
was divided and half were home-reared. When re- 
turned to the laboratory, these pups were more nearly 
normal than their siblings, but they were beginning to 
approximate the behavioral pathologies of the labora- 
tory-reared siblings by age 12 months. 

The researchers and technicians, who have dailv 
contact with the animals, maintain that nervous pups 
avoid people before thay have had any negative expe- 
riences with them. Presumably, maternal effects of 
such behavior have been controlled in foster-mother 
crossrearing studies (18). 


Drug Effects 


After 10 normal dogs and 10 nervous dogs were giv- 
en I. V. methylphenidate, Newton and associates (19) 
were able to separate the two groups blindly with 7595 
accuracy on the basis of heart rate, ECG form, pattern 
of arrhythmia, and pattern of heart rate response. Be- 
havioral morbidity correlated (p<.01) negatively with 
baseline heart rate, negatively with speed of blood 
pressure response, and positively with ECG abnormal- 
ities. Nervous dogs showed delayed heart rate re- 
sponses to injected isoproterenol and atropine. 

Operant conditioning of nervous dogs is greatly fa- 
cilitated during chlordiazepoxide administration, but 
this effect does not generally outlast the effect of the 
drug. Conditioning is modestly assisted by alcohol and 
phenobarbital but unaffected by hydroxyzine, chlor- 
promazine, meprobamate, phenytoin, and combined 
perphenazine and atriptyline. Chlorpromazine some- 
what reduced pathological behavior withcut improving 
bar-press performance. The heart rate increase caused 
by benzodiazepines may have been related to the 
coincident increase of activity (14). 

The minority of benzodiazepine-treated nervous 
dogs who continued to bar-press after drug withdrawal 
stopped after one intravenous injection of cocaine or 
amphetamine (20). One hornblast had the same dis- 
ruptive effect for nervous dogs but not for normal dogs. 
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Hematological and Biochemical Studies 


In the baseline state the two lines of mature dógs- 
were not differentiated by hematological’ measures of * 
cellular components of blood, except for eosinophilia 
of the nervous dogs (21). They were also not dif- 
ferentiated by many biochemical measures of serum 
and spinal fluid. Significant strain differences in CSF - 
cholinesterase in older animals were demonstrated. 
Creatinine phosphokinase was highly correlated with 
age but not with line. Phosphokinase differed signifi- 
cantly in the two strains under the influence of specific 
stress: there was a greater increase in phosphokinase 
in normal dogs than in nervous dogs after exercise, 
painful electrical stimulation of feet, and I. V. epineph- 
rine administration (21). 

Findings on the effects of amphetamine and chlor- 
diazepoxide on probenecid-induced accumulation of 
acidic metabolites in cisternal fluid (22) are promising. 
At baseline the acid metabolites in the CSF were sig- 
nificantly different in normal and nervous dogs, but 
the level of cyclic guanosine monophosphate (cGMP) 
was lower than the level of cyclic adenosine mono- 
phosphate (CAMP). After probenecid administration, 
cGMP accumulated more rapidly than cAMP. Both 
metabolites reached higher levels in the nervous dogs 
than in the normal dogs. 5-Hydroxyindoleacetic acid 
(5-HIAA) was less elevated for nervous dogs than 
normal dogs; homovanillic acid (HVA) was about 
equal. In animals given chlordiazepoxide before 
probenecid administration, cAMP was greater in ner- 
vous dogs, cGMP strain differences were abolished, 
and 5-HIAA was less in nervous dogs than in normal 
dogs. Probenecid given to amphetamine-treated ani- 
mals produced no strain differences and no effect on 
cGMP but did produce a marked increase in cAMP. 
Biochemical investigators are pursuing these impor- 
tant leads, and there are some exciting unpublished 
findings related to dopamine metabolism. The McGeers 
(23) and others are exploring the cerebral cholinergic- 
dopaminergic balance, particularly in schizophrenia. 


Other Results 


In comparison with normal dogs, nervous dogs ex- 
hibited little or no theta hippocampogram rhythm dur- 
ing the alert state, and they tended to sleep more (24). 
The former finding is consistent with the failure of ner- 
vous dogs to habituate to environmental stimuli. Luc- 
as and associates (25) reported baseline sleep-wake 
patterns (EEG, EOG, EMG) of 6 normal pointers, but 
such data are not yet available for nervous dogs. 


SUMMARY INFERENCES 


The behavioral, psychophysiological, psychophar- 
macological, neurochemical, and genetic studies re- 
viewed here support but do not prove the zollowing 
inferences: 

1. A true-breeding nervous strain of psychopatho- 
logica] dogs that have associated abnormalities of 
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cardiac functioning has been developed through un- 
natural selection and inbreeding for eight generations. 


. The leboratory ancestors were selected from hunting 


misfits who caricatured the behaviors of ideal mem- 
bers of a breed known to be modally gentle, friendly, 
high-soirited, compliant, restrained in relation to man. 
and capable of acquiring specific, complex hunting 


' skills. The field performance of these dogs requires a 


suitab.e balance of activity and motor restraint; the lat- 
ter 1s exquisitely manifest when the dog is '*on point.” 

2. The most potent stimulus for maladaptive ner- 
vous behavior (and probably associated internal fac- 
tors) is man. This effect cannot be vitiated by increase 
of frieadly human contact during development in the 
labora:ory before experimentation, nor by foster-par- 
ent rezring by normal mothers. Nervous dogs could be 
desensitized to man and trained to hunt adequately by 
a skillful physician/hunter, but this normalized behav- 
ior does no: generalize to laboratory situations. 

3. Ia the laboratory, nervous dogs avoid human 
contact but appear to interact normally with other 
dogs. Confronted by humans at close range they 
"freeze" both motorically and autonomically and 
show considerable response inertia: both flexor and 
extensor muscles contract in a tense, maintained posi- 
tion; sympathetic and parasympathetic systems are al- 
so higaly activated, especially the parasympathetic; 
central neurochemistry indicates strain differences 
that are being explored. 

4. The predisposition to behavioral abnormalities of 
the nervous dogs suggests an autosomal, polygenic in- 
heritarce, or could even be attributable to one of a few 
dominant genes with reduced penetrance. The same or 
differen: gene(s) are involved in the AV-block phe- 
nomena, but these are at least influenced by sex. Spe- 
cific genetic markers have not been discovered. 

5. The behavioral abnormalities of nervous dogs 
markedly improve during chlordiazepoxide treatment, 
improve some under the influence of alcohol or pheno- 
barbital. and are little affected by a variety of other 
neuroleptics. Amphetamines and cocaine adversely af- 
fect the performance of nervous dogs and in similar 
doses co not disturb the performance of normal dogs. 

6. Tae findings for normal dogs contrast markedly 
for the various situations and factors described above. 
Apparently, however, their inherited ‘‘normality’’ is 
somewhat less durable across generations than is the 
abnormality of nervous dogs. 

7. | tentatively propose that with strong pre- 
dispositional determinants, most of which are inher- 
itable, aervous dogs rapidly condition aversely to man 
by selectively responding more to negative than to 
positive reinforcements in the laboratory environ- 
ment, :n contrast to normal laboratory control dogs 
that reverse this selectivity. Inevitable frequent ex- 
posure to mzn, the feared object, overstimulates the 
dog's centra. and peripheral "emotional" systems, 
which become increasingly and perhaps protectively 
inflexible and sluggish, with the balance in this strain 
tipped toward the inhibitory side. In the acute situa- 
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tion, the first protective response is physical avoid- 
ance of man. In the trappet nervous dog, the result of 
a clash between possible flight and fight is motoric and 
autonomic freezing at high levels of excitation. 


MODELS 


It seems sufficient to mention the names of Pavlov 
(26), Gantt (3), Liddell (27), Masserman (28), the Har- 
lows (29), and Wolpe (30) rather than review their 
work in depth. Important Russian contributors are 
mentioned in Peters' review (8). One of the first pos- 
sible models from the work in our laboratory was pro- 
posed by Peters and associates (9) in 1967; these au- 
thors leaned toward a schizophrenic model. A reason- 
ably good case can be made for the schizophrenic 
model, supported by such responses of nervous dogs 
as immobility, bizarre posturing, sterotyped behav- 
iors, autonomic immobility, and inflexibility or inertia. 
The prominence of inheritance factors is suggestive, as 
is the somewhat selective response to aversive stimuli 
and the effects of amphetamine and cocaine. Evidence 
against a schizophrenic model is presented by the rela- 
tively normal relations nervous dogs have with other 
dogs and the normalizing effects of chlordiazepoxide. 
The drug difference could be related to species or 
breed. The early speculations may have been unduly 
influenced by the nervous dog’s catatonic-like main- 
tained posturing. On closer examination, the dog’s 
trembling rigidity and resistance to molding is unlike 
the passive compliance of the catatonic human. 

Newton and associates (16) noted the concordance 
between the responses of nervous dogs and anxiety 
states in humans, particularly that minority of fright- 
ened humans who respond with bradycardia or AV- 
block. The ‘‘freezing’’ of some suddenly threatened 
people in combat and other frightening situations is 
well known. Table | summarizes relevant parallels, 
with much speculation in the middle column. 

The anxiety component of our nervous dogs has 
been well demonstrated. The phobic aspect requires 
more experimentation with control of the nature and 
extent of human contact, including measurement of so- 
cial and vegetative responses in a human-free environ- 
ment. The schizophrenic model remains a possibility. 

It could be that in our dogs the ‘‘character struc- 
ture” is the disease, but I shall not resurrect the cate- 
gories of ‘‘constitutional psychopathic inferiority” or 
"neurocirculatory asthenia.” If ours is a valid model 
of some kinds of neuroses in some kinds of people, the 
forces of inheritance deserve more attention than is 
generally accorded in dynamic formulations of neuro- 
ses, particularly by Americans. The extended Wash- 
ington University group (31, 32) has directed attention 
toward hereditary etiological factors in psychiatric dis- 
orders. Miner (33) has reviewed the evidence for ge- 
netic components in neuroses. 

Pavlov considered a clash between inhibition and 
excitation to be a major cause of experimental neuro- 
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TABLE 1 
Presumptive Comparison of Anxiety States in Nervous Dogs and the 
Majority and Minority of People with Anxiety Neurosis 





People with 


; Most Anxiety Neurosis 
Nervous 
Item Dogs Minority Majority 
Acute manifestations 
Motor "Freeze" "'Freeze"  Restlessness 
Sensitivity Marked Moderate Marked 
Heart rate Decreased Decreased Increased 
Heart rate dysrhythmia Frequent Infrequent Infrequent 
Predispositional factors 
Heredity Marked Unknown Unknown 
Early experience Minimal Moderate Moderate 
Accumulated experiences Minimal Moderate Moderate 
Critical period sensitivity Yes Yes Yes 
Critical stimuli 
Onset stimulus or situation Yes Yes Yes 
Stimulus generalization Probable Probable Probable 
Ameliorization during 
drug treatment 
Benzodiazepines Marked Moderate Moderate 
Ethanol Moderate Moderate Moderate 
Phenothiazines Minimal Moderate Moderate 
Stimulants Negative Negative Negative 
 Ameliorization without drugs 
Stimulus desensitization Minimal Variable Variable 


sis, as Freud considered the id-ego conflict to be cen- 
tral to human neurosis. Each stressed internal conflict. 
Liddell (27) attached considerable importance to fac- 
tors of restraint and hypervigilance in the development 
of experimental neurosis. Murphree (34) acknowl- 
edged the importance of Gantt's principles of autoki- 
nesis and schizokinesis (35) and the investigations of 
"effect of person” of Gantt and associates (36). 

Animal models have served man well in understand- 
ing his own pathologies and treatments— social, psy- 
chological, physiological, psychopathological, and 
interactional. The model proposed here has been 
constructed from a mixture of solid results and spec- 
ulation. If the model helps to point future dog and 
human research in profitable directions, it will be use- 
ful, whether or not it turns out to be valid. 
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Nosology: A Voice for a Systematic Data-Oriented 
Approach 


PSYCHIATRY AS a specialty of medicine is unique in several aspects. It encompass- 
es an extremely broad spectrum of clinical and research problems including socio- 
cultural, political, behavioral, philosophical, psychological, and biological issues 
relating to psychopathology both on the intrapersonal and the interpersonal level. 
Also, psychiatry at its present state of development is basically a ‘‘clinical sci- 
ence," performing diagnostic, prognostic, and treatment functions based upon 
observation, history, and empirical approaches. This is being done in an arena 
where, with the exception of certain organic brain syndromes, the etiological 
mechanisms of the disorders are essentially unknown. With these caveats in mind, 
it is extremely important that nosology and phenomenology be systematically ap- 
proached, with rigorous attention to detail and without theoretical prejudice. To 
be effective, the approaches must involve longitudinal, cross sectional, familial, 
physical, psychological, and sociocultural facets. 

Psychiatric diagnoses and the diagnostic process serve multiple purposes. To 
the clinician, this process provides a data-oriented, systematic approach to estab- 
lishing treatment programs with reasonable predictability of response. To the re- 
searcher, an objective diagnostic process becomes a cornerstone for attaining 
greater homogeneity of research populations and for improving communications 
with other researchers to enhance the process of replication and validation, and 
for cross-fertilization of ideas. 

There exist multiple approaches to the nosological process. These range from a 
strict medical mode scientific approach to a nonscientific, nonmedical model phil- 
osophical approach. In this issue of the Journal, Dr. Jerome Kroll carefully out- 
lines the basic tenets of the current French nosological process. This process in- 
volves metaphysical issues of existentialism, phenomenalism, and structuralism. 
It is diametrically opposed to the more pragmatic, data-oriented American nos- 
ological process. The merits of the French approach must be demonstrated and its 
results subjected to scientific scrutiny. To date, this has not been done. In con- 
trast, the recent renaissance of descriptive phenomenological research in Ameri- 
can psychiatry has been rigorously subjected to scientific scrutiny. In 1972 Feigh- 
ner and associates (1) published diagnostic criteria for use in psychiatric research; 
subsequently these criteria were expanded by Spitzer and associates (2) to form 
the basis of DSM-III. These criteria are pragmatic, operational, atheoretical, and 
of heuristic value. More importantly, they give the clinician useful information 
regarding prognosis and optimum treatment. 

In our efforts to further enhance the process of diagnostic validation, we are 
currently using a six-stage diagnostic model, which includes the following: 1) clini- 
cal description with delineation from other syndromes, 2) physical and neurologic 
factors, 3) laboratory studies including psychometric testing, 4) family studies, 5) 
longitudinal-natural history studies, and 6) treatment outcome studies (3). 

In comparing the approaches of what he called the tough versus the tender- 
minded, Guze stated that precisely because psychiatry is a complex and evolving 
field we must make a strict commitment to "repeatedly demonstrated, systematic, 
controlled evidence." This is an issue to be resolved by data, not debate (4). We 
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3 y believe that a more pragmatic and systematic approach affords the greatest hope : 
RES for improving the reliability and validity of psychiatric diagnoses. More impor- —, . 
RU tantly, it will form the basis for a better understanding of specific etiological mech- : 


Save 


anisms and greater specificity and efficacy in the treatment of patients suffering 
from psychiatric illness. 
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Pussin Redivivus 


ON A SUMMER'S DAY in Paris nearly a century ago, a small group of minor digni- 
taries witnessed the unveiling of a black marble plaque outside the Bicétre Hospi- 
tal. Engraved in letters of gold, it read, ‘‘On August 3, 1887, while Monsieur 
Poubelle was Prefect of the Seine and Monsieur Peyron was Director of General 
Administration of Public Assistance, this plaque was placed in memory of Jeam- 
Baptiste Pussin, Superintendent of the Bicétre (from April 27, 1780, to May 290, 
1802), called by Pinel his most faithful collaborator and by Parizet the forerunner 
of Pinel” (1). 

Amidst this welter of Gallic strangers it is comforting to meet a familiar face — 
that of Philippe Pinel. More sinned against than sinning, historically speaking, 
Pinel has been enshrined in the myth of the heroic blacksmith who "struck the 
chains from the patients’’—an image that not only does violence to the facts but 
tarnishes the importance of his actual accomplishments (2). Those who have read 
what Pinel himself has to say (3, 4) know that his true greatness lay in his tremer- 
dous powers of clinical observation and in his introduction of a rational treatment 
of mentally ill patients based on an understanding of the nature and course cf 
mental illness. They know, too, that much of what Pinel learned about the man- 
agement of mental patients came to him from Jean-Baptiste Pussin, the superin- 
tendent who had been in charge of the mental hospital division of the Bicétre for 
over a decade when Pinel arrived there as its first physician-in-chief in 1793. 

Pinel makes repeated grateful and laudatory references to Pussin in the.two 
editions of his Treatise on Insanity (3). ‘The gentleman [i.e., Pussin] to whom was 
committed the chief management of the hospital,” wrote Pinel, 


exercised towards all that were placed under his protection the vigilance of a kind and 
affectionate parent. Accustomed to reflect, and possessed of great experience, he wa: 
not deficient either in the knowledge or execution of the duties of his office. He was 
master of every branch of his art, from its simplest to its most complicated principles. 
Thus was I introduced to a man whose friendship was an invaluable acquisition to me. 


During his first months at the Bicétre, Pinel goes on to tell us, he held 


repeated conversations with the man who best knew the patients' prior states and delir- 
ious ideas... . How could I neglect what the observation of mental patients over a grea: 
number of years could teach a man, M. Pussin, endowed with good sense, devoted to hi: 
work and entrusted with the superintendence of the mental patients of the hospital? 


From Pinel's testimony alone (there are some 90 references to Pussin and his 
work in the two editions of his Treatise) it is evident that Pussin was responsible 
for many of the innovations in patient care (the so-called “‘moral treatment") for 
which Pinel has been given credit. Pinel himself cannot be blamed for this histori- 
cal injustice, for although posterity did not listen, he repeatedly proclaimed his 
debt to his superintendent. It is all the more surprising, therefore, that there is sc 
little in the way of historical documentation of Pussin's life and work. In 1890, 
Paul Bru (1) had uncovered the barest skeleton of a biography, and the report of 
the Comité de Mendicité of 1790 (5) indicated that under Pussin's governance the 
Bicétre was unusually well-ordered compared to its sister institutions like thé Sal- 
pétriére. But no account of his activities appeared to have survived from Pussin's 
own pen despite Pinel's mention of his possession of such a manuscript., 

Professor Dora Weiner's unearthing of that document, long buried in the Ar- 
chives nationales, Paris, 1s therefore a historical event of unusual interest and 
importance. Published in her translation elsewhere in this issue of the Journal, it 
gives us at last, nearly 200 years later, direct evidence from his own hand of 
Pussin's central role in the development of moral treatment—evidence that con- 
firms what Pinel has tried for so long to tell us about his Superintendent. All of us 
(and not least among us, Jean-Baptiste Pussin) are deeply in Professor Weiner's 
debt for her remarkable discovery. 
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BRIEF COMMUNICATIONS 





Status of Psychotropic Drug Blood Level Assays and Other 
Biochemical Measurements in Clinical Practice 


BY ROSS J. BALDESSARINI, M.D. 


Assays cf drug levels in blood and of other 
biochemical characteristics of psychiatric patients are 
being proposed for clinical application, although their 
utility in praciice remains uncertain. Exceptions are 
the assay of b/ood levels of anticonvulsants and of 
lithium ion. Assays of antidepressant drugs may be 
especially helpful in the evaluation of unexpected 
responses or ia the avoidance of unwanted toxic 
effects and promise to permit more efficient 
predictions of individual requirements. Assays of 
platelet MAO activity or urinary MHPG excretion 
remain ciinically less useful. Attempts to correlate 
blood levels of antipsychotic agents with clinical 
effects have been disappointing, although newer assay 
methods may prove more useful. 


THERE has been a striking growth in the development 
and proposed application of laboratory biochemical 
measurements in psychiatry. These measurements in- 
volve assays of blood levels of drug substances and 
their metabolt:es or of other metabolic variables—all 
of which might contribute to improved clinical treat- 
ment of patients with psychotropic drugs. The rate of 
appearance of new research and even commercial ap- 
plications of these measurements is so great, and is 
producing so much uncertainty for practicing physi- 
cians, that a brief overview of the present clinical val- 
ue of such laboratory data is in order. 
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BLOOD DRUG LEVEL ASSAYS 
Anticonvulsants and Lithium Salts 


In general, at the present time clinicians can provide 
adequate and safe care without routine reliance on 
blood drug level assay. There are, however, two no- 
table exceptions: anticonvulsants and lithium salts. 
Optimal management of epileptic patients with pheno- 
barbital or phenytoin (diphenylhydantoin) currently 
relies on blood levels (10-50 and 5-20 ug/ml, respec- 
tively, are typical values) to establish an adequate 
dose and for occasional later confirmation of patient 
compliance and stable metabolism. Assays may be 
particularly important in light of recent Food and Drug 
Administration warnings that the bioavailability or ab- 
sorption of different brands of phenytoin may vary. 

Lithium salts are never prescribed by dose alone, as 
the maintenance of a blood Li* level of 0.80 to 1.25 
mEg/liter in long-term treatment and up to 1.5 mEq/ 
liter in mania is required and can only be done by 
chemical assay. Measurements of lithium levels in red 
blood cells have not been proven to add clinically im- 
portant information (1), and experimental assays of 
lithium in saliva have not been widely accepted in 
practice. Serum or plasma assays (flame photometry 
or atomic absorption, as for Nat or K^) are readily 
available, inexpensive, and adequate when obtained 
10 (+2) hours after the last dose. Unlike most other 
psychotropic agents, the potential toxicity of lithium 
ion requires that the distribution (a) phase of lithium 
pharmacokinetics be assessed clinically. Thus, typical 
morning lithium levels represent troughs of distribu- 
tion curves; their peaks may be more than twice high- 
er, while the therapeutic index (ratio of toxic to ef- 
fective doses of lithium) is, similarly, only about 2 or 3. 
The half-life in this phase (o-T;) is only a few hours 
(while the later elimination half-life, 8-T,, is perhaps 
24-48 hours). These pharmacologic characteristics 
support the following conclusions: lithium carbonate 
must be used only in divided daily doses; toxicity can 
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occur even though morning blood levels are below 1.5 
mEg/liter; elimination of toxicity typically requires 
several days after treatment is discontinued. Recent 
suggestions that lithium treatment may be associated 
witfeventual renal damage (2) further encourage care- 
ful monitoring of blood levels of lithium to avoid un- 
necessarily high tissue levels. 


Antipsychotic Drugs 


At the other end of the spectrum of clinical useful- 
ness are blood assays of antipsychotic (neuroleptic) 
drugs (1, 3, 4). They tend to be expensive (typically 
$25-$30), are hard to obtain, and usually involve com- 
plex analytic methods such as gas chromatography. 
Although a few commercial laboratories are now en- 
tering this field and relatively simpler (although not 
necessarily unambiguous) assay methods (notably, ra- 
dioimmunoassays [5] and radioreceptor assays [6]) are 
under study, neuroleptic assays remain essentially an 
experimental procedure needing further guidelines for 
interpretation and clinical use. Exceptions to this im- 
pression might include the rare indication of evaluating 
a patient prone to serious side effects of several classes 
of neuroleptics or the monitoring (qualitatively) of an 
unusually drüg-reluctant and apparently poorly re- 
sponsive patient who does not even show typical side 
effects. (Forithe latter use, the simple and inexpensive 
Forrest urinary’ reaction is still available for the pheno- 
thiazines, at least, although it is rarely used.) 


Antidepressants 


At an intermediate stage of development are assays 
of the antidepressants (1, 3, 7). Assays are now avail- 
able not only. for the tricyclics (usually gas chromato- 
graphic assays of serum or plasma) but also for the 
monoamine oxidase (MAO) inhibitors (platelet MAO 
activity as well as older assays of urinary deaminated 
amine metabolites [3]). These techniques are available 
in a few academic centers and commercial laborato- 
ries; each assay is expensive (typically, $20-$50), so 
that cost should be a consideration. À more important 
consideration is, what one can learn from such mea- 
surements. Optimum values vary markedly among lab- 
oratories, depending on the chemical methods used, so 
that specific guidelines must be obtained from each 
laboratory. 

Nevertheless, a summary of typical but tentative 
recommended levels derived from recent research lit- 
erature and from information provided by several re- 
search and commercial laboratories is shown in table 
1. Although antidepressant levels are often reported as 
nanograms (1079 mg) per milliliter, a more rational unit 
for all drug assays would be nanomoles per milliliter to 
correct for dissimilarities in molecular weight. Thus, 
levels of tricyclic antidepressants are typically 50-300 
ng/ml, or about 200-1000 nmol/ml (table 1). Toxicity 
may occur in susceptible patients above 500 ng/ml 
(about 2000 nmol/ml) and is routine above 1000 ng/ml 
for most agents. Tricyclic levels in cardiac and brain 
tissue, based on experimental studies in animals, and 
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on a few postmortem findings in patients, are typically 
at least several-fold above plasma levels, and some- 
times more than 10 times higher. When assays of tri- . 
cyclic drugs in blood are made for clinical studies, they 
should be obtained about 12 hours after the last (di- 
vided) dose of a drug and under conditions of approxi- 
mate metabolic equilibrium attained over a week or _ 
more at steady dosage; these conditions are required 
for comparability to the currently available research 
data summarized in table 1. References to the litera- 
ture on antidepressant blood levels and their clinical 
interpretation are available elsewhere (3, 7) 

As the research data concerning antidepressant 
blood levels remain somewhat inconsistent, one must 
conclude that the state of this art lies somewhere be- 
tween well established clinical practice and research. 
In recent reviews of 43 studies of 8 tricyclic antide- 
pressants, only 27 (63%) revealed any significant rela- 
tionship between plasma level and antidepressant re- 
sponse (7). Perhaps the most often stated generaliza- 
tion (far from an established fact) is that the 
demethylated or ‘‘secondary amine” antidesressants 
(especially nortriptyline and perhaps desipramine) 
show a complex biphasic relationship between blood 
level and clinical response, in which excessively high 
or low values are associated with unsatisfactory re- 
sults. Better results seem most likely when levels are 
within a so-called ''therapeutic window'' or optimum 
range. The ‘‘parent compounds'' (tertiary amines, no- 
tably imipramine and amitriptyline, which are metabo- 
lized to desipramine and nortriptyline, respectively, 
and perhaps also doxepin) seem to have a monophasic 
or linear relationship between blood level (of the drug 
and its active metabolite) and clinical response, in 
which better results occur as levels increase, evidently 
to a plateau, until grossly toxic levels are reached. 
Whether these relationships are correct or noi, typical 
blood levels with all of the clinically available tricyclic 
antidepressants (plus active metabolites) range from 
50 to 300 ng/ml (table 1). 

There are several ways in which tricyclic antide- 
pressant levels might be employed clinically: to select 
an optimum regimen in a newly treated patient, to help 
rationalize a poor response after several weeks of ap- 
parently adequate doses, to monitor a patient's com- 
pliance and reliability, to help in the evaluation of ap- 
parent intoxication or of acute overdoses, or to help 
avoid toxicity in cardiac or elderly depressec patients. 
The assay of blood tricyclic levels early in treatment 
while doses are escalating and body metabolism is 
seeking equilibrium with the foreign molecale is ex- 
cessively complicated for routine use, although the 
early use of assays to predict individual dosage re- 
quirements is promising. For example, Cooper and 
Simpson (8) and others had demonstrated that a single 
small “test dose” of lithium carbonate followed by a 
blood assay 24 hours later could predict with consid- 
erable fidelity the dose that will eventually be required 
to provide an optimum blood concentration of lithium. 
More recently, these and other workers (7, 9) have 
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TABLE 1 


Approximate Half-Life and Therapeutic Blood Levels of Tricyclic Antidepressants . wre 


Drug 





rr 


Secondary amines 
Desipramine (Norpramin, Pertofrane) 
Nortriptyline (Aventyl) 
Protriptyline ' Vivactyl) 
Tertiary amines (plus active secondary amine metabolites) 
Imipramine (e.g., Tofranil) 
Amitriptyline (e.g., Elavil) 
Doxepin (Sinequan) 


“Half-life is for th2 late elimination phase (beta-phase) of drug metabolism. 
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CM o EUR 
MS pa 


Optimi Level’ 


Plasma Half-Life (hours)? (ng/ml) amo) 


12-77 100-300 400-1100 
12-93 50-150 200-550 
54-198 100-200 . ' 400-750 
9-24 150-300 5.7 550-1100 
17-75 150-300 — 5: > 550-1100 
17-51 100-200 . +. 350-700 


"Levels are commonly reported in nanograms per milliliter, although nanomoles per milliliter is preferable. 
“Active metabolizes of the tertiary amine compounds include their nor-derivatives (desmethyl or secondary amine products); small amounts of 2(ring)-hydroxy- 


lated metabolites may also contribute some activity (3). 


found that similar predictions may apply to the tri- 
cyclic antidepressants. Assuming such a predictive 
method can be further substantiated, it might repre- 
sent $20 or $30 well spent, especially in medically ill or 
elderly patients or those requiring expensive hospital 
care, if it can reduce the risks of toxicity and maximize 
the rate of attaining theoretically optimal blood levels. 
The attempt to evaluate unsatisfactory clinical re- 
sponses is probably the most widely accepted in- 
dication for requesting a tricyclic antidepressant blood 
level at the present time. This indication may be espe- 
cially compelling in certain situations (especially in the 
elderly or medically infirm, and in pregnancy—al- 
though the use of antidepressants at all in pregnancy 
remains controversial) or in an effort to reduce the to- 
tal cost of hospitalization. 

Since blood assays of antidepressants are not read- 
ily available to some patients and physicians, there are 
some clinical approaches that can be used instead. For 
example, one can monitor typical side effects as a 
rough qualitative index of tissue availability of a tri- 
cyclic antidepressant (such as dry mouth and other 
anticholinergic signs). It has also been suggested that 
pulse rate or the width of the QRS complex on elec- 
trocardiogram might provide another readily available, 
inexpensive index of tissue availability of some tri- 
cyclics, although this tactic is of questionable routine 
utility and seems of most value in evaluating over- 
doses and frank cardiac toxicity (3, 10). Another sug- 
gestion is to accept tentatively the unproven research 
indications of a monophasic relationship between 
blood levels of imipramine, amitriptyline, and perhaps 
doxepin, and to select one of these tertiary amine 
agents first. If the results after a few weeks' use of 
traditionally adequate doses are poor, and if toxic ef- 
fects are not prominent, the most reasonable option 
would be to increase the dose. Alternatively, one 
might switch between imipramine and amitriptyline if 
the still unproven research suggestions (11) that meta- 
bolic differences between groups of patients (notably 
excretion of 3-methoxy-4-hydroxyphenylethylene gly- 
col [MHPG] may correlate with preferential re- 
sponses to one of these agents are valid; then the dose 


should be increased. If the secondary amine antide- 
pressants (table 1) do have a complex, biphasic rela- 
tionship between plasma level and respo ise, their clin- 
ical use without assays may be rather tricKyz nortripty- 
line may be especially difficult to use, as. currently 
recommended maximum dose of 100 mg {da 
ably too low to provide putatively optimum levels 
(table 1) in some patients, and at fixed dosis. of 75, 100, 
or 150 mg/day, 3095-4095 of patients are. pot within the 
optimum range of plasma levels (7). Pus 
The use of blood tricyclic assays as. dabutine meth- 
od to monitor compliance is expensivé’'and poten- 
tially offensive as a routine practice, although unusual 
circumstances for this tactic may exist. The appli- 
cation of such assays to evaluate acute and even sub- 
acute drug toxicity can be important. Aggressive clini- 
cal management of a severe tricyclic 'antidepressant 
overdose now often includes serial blood: devel assays 
in addition to intensive medical and nursing care ina 
specialized detoxification unit with cardiac monitoring 
and resuscitation equipment, although cardiac toxicity 
and presumably toxic cardiac drug levels can persist 
for at least several days after blood levels drop into the 
usually therapeutic range (3). The usefulness of blood 
assay in routine differential evaluations’ of: “suspected 
antidepressant-induced delirium is not ‘established. 
Reliance on the mental status examination, anti- 
cholinergic signs, the response to a small parenteral 
test dose of physostigmine (12), and the benefits of 
temporarily withholding the suspect medication re- 
mains the most useful approach to this common clini- 
cal problem, with blood drug assays serving as a sec- 
ondary or confirmatory measure of unproven value. 
Regarding platelet MAO assays, research work, no- 
tably by Robinson and associates (13); ‘Clearly in- 
dicates that clinical response is most likely, to be satis- 
factory when platelet MAO is inhibited; i by at least 
75%-80% compared with a pretreatment: ‘assay in the 
same patient. This assay is used because most MAO 
inhibitors are ‘‘hit-and-run’’ drugs, the effects of 
which long outlast their presence in detectable levels. 
This method of monitoring MAO inhibitors i is best es- 
tablished for phenelzine (Nardil) (13), but it is not clear 
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that such assays need be used routinely. Their main 
benefit has*been to indicate that traditionally recom- 
mended doses of phenelzine have been too con- 
servative, and that strong inhibition of MAO and maxi- 
mu clinical benefit are not likely unless daily doses 
are raised to 45-75 (or even 90) mg. These encouraging 
results also indicate the need to reappraise the current 
unpopularity of the MAO inhibitors. 


OTHER BIOCHEMICAL MARKERS 


Finally, biochemical markers other than blood drug 
levels have also been suggested as having diagnostic 
value or as helping to predict optimum medical treat- 
ment. These have included platelet MAO activity as a 
possible index of schizophrenia or manic-depressive 
illness (14); erythrocyte to plasma lithium ratios as an 
index of manic-depressive illness or of likelihood of 
clinical responsiveness to lithium treatment (1); and 
urinary or CSF amine metabolites, especially MHPG, 
as an index of primary depressive illness likely to re- 
spond to medical treatment or to a specific antidepres- 
sant (11). Although all of these research approaches 
are extremely interesting from a theoretical point of 
view in suggesting biological differences between 
groups of patients, virtually none of them is suffi- 
ciently well established or clear-cut as to be reducible 
to the everyday clinical management of individual pa- 
tients. 


COMMENT 


Overall, the current interest in the use of pharma- 
cokinetic principles and biochemical assays of drug 
metabolism is potentially extremely important as one 
step in dealing with the limited efficacy and consid- 
erable toxicity of available psychotropic agents, espe- 
cially the antidepressants and lithium salts. Never- 
theless, the uncritical, uninformed, and prematurely 
promiscuous application of such scientific-seeming 
technologies requires restraint lest they become a 
needless expense and a way of avoiding the appli- 
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/ 
cation of traditional skills based on a thoughtful intef- 
pretation of clinical signs and changes in the mental 
and medical status of individual patients. 
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À New Method for Treating “Headaches” 


BY DUANE SHERWIN, M.D., PH.D. 


The author describes a 10-week study designed to gain 
some understanding of how to treat patients who have 
suffered for a long time with headaches that have not 
been alleviated by many attempts at treatment. 
Fourteen patients whose chief complaint was this kind 
of headache were given varying amounts of 
perphenazine and amitriptyline with the direct 
suggestion tnat these drugs would be helpful. This 
treatment appeared successful for 10 of the 14 patients 
at 6-month and 3-year follow-up. | 


PATIENTS WHO HAVE HEADACHES are often seen in 
psychiatric practice. Usually the psychiatrist does not 
do a physical workup but attempts to treat the symp- 
tom. If that is unsuccessful, the physician calls for 
studies to rule out metabolic, degenerative, neoplastic, 
inflammatory, or traumatic conditions. If no organic 
cause is found the patient is told, “Its all in your 
head," and feels abandoned. Very often the patient 
first enters the neurologist's realm, then the psychia- 
trist's, and finally ends up wandering from doctor to 
doctor, usualy receiving large amounts of narcotics 
that do not help. There is a high incidence of suicide 
among headache patients who are not treated success- 
fully (1), due to the isolation they feel secondary to the 
inability to achieve symptom removal. 

To gain some understanding of how to treat patients 
with unsuccessfully treated headache, my colleagues 
and I at the Creighton University Neurology Clinic fol- 
lowed 14 patients who met the following criteria: 1) the 
patient had headaches constantly or a major portion of 
the time (at least 80% cf waking time) for more than 1 
year, 2) the patient had been given a complete physical 
examination, including EEG, lumbar puncture, brain 
scan, anc neurological examination, 3) there had been 
no response to any therapy up to and short of anes- 
thesia, 4) the aeadaches were of an almost delusional 
nature, and 5) the headaches were not precipitated by 
demonstrable external stress. All of the patients stud- 
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ied provided informed consent after the nature of the 
study had been explained. 

Ten of the patients were women and 4 were men. 
They ranged in age from 20 to 50 years. All of the pa- 
tients had seen 6 or more physicians (1 had seen more 
than 25) without relief of the headache pains in the 
year before their admission to the clinic. In all cases 
they fell asleep with their headaches and woke up with 
the same pain. The pain was not localized to any spe- 
cific area of the head. The aim of our treatment was to 
remove the symptom, and we readily became aware 
that we were dealing with two types of symptoms: 
headaches and depression. 


METHOD 


All of the patients were given a complete neurologi- 
cal examination and a medical workup, including a 
complete blood count and differential, a 12-channel 
chemical screen, urinalysis, and chest X ray. There 
were no abnormal findings. The patients were re- 
moved from all medication; we told them that chem- 
ical changes in the body can cause headaches and that 
we would correct the chemical imbalance to make the 
headache go away. We felt that these direct and posi- 
tive instructions would have a placebo benefit, mitigat- 
ing negativistic attitudes that might have been tatro- 
genic. 

The patients were given varying amounts of amitrip- 
tyline and perphenazine with benztropine mesylate as 
needed. The dosage was determined by assessing the 
severity of the patient's depression and ''perceived 
thought disorder.” The dosage of perphenazine was 
raised or lowered according to the amount of suffering 
the patient was showing. The patients who were nearly 
indifferent to their headaches were given more per- 
phenazine than patients who had a greater affective 
orientation toward their pain. Benztropine mesylate (2 
mg) was given to 4 patients after 2 weeks because of 
extrapyramidal side effects. These effects disappeared 
promptly, and we continued to give these patients 
benztropine mesylate until the end of the study. Figure 
| shows the dosages used. 


RESULTS 


Ten of the 14 patients responded well to the drugs 
given. The dosages given to the patients were general- 
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FIGURE 1 


Daily Dosages of Amitriptyline and Perphenazine Given 14 Patients with Headaches 
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42 mg of benztropine mesylate given. 


FIGURE 2 

Mean Zung Depression Scale Scores of 14 Headache Patients 
Before, During, and After Treatment with Amitriptyline and 
Perphenazine 


0246 810 
WEEK OF STUDY FOLLOW-UP 
* According to the Zung depression scale index (2), the raw scores of de- 
pressed outpatients ranged from 40 to 60 (mean, 50) and the raw scores of 
normal control subjects ranged from 20 to 40 (mean, 30). 


60 


On 
e 


B 
© 


RAW SCORES? 
WwW 
o 


NO 
© 


6 months 3 years 


ly within the recommended therapeutic dose range. 
For amitriptyline the range given was 100-200 mg/day, 


for perphenazine it was 8-64 mg/day, and for benztro- , 


pine mesylate it was 2 mg at bedtime if needed. The 

medications were kept constant from the beginning of 
í 
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TABLE 1 l 
Duration of Headaches and Depression After Administration of Ami- 
triptyline and Perphenazine 


Duration of Headaches Duration of Depression 


Patient ': (days) (days) 
] |, i l4 ' 21 
2 . 14 28 
3 4 14 
4 5 2] 
5 21 24.5 
6 7 14 
7 ! 7 21 
8 | 5 17.5 
9 7 21 
10 21 35 
Mean 10.5 21.7 


the study until its termination. The 4 nonresponding 
patients all received relief but did not return for follow- 
up after the first few weeks. | 

Before drug administration, all 10 of the responding 
patients had Zung Self-Rating Depression Scale scores 
(2) that showed them to be clearly depressed. The 
scores of all of these patients returned to normal and 
remained there throughout the study (see figure 2). 
The subjective complaint of headaches disappeared in 
a mean time of 10.5 days, and the mean time that 
elapsed until patients felt better and their depression . 
lifted was 21.7 days (see table 1). Ten patients were 
followed from the beginning of the study in November 
1972 to December 1975. 
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\There were no signs in any of the 10 patients of a 
mood disorder or organic brain syndrome and no aber- 
„tations of thought. All of the patients improved social- 
ly during the study period. The medications used had 
no extreme side effects. 


‘ DISCUSSION 


Whether the symptoms of the patients were real or 
not matters little because we were mainly concerned 
with symptom removal. There were five aspects to our 
treatment program: 1) depression removal, 2) dealing 
with the cognitive aspects of the headache, 3) the anal- 
gesic action of neuroleptic drugs, 4) the potentiating 
effect of perphenazine and amitriptyline in the body, 
and 5) the dyadic-directive medical model approach to 
these headaches, which we felt had maximal placebo 
effect. 

Nearly all of the patients had depression according 
to the Zung dzpression scale. Sternbach (3) noted that 
acute pain is similar in its manifestations and effects to 
anxiety but that chronic pain is similar to depression. 
Patients with chronic pain typically report loss of ap- 
petite, sleep disturbances, decreased libido, inability 
io concentra:e or to take an interest in things, and loss 
of ability to function at work. Signs of pain as depres- 
sive equivalerts are by far the most frequent complaint 
in the medical and psychiatric population; headaches 
are the most frequent complaint (4). 

The patients showed no signs of a direct thought dis- 
order, but at times their symptoms had an element of 
cognitive dysfunction. Questioning theoretically if a 
neuroleptic would help in this state, we combined a 
neuroleptic with a thymoleptic. I want to emphasize, 
however, that our patients did not have a classical cog- 
nitive disorder—only a symptom that had cognitive as- 
pects. The pain decreased before the depression was 
alleviated. Th:s could possibly be due to the more rap- 
id onset of action of neuroleptics and their inhibiting 
effect on membrane. 

According to a European source (5), neuroleptics 
have long been used as analgesics. Usually an anti- 
histamine, a narcotic, and a neuroleptic are combined; 
they have a potentiating effect on each other, and the 
neuroleptic seems to potentiate the effect of the other 
two drugs besides having an analgesic effect itself. I 
suggest that an analgesic be combined with a neurolep- 
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tic rather than prescribed in large doses alone to pre- 
vent tolerance problems of some type of. psycho-or- 
ganic brair. syndrome. 

Many studies have shown clearly that the syner- 
gistic effect of amitriptyline and perphenazine allóws 
for a greeter amount of amitriptyline and/or per- 
phenazine to be present at the receptor site through 
Various mechanisms (6). Both drugs compete for a 
common carrier and thereby allow the other substance 
to be carried freely into the plasma (7). 

The dyadic-directive medical model approach en- 
hances the placebo effect and makes full use of the 
magical power of healing. We saw the patients in this 
study twice weekly and paid a great deal of attention to 
their needs during these times. We also encouraged 
the patients and reinforced the theory of a treatable 
chemical imbalance as the cause of their headaches. 
Many studies have indicated that the interest shown 
by the physician in the patient is an effective therapeu- 
tic tool (8). 


CONCLUSIONS 


We were able to successfully treat 10 of 14 pa- 
tients who had intractable headache symptoms with 
neuroleptic and antidepressant medications. These 
drugs do not produce dependence, they do not give 
people highs or lows, and they do not incapacitate. 
With the myriad patients we see in practice in various 
states of pain I feel this type of medication regimen 
should be investigated further. 
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The Comparative Efficacy of Buspirone and Diazepam in the / 


Treatment of Anxiety 


^ 


BY HAROLD L. GOLDBERG, M.D., AND RICHARD J. FINNERTY, PH.D. 


In this double-blind study, 56 adult psychoneurotic 
outpatients with a primary diagnosis of anxiety 
neurosis were randomly assigned to receive buspirone 
(N —18), diazepam (N —20), or placebo (N —18) over a 
four-week period. A battery of tests administered 
weekly indicated that buspirone, a new agent not 
chemically related to any currently marketed drugs, 
was as effective an antianxiety agent as diazepam and 
produced no more and perhaps fewer side effects. 
Buspirone showed excellent antidepressant effects as 
well. If further studies confirm the authors’ findings 
and determine that buspirone does not result in 
tolerance and addiction, it would be more 
advantageous than the benzodiazepines in the 
treatment of anxiety. 


THE BENZODIAZEPINES have become the single most 
popular group of prescription drugs, and diazepam has 
become the most frequently prescribed drug in the 
United States, with 75% of the prescriptions for it writ- 
ten by nonpsychiatrists. A number of recent articles in 
the scientific as well as the lay press (1) have made 
strong, emotional, and occasionally alarming state- 
ments about diazepam. Moreover, the abuse of diaze- 
pam has been noted and some question exists about 
patients taking this drug for its euphoric effects, as 
well as other patients who take it for its sedative ef- 
fects. The question of overuse seems focused primari- 
ly on its use for minor anxiety states and other trivial 
indications. 

The advantages of diazepam are well known and in- 
clude its safety, suicide-proof qualities, relative lack of 
tolerance, long duration of activity, and minimal inter- 
ference with sleep patterns. However, there is a con- 
tinuing search for safer, more efficacious agents that 
will produce euphoria or sedation and will not be sub- 
ject to abuse. 

Although many psychopharmacological agents have 
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been introduced into the therapy of mental illness, 
there is still a need for new agents. Currently available 
agents do not cover all patients in a given diagnostic 
category; side effects are still frequently encountered, 
particularly since long-term therapy is often required; 
and some patients are not responsive to any of the 
agents currently available. Thus the search continues 
for different substances with a new spectrum of activi- 
ty or with an activity similar to that of current agents 
but with fewer adverse effects. 

Buspirone which has a unique chemical structure 
(see figure 1), has demonstrated a marked psycho- 
pharmacological activity in animal studies. All stan- 
dard animal tests for tranquilizing properties were 
done including measurement of induced hypoactivity, 
ataxia, and pole prod response inhibition (a measure of 
antiaggressive activity) in rhesus monkeys (2). Plotni- 
koff (3) has related the pole response antiaggressive 
activity to clinical efficacy as an axiolytic agent and 
reported that the presence of hypoactivity and/or 
ataxia is correlated with sedation. In the study com- 
paring buspirone with diazepam (4) it was shown that 
buspirone did not produce ataxia and produced only 
minimal hypoactivity while demonstrating marked 
pole response inhibition. However, diazepam pro- 
duced hypoactivity and pronounced ataxia, which 
makes it difficult to separate the antiaggressive activity 
from sedation. In an open study with 10 acute schizo- 
phrenic patients, jt was given in doses as high as 2400 
mg per day and was shown to have weak and short- 
lasting neuroleptic effects (5). 

In an open-dose-range study we conducted prior to 
the current study, it was determined that 30 mg of bus- 
pirone appeared to be the effective dose for the relief 
of anxiety (unpublished data). 

The purpose of the current study was to assess the 
comparative efficacy and safety of buspirone and 
diazepam in the treatment of anxiety. 


METHOD 


We obtained the necessary approval of the human 


. subjects review committee as well as signed informed 


consent from each participant in the study. 

The study population consisted of 56 adult psycho- 
neurotic outpatients with a primary diagnosis of anx- 
iety neurosis and an age range of 20-56 years. The pa- 
tients were seen in private practice settings by mem- 
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FIdURE 1 


- Chemical Structure of Buspirone Hydrochloride? 


" . Pp 
/N £N 
Neue Ne f N 
\ 
No 
28-4-[4-Q-pyr: midiny?)- 1 -piperazinyl]butyl-8-azaspiro[4.5]decane-7,9-dione hy- 
drochloride. 


* HCI 


bers of the Outpatient Psychopharmacology Research 
Group of Boston. Those patients with diagnoses of ill- 
nesses other than anxiety neurosis were excluded. Be- 
cause of the difficulty in finding ‘‘pure’’ cases of anx- 
iety neurosis, a large number of patients diagnosed as 
having mixed anxiety and depression were included in 
the study because anxiety was their major target 
symptom. 

A double-blind parallel group methodology was em- 
ployed. Patients were randomly assigned to receive 
buspirone (N=18), diazepam (N=20), or placebo 
(N=18) over a 4-week period. 

The three medications were prepared in capsules of 
identical appearance; each capsule contained either 5 
mg of buspirone, 5 mg of diazepam, or placebo. The 
starting dose was one capsule twice a day. Depending 
on therapeutic response and side effects, the dose was 
increased 1-2 capsules every 2-3 days, within the 
range of 2-12 capsules per day. The study population 
received no psychotropic medications other than the 
study medications for 7 days before the study and dur- 
ing it. The buspirone patients received an average dose 
of 19.60 mg: the diazepam patients, 18.66 mg; and the 
placebo patients, 21.29 mg. 


Clinical Evaluation 


Each patient gave a detailed medical and psychiatric 
history and underwent a physical examination before 
admission to the study. Excluded from the study were 
patients with a score of Jess than 20 on the Hamilton 
Anxiety Rating Scale, a history of anxiety for less than 
one month, a history of psychosis, alcoholism, or drug 
addiction, or with significant renal, liver, or cardiovas- 
cular disease. A complete blood count, urinalysis, and 
SMA-12 were obtained for all patients at admission to 
and termination of the study. Patients' weight, pulse, 
and blood pressure were determined weekly. The fol- 
lowing scales were used: 

l. The Raskin Depression Scale—a 3-item screen- 
ing scale for severity of depression—administered on 
admission. 

2. The Cov: Anxiety Scale—a 3-item screening 
scale for severity of anxiety —on admission. 

Patients had to have a minimum score of 9 on the 
Covi scale, anc the Raskin depression score had to be 
less than the total score on the Covi scale. 


HAROLD L. GOLDBERG AND RICHARD J. FINNERTY 


3. Physician’s Questionnaire—a scale measuring 
change in overall general psychopathology weekly. 

4. Psychiatric Outpatient Mood Scale—a 65-item 
self-rating adjective checklist —weekly. PL 

5. Symptom Checklist—a 56-item self-rating symp- 
tom scale— weekly. 

6. Hamilton Ánxiety Scale—a 14-item symptom de- 
scription scale— weekly. 

7. Hamilton Depression Scale—a 21-item symptom 
description scale— weekly. 

8. Record of Treatment-Emergent Side Effects. 

9. Finnerty-Goldberg Sleep Evaluation Scale—a 6- 
item scale that evaluates sleeping patterns— weekly 
(unpublished, available from the authors). 

10. Global evaluations by physician and patient 
were performed for all subjects weekly. 


RESULTS 


When demographic variables were analyzed for pre- 
treatment differences, they showed no significant dif- 
ferences in the three test groups. Similarly, patient 
variables showed no significant pretreatment dif- 
ferences except for a trend (p<.09) among the placebo 
patients for response to last drug, indicating that they 
responded better to the prior treatment medication for 
their anxiety. This trend might tend to skew the results 
in favor of placebo. 

At no point in the analysis discussed below could 
buspirone be differentiated from diazepam. All signifi- 
cant differences are for the active components versus 
placebo, as shown by analysis of covariance adjusting 
for pretreatment levels of chi-square analysis. 


Physician's Questionnaire 


There was a significant difference in degree of global 
psychopathclogy favoring the active compounds at the 
end of the study (p«.05). 

The doctors' evaluation of how much the patients 
had changed since the beginning of the study was sig- 
nificant at week 3 (p«.04) through the end point 
(p<.006). 

The patients’ evaluation of the same measure ap- 
proached significance at week 3 (p<.07) and was sig- 
nificant at week 4 (p«.02) and the end point (p<.002). 
Both physicians’ and patients’ global evaluations of 
overall effect at end point were significant (p<.01). 
There was also a trend toward significance (p<.06) for 
the item "Reason for drop out,” with placebo patients 
tending to get worse and, therefore, more likely to 
drop out. 


Hamilton Anxiety Rating Scale 


The 14-item Hamilton Anxiety Rating Scale was an- 
alyzed by items, the five factors, and the total score. 
An analysis of covariance adjusting for covariates 
showed at treatment end point a significant difference 
on all items, the five factors, and the total score (see 
table 1). 
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TABLE 1 
Pre-End Point Mean Scores on the Hamilton Anxiety Scale of 56 
Patients Receiving Buspirone, Diazepam, or Placebo 


~ Adjusted Mean Score 


S 
E. Buspirone Diazepam Placebo 
Category (N = 18) (N=20) (N= 18) ap: 
Item 
Anxious mood 0.93 1.32 2.27 <,001 
Tension 0.93 1.26 2.11 «001 
Fears 0.45 0.61 1.65 «.001 
Insomnia 0.61 0.85 1.95 «001 
Intellectual 0.45 0.70 1.67 <,001 
Depressed mood 0.55 0.91 1.61 «.003 
Somatic (muscular) 0.17 0.58 1.20 <.001 
Somatic (sensory) 0.43 0.58 1.16 <.04 
Cardiovascular 0.31 0.46 1.29 «.003 
Respiratory 0.28 0.50 1.22 <.006 
Gastrointestinal 0.27 0.61 1.05 «.02 
Genitourinary 0.37 0.71 1.23 <.007 
Autonomic 0.37 0.59 1.48 <.001 
Behavior at : 
interview 0.53 0.95 1.69 <.001 
Factor 
Emotional factor 0.64 0.96 1.83 «001 
Somatic factor 1 0.35 0.62 1.32 «001 
Somatic factor 2 0.31 0.57 1.23 <.001 
Anxiety factor 0.80 1.18 2.02 <.001 
Depression factor 0.51 0.76 1.72 <.001 
Total score 6.63 10.64 21.56 <.001 


TABLE 2 
Pre-End Point Mean Scores on the Symptom Checklist of 54 Patients 
Receiving Buspirone, Diazepam, or Placebo 


Adjusted Mean Score 


Buspirone Diazepam Placebo 

Factor (N=17) (N=20) (N=17) p 
Somatic 1.31 1.41 1.88 <.003 
Cognitive 1.45 1.52 1.97 <.02 
Irritable/hostile 1.36 1.42 1.90 « 004 
Depression 1.47 1.51 1.97 <.007 
Fear/anxiety 1.54 1.49 2.10 «.0I 
Hostile 1.41 1.40 2.11 <.001 
Irritable/sensitive 1.31 1.40 1.82 <.009 
Anxiety 1.48 1.50 2.09 <.007 


Hamilton Depression Rating Scale 


The 21-item Hamilton Depression Rating Scale was 
analyzed by items and by total score at end point. An 
analysis of covariance covarying for prescores in- 
dicated significant differences for the items of in- 
somnia, psychic and somatic anxiety, and hypochon- 
driasis, as well as suicidal mood, feelings of guilt, and 
depressed mood. Total scores were also analyzed 
weekly and showed significant differences in favor of 
the active components. 


Psychiatric Outpatient Mood Scale 


The variables examined in this self-report symptom- 
rating scale were total mood disturbance and the 5 fac- 
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tor scores. An analysis of covariance on end point adis 
indicated significant differences for the factors of ten- 
sion-anxiety, depression, and confusion. There was a. 
trend toward significance for the factors of vigor and 
fatigue. The total mood score was significant in favor 
of the active components. 


Symptom Checklist 


The factors on this 56-item self-rating scale were an- 
lyzed at end point. An analysis of covariance indicated 
that all factors were significant in favor of the active 
components (see table 2). 


Finnerty-Goldberg Sleep Scale 


On item 3, “Are you a light, medium, or deep sleep- 
er?" there was a significant difference in response fa- 
voring buspirone over placebo at the third and fourth 
weeks as well as at end point. 


Side Effects 


The only reported side effects of buspirone were 
light-headedness and dizziness. The major side effects 
of diazepam were dry mouth, depression, drowsiness, 
and confusion. The side effects reported for placebo 
were drowsiness, dizziness, tachycardia, dry mouth, 
shakes, and headache. The buspirone patients had side 
effects half as frequently as the diazepam and placebo 
patients. 


DISCUSSION 


This double-blind study indicates that buspirone is 
as effective an antianxiety agent as diazepam. This 
finding is interesting in that buspirone is a new agent 
not chemically related to any other currently marketed 
compounds and introduces a new spectrum of chem- 
ical agents. The fact that buspirone is as efficacious as 
diazepam is striking in view of diazepam being the ref- 
erence antianxiety agent. 

The implication that buspirone's side effects are cer- 
tainly no greater and perhaps considerably less than 
those of diazepam is also of interest. In our study pop- 
ulation buspirone showed excellent antidepressant ef- 
fects as well. The levels of significance were quite high 
on all of the rating scale items and factors pertaining to 
depression. The buspirone group had mean depression 
scale ratings that were 50% lower than those of the 
diazepam group, and the Jatter group scored signifi- 
cantly better than the placebo group. Since diazepam 
has been shown to have antidepressant effects in pa- 
tients with anxiety-related depressive symptoms (6), 
further study with populations of primarily depressed 
patients, using a tricyclic antidepressant as a reference 
drug, seems to be indicated. 

This is the first efficacy study of buspirone against a 
reference drug and much work still remains to be 
done. Although the numerous physical and lab evalua- 
tions in this study did not reveal any significant 
changes over the four-week period, the safety of the 
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drhg needs to be further studied with long term use. 


Further studies to replicate our findings with both 
dtazeparr. and other benzodiazepines are indicated. 

Most imporzantly, further studies are needed to de- 
termine whether buspirone results in tolerance and ad- 
diction; if it does not, it would be far more advanta- 
geous than the benzodiazepines and could be used 
without narcotic schedule restrictions. 

For the past several years we have been studying a 
number of benzodiazepines that were of interest be- 
cause of their long half-life, capacity for use in single 
daily doses, novel effects on certain aspects of anx- 
iety, and so “orth. Yet with buspirone we have a 
unique broad spectrum drug that may be as effective as 
the benzodiazepines without their liabilities. 
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Opiate Addiction and Suicidal Behaviors 


BY JAMES T. MOORE, M.D., LEWIS L. JUDD, M.D., WILLIAM W.K. ZUNG, M.D., 


AND GWENDOLYN R. ALEXANDER 


The authors tested the hypothesis that people addicted 
to opiates manifest more psychopathology in areas 
that have been identified as predictors for high risk of 
suicidal behavior than do normal control subjects. 
They gave 276 patients in a methadone maintenance 
program and 207 normal control subjects the Index of 
Potential Suicide (IPS), a scale designed to assess 
suicidal risk. Using discriminate function analysis, the 
authors found that 87% of 100 of the methadone 
patients and 9826 of 100 of the normal control subjects 
were correctly identified on the basis of the IPS data. 
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IT IS IMPORTANT to determine the nature and extent of 
the psychopathology of people addicted to opiates to 
form a scientific basis for treatment. Fisch and associ- 
ates (1) found that depression was associated with a 
high dropout rate from an outpatient methadone treat- 
ment program. Wieland and Sola (2) studied 196 out- 
patients participating in a methadone maintenance 
program and found them to be significantly more de- 
pressed than a normal population but less depressed 
than hospitalized psychiatric patients according to the 
Zung Self-Rating Depression Scale and the Beck De- 
pression Inventory. Woody and associates (3) con- 
ducted a double-blind study of 35 mildly depressed pa- 
tients in an outpatient methadone maintenance pro- 
gram and found that depressed patients who received 
doxepin improved significantly more than control sub- 
jects. Depression was measured by the Beck Depres- 
sion Inventory, the Zung Self-Rating Depression 
Scale, and the Hamilton Depression Rating Scale. Lit- 
man and associates (4) cited depression as a sub- 
stantial element in addiction and also noted a dramatic 
increase in the number of people addicted to heroin 
who used the services of the Los Angeles Suicide Pre- 
vention Center in 1970. Suicidal behavior is part of the 
clinical picture of depression, and it has been sug- 
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gested (5) that drug addiction may constitute an equiv- 
alent of suicidal behaviors 

The purpose of this study was to test the hypothesis 
that people addicted to opiates manifest more psycho- 
pathology in areas that have been identified as predic- 
tors for high risk of suicidal behavior than do normal 
control subjects. 


METHOD 


The subjects in this study were the patient popu- 
lation of an urban methadone maintenance program 
(N=278). Most of the patients in the program were 
self-referred, all had documented proof of at least 2 
years of addiction, all were over 18 years of age, and 
all had experienced two treatment failures before en- 
rollment in the methadone maintenance program. All 
of the patients enrolled in the program were tested as 
part of an intake assessment. 

We used the Index of Potential Suicide (IPS) (6) to 
predict the risk of suicide. This rating scale was de- 
signed after a review of several other suicide scales. 
The 48 clinical items of the IPS measure depression, 
anxiety, alcoholism, current health, emotional status, 
guilt, and self-control. 

The first 20 items of the IPS measure depression; 
these items were taken from a validated scale that has 
been used in a number of clinical studies (7, 8). Anx- 
lety is measured by 5 items derived from a tested scale 
(9). Alcoholism is measured by 2 items that are similar 
to questions that have been found helpful in a clinical 
setting (10). Five items assess general physical health, 
6 items measure emotional status and resources, 3 
items evaluate guilt, 3 measure aggression and self- 
control, and 4 items assess suicidal behavior. 

The subjects were instructed to rate how each of the 
clinical items applied to him or her from ‘‘none” to 
“all of the time.” An arbitrary time period of the pre- 
ceding week was used as reference period. 

The clinical IPS scores of the methadone patients 
were compared with those collected from a population 
of 207 normal control subjects in an earlier study (11). 
We applied a two-tailed t test to our data and accepted 
a p value of .05 as statistically significant. We used 
discriminate function analysis to test the hypothesis 
that the clinical items measured by the IPS can distin- 
guish methadone patients from normal control sub- 
jects. 

There were 278 subjects in the methadone patient 
group and 207 subjects in the normal control group. 
One hundred eighty of the patients (64.7%) were men 
and 95 (34.2%) were women. In the control group 
there were 63 men (30.4%) and 143 women (69.1%). 
The mean age of the patients was 29.2 (range, 20-58), 
and the mean age of the control subjects was 34.4 
(range, 20-58). The sex of 3 methadone patients and ! 
normal control subject was unknown. 

On the basis of the Hollingshead criteria, 1196 of the 
control subjects were in socioeconomic class I, 27% 
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were in class IH, 43% were in class III, 18% were fn 


class IV, and 1% were in class V. The methadone pa- 
tients generally represented lower classes. Eighty-five 
percent of the methadone patients were unemployed’ 
or sporadically employed, 38% were nonwhite, and 
25% had criminal records. 

We also had data regarding a history of a suicide 
attempt for 134 of the control subjects. Twenty-two of 
these subjects had a history of a suicide attempt and 
112 did not. 


RESULTS 


The IPS scores of the 278 methadone patients were 
significantly higher than those of the 207 control sub- 
jects, indicating more psychopathology in the areas of 
depression, anxiety, alcoholism, current health, emo- 
tional support, and self-control (see table 1). In the 
area of guilt, however, the two groups did not differ 
significantly. 

If similar factors contribute to drug addiction and 
suicidal behavior, the greatest differences in clinical 
risk factors would be between methadone patients and 
normal control subjects with no historv of suicidal be- 
havior. We expected some similarity between meth- 
adone patients and normal control subjects who had 
attempted suicide. To test these assumptions, we com- 
pared the 278 methadone patients with the 112 normal 
control subjects who had no history of a suicide at- 
tempt and with the 22 normal control subjects who had 
such a history. The methadone patients differed signif- 
icantly from the normal control subjects with no his- 
tory of a suicide attempt on all of the clinical variables 
we measured; these normal control subjects had lower 
scores (see table 1). | 

The normal control subjects who had a history of a 
suicide attempt differed significantly from the meth- 
adone patients on the clinical variables measuring de- 
pression and emotional status: the normal control sub- 
jects had lower scores (see table 1). However, these 
two groups could not be distinguished on the clinical 
variables of anxiety, alcoholism, current health, guilt, 
and self-control. 

A discriminate function analysis was performed to 
test the hypothesis that the IPS can distinguish meth- 
adone patients and normal control subjects. Beta 
weights were determined for each of the 48 IPS items 
using data from 100 methadone patients and 100 nor- 
mal control subjects. Beta weights derived in this man- 
ner correctly identified 87% of the methadone patients 
and 98% of the normal control subjects. The remaining 
subiects (178 methadone patients and 107 normal con- 
trol subjects) were then classified according to IPS 
scores and the beta weights derived from the first data 
analysis. Eighty-three percent of the normal control 
subjects and 7796 of the methadone patients were 
placed in the correct category. Chi-square analysis 
showed this separation to be significant (p<.05). This 
demonstrates that the IPS variables that measure high 
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TABLE 1 
Index of Potential Suicide (IPS) Mean Scores? for Methadone Pa- 
tients, Control Subjects with No History of a Suicide Attempt, Con- 
trol Subjects witk a History of a Suicide Attempt, and All Control 
Subjects 


Control Subjects 
Methadone No Suicide Suicide 





Patients Attempt? Attempt® Total! 
IPS Category (N =278) (N=112) (N=22) (N=207) 
Depression 28.7 14.8 23.7 17.0 
Anxiety 5.6 2.8 5.4 3.7 
Alcoholism 0.6 0.2 0.1 0.1 
Current health 4.7 2.0 5.4 2.7 
Emotional status 7.4 2.9 5.3 3.6 
Guilt 2-5 1.6 3.2 2.1 
Self-control 1.9 1.3 1.7 1.4 


*A higher score indicates more psychopathology. 

"The difference between this group of subjects and the methadone patients 
was Significant in all of the clinical categories. 

‘The difference between this group of subjects and the methadone patients 
was significant only tn the categories of depression and emotional status. 
“The difference between this group of subjects and the methadone patients 
was significant in all categories except guilt. 


risk for suicidal behavior can in fact be used to distin- 
guish methadone patients from normal control sub- 
jects. 


DISCUSSION 


We found that methadone patients and normal con- 
trol subjects differed significantly in the IPS clinical 
categories of depression, anxiety, alcoholism, current 
health, emotional status, and self-control: the meth- 
adone patients reported more psychopathology. The 
generally lower socioeconomic status of the meth- 
adone patients may have contributed to their greater 
psychopathology. The IPS category of guilt did not 
distinguish methadone patients from normal control 
subjects. 

When methadone patients were compared with nor- 
mal control subjects who reported no history of a sui- 
cide attempt, we found that the two groups differed 
significantly on all of the IPS variables, but only the 
IPS variables of depression and emotional status sig- 
nificantly distinguished methadone patients and nor- 
mal control sudjects who had a history of a suicide at- 
tempt. In other words, the normal control subjects 
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with a history of a suicide attempt looked considerably 
more like the methadone patients than did«the normal 
control subjects with no history of a suicide attempt. 

Using discriminate function analysis, 8726 of meth- 
adone patients and 98% of normal control subjeefs 
were correctly identified on the basis of IPS dafa. Ap- 
plying the beta weights derived from this analysis to a 
second group, 77% of methadone patients and 83% of 
normal control subjects were correctly identified 
(p«.05). This indicates that the IPS is of value in dis- 
tinguishing these two groups. 

Although these data do not prove that suicidal be- 
havior and opiate addiction have the same etiology, 
they do suggest that similar risk factors are operative 
in overt suicidal behavior and opiate addiction. 
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Implicit Preadmission Screening Criteria in an Alcoholism 


Treatment Program 


— 


BY MICHAEL R. O'LEARY, PH.D., MATTHEW L. SPELTZ, M.A., DENNIS M. DONOVAN, M.A., 


AND R. DALE WALKER, M.D. 


The fact that alcoholism programs are biased in terms 
of the kind of patients admitted to treatment is well 
recognized. The authors examined the possible bias of 
preadmission screening procedures in ar alcoholism 
treatment program and investigated some of the 
criteria used by staff clinicians in determining an 
applicant's acceptability for treatment. They found 
that accepted and rejected applicants had highly 
similar characteristics, differing only in age (accepted 
applicants were slightly younger than those rejected) 
and source of referral. The overall findings suggest 
that clinicians implicitly evaluate problem drinkers 
along dimensions related to their perceived 
"treatability'' in a given therapeutic setting. 


A PRIMARY CONCERN in all areas of clinical research is 
the extent to which selected samples of subjects are 
representative of the “‘parent’’ population of individ- 
uals manifesting the problem behavior under investiga- 
tion. The generalizability of research findings is se- 
verely compromised if such findings are based on sub- 
ject samples that differ substantially from the 
population they ostensibly represent. Alcoholism re- 
search has often been criticized (1, 2) for its relative 
lack of attention to variables that systematically bias 
samples of alcoholic patients in treatment outcome 
studies. One important sample selection variable is the 
acceptance or rejection of applicants to alcoholism 
treatment programs by staff clinicians during pre- 
admission screening procedures. Due to staff and 
space limitations, many alcoholism treatment pro- 
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grams conducting outcome research accept only about 
half the number of individuals who request treatment 
services (2, 3). An important question is, Do problem 
drinkers accepted for treatment differ markedly from 
those rejected? 

Treatment applicants may be rejected for failing to 
meet the standard admission criteria adopted by many 
alcohol programs, such as absence of an organic brain 
syndrome or absence of a severe physical illness. 
Beyond these standard requirements are more subtle 
and implicit criteria that are developed informally by 
clinicians in their screening of prospective patients. 
These may include, for example, judgments of ''poor"' 
motivation and inability to fit in with the treatment 
program. Despite the enormous potential of these im- 
plicit criteria to produce biased samples of problem 
drinkers in treatment outcome research, there have 
been few attempts to document the influence and na- 
ture cf such variables in the early screening activities 
of clinicians in alcoholism treatment programs. Ac- 
cordingly, we investigated the influence of pre- 
admission screening decisions on the demographic 
characteristics of accepted and rejected applicants to 
an alcoholism treatment program and explored some 
of the implicit clinician evaluations contributing to 
these decisions. 


METHOD 
Subjects 


The subjects were 156 consecutive male patients 
who agreed to participate in a preadmission screen- 
ing interview for the Alcoholism Treatment Program 
at the Seattle Veterans Administration Medical Cen- 
ter. Applicants for treatment were not included in 
the study if they manifested gross evidence of severe 
thought disorder, psychosis, organic brain syndrome, 
or an incapacitating physical iliness. Applicants had a 
mean age of 46.21 (SD- 11.56) and a mean number of 
years of education of 11.70 (SD=3.05). They were in- 
terviewed by one of six members of a multidisciplinary 
treatment team that included a psychiatrist, a clinical 
psychologist, a vocational rehabilitation specialist, a 
social worker, and two alcoholism counselors. These 
clinicians had a mean of 6.21 years (SD=4.06) of expe- 
rience in the mental health professions. 
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Appliccnt Measures 


. Age, educational level, current job status, and social 
‘position were'the primary demographic variables sur- 
veyed. Additional dichotomous measures were taken 
of each applicant's job history (regular or irregular em- 
ployment), marital relationship (stable or unstable), 
source of referral for treatment (court referred or not 
court referred), presence or absence of previous alco- 
holism treatment, and Veterans Administration eligi- 
bility status (service-connected or not service-con- 
nected illness). 


Clinician Measures 


We chose the Interpersonal Judgment Scale (IJS) (4) 
to provide a measure of implicit clinician evaluations 
of treatment applicants. The IJS consists of six sub- 
scales, each of which deals with a specific dimension 
of personal evaluation or attractiveness (intelligence, 
knowledge of current events. morality, adjustment, 
personal feelings of likability, and working together in 
a group). Each of the subscales contains a seven-point 
rating scale that describes varying magnitudes of the 
measured dimension (e.g., ‘‘This person impresses me 
as extremely moral’ to ‘This person impresses me as 
extremely immoral’). The IJS yields six scores repre- 
senting each dimension and a seventh, ''total attrac- 
tiveness’’ score, derived by averaging the scores from 
the likability and working together in a group scales. 


Procedure 


Individuals indicating interest in the alcoholism 
treatment program were asked to attend an hour-long 
orientat.on meeting in which the program's therapeu- 
tic regimen (i.e., an inpatient program focused on 
training in interpersonal skills and small group thera- 
py) was described. After this meeting, prospective pa- 
tients were interviewed individually by one of the 
treatment staff. Demographic data for each applicant 
were collected at this time. Immediately following the 
Interview, statf members were asked to complete the 
IJS and indicate their decision regarding the appli- 
cant's admission to treatment. In the instructions giv- 
en to staff members the IJS was characterized as a pro- 
cedure -or assessing applicant characteristics rather 
than as an attempt to explicate the staff's subjective 
evaluations of applicants. 


RESULTS 


Of the 156 applicants participating in the screening 
interview, 79 (50.64%) were accepted for treatment, 
and 77 (49.36%) were rejected. Differences in the de- 
mographic characteristics of accepted and rejected ap- 
plicants were evaluated by means of two-tailed t tests 
for the variables of age, education, social position, and 
job status (5). The means, standard deviations, and t 
test results for the accepted and rejected groups on 
these variables are shown in table 1. In addition to this 
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TABLE 1 

Means, Standard Deviations, and*t Test Results on* Demographic 
Measures for Accepted (N=79) and Rejected (N=77) Alcoholism 
Treatment Applicants 


— 
Accepted _ Rejected 225 
Characteristic Mean SD Mean SD t? 
Age (years) 43.61] 11.84 48.82 11.29  -2.81^ 
Education (years) 11.49 2.85 11.92 3.28 —0.83 
Education status* 4.44 1.38 4.48 1.72 —0.15 
Employment status? 317 1.35 4.49 1.43 0.99 
Social position* 52.59 13.37 49.83 16.51 1.15 


*df=154, two-tailed t test. 
"p.01. 
*According to Hollingshead (5). 


TABLE 2 

Mean Percents and Chi-Square Values for Accepted (N—79) and 
Rejected (N=77) Alcoholism Treatment Applicants with Given Demo- 
graphic Characteristics 


Chi- 


Characteristic = Accepted Rejected Square? 


Past job stability 


Regular employment 52.1 47.9 0.03 
Irregular employment 49.4 50.6 
Marital support 
Stable relationship 52.6 47.4 0.04 
Unstable relationship 49.5 50.5 l 
V A eligibility status 
Service-connected illness 37.9 62.1 2.28 
Illness not service connected 56.1 43.9 i 
Previous alcoholism treatment 
Yes 48.0 52.0 
No 51.8 48.2 Hub 
Referral source 
Court referred 72.0 28.0 4 46^ 
Not court referred 46.6 53.4 à 


adf— 1. 
bp«.05. 


analysis, two-by-two chi-square analyses of other ap- 
plicant characteristics were conducted; the results of 
these are shown in table 2. 

Results of the t test comparisons indicate that ac- 
cepted and rejected applicants differed little in the de- 
mographic variables surveyed. Although accepted ap- 
plicants were significantly younger than those rejected 
(mean of 43.6] versus 48.82 years), the accepted and 
rejected groups did not differ significantly in educa- 
tion, social position, or current job status. Our impres- 
sion of demographic similarity between accepted and 
rejected applicants is corroborated by the chi-square 
analyses. The comparison groups differed only with 
respect to the source of referral: the accepted group 
had a significantly higher percentage of court-referred 
individuals (72%) than the rejected group (28%) (see 
table 2). 

Two-tailed t tests were also used to compare the six 
staff members' IJS subscale ratings of rejected and ac- 
cepted applicants. Two other staff member variables 
were included in this analysis: years of experience in 
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TABLE 3 
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Interpersonal Judgment Scale (IJS) Scores and Experience of 6 Clinicians Evaluating Accepted (N=79) and Rejected (N=77) Alcoholism 


Treatment Applicants 








"e Accepted Rejected u 
Cliniciai Measure — OġăOO Mean SD Mean SD NS. 
Interpersonal Judgment Scale ratings 
Intelligence 4.11 0.75 3.84 0.89 2.04 
Knowledge of current events 3.92 0.64 3.74 0.9] 1.46 
Morality 4.19 0.61 4.10 0.60 0.90 
Adjustment 2.68 0.71 2.92 0.84 1.52 
Personal feelings of likability 4.51 0.79 4.05 0.78 2.31> 
Working together in a group 4.23 0.72 3.79 0.85 3.78* 
Total attractiveness 8.54 1.40 7.78 1.43 3.37* 
Clinician's experience 
Experience in mental health (years) 5:25 3.59 7.18 5.06 —2.74* 
Experience in alcohol treatment 
center (months) 45.11 14.41 18.45 13.44 -—1.50 
8df— 154, two-tailed t test. 
*p«.05. 
*p<.01. 


the mental health profession and months of experience 
in the alcoholism treatment program. The means, stan- 
dard deviations, and t test scores on these variables for 
accepted or rejected applicants are shown in table 3. 

Results of these analyses indicate that staff ratings 
differed significantly for accepted and rejected appli- 
cants on three of the IJS subscales (intelligence, lik- 
ability, and working together in a group). On all three 
subscales, accepted applicants were rated in a signifi- 
cantly more positive direction than rejected appli- 
cants. A significant difference was also found in the 
number of years of mental health experience of staff 
members accepting applicants (5.25 years) versus 
those who rejected applicants (7.18 years). 

In order to tentatively explore the relationship be- 
tween level of professional experience and pre- 
admission evaluations of problem drinkers, the six 
staff clinicians were divided into three groups of two 
each on the basis of their years of professional experi- 
ence: 'low' (0-3 years of experience), "'inter- 
mediate’’ (4-6 years of experience), and "high" (7 or 
more years of experience). The IJS ratings of appli- 
cants were then evaluated by one-way analyses of var- 
iance as a function of clinician experience level. The 
overall F test showed a significant (p<.05) difference 
for three of the IJS subscales (morality, adjustment, 
and likability). Multiple comparisons of individual 
treatment means using Duncan's Multiple Range Test 
indicated that more experienced staff clinicians rated 
applicants as significantly (p<.01) less immoral, ad- 
justed, and likable than clinicians with fewer years of 
experience. 

We conducted a stepwise multivariate discriminant 
functions analysis (6) to determine measures that in 
combination best differentiated accepted and rejected 
applicants. Variables entered into this analysis includ- 
ed those which differed significantly (p«.05) in the t 
test analyses of accepted and rejected groups (age, re- 
ferral source, years of staff experience, IJS ratings of 
intelligence, likability, and working together in a 
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group) as well as the index of social position. Of these 
seven variables, four were found to maximally dis- 
criminate between the accepted and rejected groups: 
ability to work with an applicant in a group (p<.001), 
years of staff member experience (p<.01), age of appli- 
cant (p<.05), and applicant referral source (p«.05). 


DISCUSSION 


The overall similarity between the groups of accept- 
ed and rejected treatment applicants in our sample is 
striking. Rejected and accepted applicants did not dif- 
fer significantly in terms of their education, social posi- 
tion, marital stability, employment status, or history of 
alcoholism treatment. Age and referral source vari- 
ables reliably differentiated the two applicant groups. 
Although these differences in age and referral patterns 
do not constitute marked sampling bias. both variables 
could potentially influence treatment outcome and lim- 
it somewhat the generalizability of our findings. The 
drinking behaviors of younger patients may be more 
changeable than those of older patients with longer 
histories of alcohol abuse. Court-referred applicants in 
particular may represent a distinct population of alco- 
holics who respond in unique ways to treatment serv- 
ices. In our setting, court-referred patients are general- 
ly regarded by staff as less ‘‘motivated’’ than self-re- 
ferred patients but more likely to comply with 
posttreatment recommendations, which are backed by 
explicit legal contingencies. Further research is 
needed to document the interaction of referral source 
and particular therapeutic strategies with alcoholic pa- 
tients. 

The IJS ratings of treatment applicants provide a 
basis for identifying some of the ‘‘implicit’’ criteria 
used by clinical staff in their initial evaluations of prob- 
lem drinkers. In this regard, three evaluatory dimen- 
sions emerge as most important: general likability of a 
treatment applicant, his perceived intelligence, and his 
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estimated ability to work well within a group situation. 
This finding, based on a single screening interview, is 
. remarkably consistent with earlier research (3), which 
found that similar rating dimensions were predictive of 
clinical decisions regarding inpatients following an ex- 
haustive two-week evaluation period in an alcoholism 
treatment ward. - 

It is important to note that at least two of the three 
clinician rating dimensions discriminating accepted 
and rejected applicants (intelligence and ability to 
work in a group) are closely related to characteristics 
that facilitate patients’ engagement in the type of ther- 
apeutic regimen offered in our alcoholism treatment 
program. That is, our program focuses on behavior 
changes brought about primarily through verbal ex- 
changes and negotiations within the context of many 
peer group situations. It appears that staff members 
implicitly evaluated problem drinkers along dimen- 
sions related to their perceived “‘treatability’’ in our 
therapeutic context. Wills (7) reported evidence for an 
implicit treatability criterion in clinical screening pro- 
cedures; this may account for Pattison and associates’ 
finding that alcohol treatment populations are notably 
congruent w:th the philosophies and methods of the 
treatment facility to which they are admitted (8). 

The finding that screening evaluations were mediat- 
ed by the amount of professional experience of clini- 
cians is limited by the very small number of clinicians 
employed in the present investigation. Nevertheless, it 
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is noteworthy that the more experienced clinicians 
tended to rate treatment afplicants as móre ''malad- 
justed’’ and "'unlikable"" than their less experienced 
colleagues. Work is currently under way in our setting 
to explore this area further using larger samples dnd 
clinicians with differing professional backgrounds and 
varying levels of experience. 
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This study compares the psychiatric, neurological, 
and psychoeducational status of sexually assaultive 
male juveniles and other violent juveniles. The authors 
found that juvenile sexual assaulters suffered from 
neuropsychiatric problems similar to those of other 
violent juveniles, had committed violent acts other 
than sexual assault, and had had seriously aberrant 
behavior since early childhood. The findings 
contradict prevailing assumptions that sexual assaults 
by juveniles are rare occurrences and that juvenile sex 
offenders have low rates of recidivism. Theoretical 
and treatment implications are discussed. 


THE PURPOSE of this study was to determine whether 
violent juvenile sexual assaulters differed psychiatri- 
cally, neurologically, or psychoeducationally from 
other violent juveniles who had not committed sexual 
offenses. In a previous study (1), we reported that es- 
pecially violent incarcerated male delinquents demon- 
strated significantly more neurological and psychiatric 
signs and symptoms of impairment than did their less 
aggressive peers. They were also more likely to have 
been severely abused by family members and to have 
witnessed violence. 

It is commonly assumed that sexual assaulters are 
distinct from other violent individuals. Our clinical ob- 
servations in the course of evaluating incarcerated vio- 
lent juveniles led us to wonder whether identifiable 
neuropsychiatric or experiential factors could be dis- 
covered that distinguished the sexually violent young 
offender from other violent juveniles who had never 
committed sexual assault. We therefore decided to 
compare sexually assaultive juvenile males with vio- 
lent nonsexually assaultive males. 
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METHOD 


For the purposes of this study, we used the legal 
designation for sexual assault, 1.e., having been found 
guilty of the act of sexual assault by a juvenile court, 
sentenced to a correctional school, and placed by 
judges or school administrators in secure custody be- 
cause of the nature of the acts committed. Examples of 
sexual assault are rape, attempted rape, and forcible 
sodomy. Acts such as exposure of genitalia, sexual ac- 
tivity by mutual consent, or fondling were not included 
as sexual assault. 


Sample 


Our sample of juvenile sexual offenders consisted of 
all of the boys committed to a secure unit for violent 
offenders over an 18-month period who had been 
found guilty of any form of sexual assault (N=17). Of 
these boys, 8 were incarcerated for rape or attempted 
rape of a female, 2 for beating up women and also forc- 
ing or attempting to force anal intercourse on younger 
males, and 7 for other forms of sexual assault on fe- 
males, such as grabbing at women’s breasts and/or 
buttocks, knocking them to the pavement, beating 
them, but not robbing them or actually forcing penile 
penetration. Ten of the 17 boys had committed 2 or 
more sexual offenses. Victims ranged in age from 4 
years to over 60 years. 

Tha: this sample was composed of extremely violent 
sexually assaultive youngsters rather than merely 
teenagers caught experimenting sexually is evidenced 
by the extraordinary brutality of many of their acts. 
For example, one boy who sexually assaulted several 
girls at his school also stomped on and stabbed a woman, 
who almost died from these injuries. Seven boys bru- 
tally beat their victims, four committed their assaults 
at knifepoint, and one attempted to hang his unwilling 
victim. 

Our comparison sample consisted of 61 boys who 
had been incarcerated on the secure unit during the 
same period of time for committing seriously violent 
acts other than sexual assault (e.g., murder, assault 
with a weapon, armed robbery, arson). All of these 
boys had committed more than one serious offense 
that endangered the lives of others. ! 

The average age of children in both groups was 15 
years. 
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Diagnostic Criteria 


The children in the study were evaluated by a child 
psych:atrist and a neurologist who had additional 
trainirg in child neurology. We have described the 
psychiatric (2, 3) and the neurological (1) evaluation 
elsewhere. Whenever possible, both children and par- 
ents were interviewed and all previous clinical and ju- 
dicial records were reviewed. Because there is little 
agreement zmong clinicians regarding definite diag- 
noses such as schizophrenia, psychomotor epilepsy. 
and even minimal brain dysfunction (particularly in 
adolescents), we chose to record findings in terms of 
signs and symptoms. We will review briefly the criteria 
for the presence or absence of particular psychiatric 
symptomatology, neurological impairment, and abuse. 

Auditory or visual hallucinations or paranoid delu- 
sions were considered to be significant if children re- 
ported such experiences and acted in response to them 
or were clearly troubled by them. For instance, many 
children reported hearing their mothers calling their 
names; this was not considered abnormal unless it was 
associated with panic, an attempt to leave the room in 
which the vcice was heard, or search for the source of 
the voice, such as looking under the pillow or bed or 
out in the hallway or courtyard. 

Dep-ession was considered to be significant if the 
children fel: sad, said they had crying spells, and re- 
ported vegetative symptoms. Sadness alone was not 
considered to be an adequate basis for diagnosing de- 
pressicn. | 

In the course of both the psychiatric and neurologi- 
cal evaluations, the presence or absence of paranoid 
ideation was assessed. It took much experience to as- 
certain, as fzr as possible, the difference between ap- 
propriate, adaptive wariness and inordinate suspi- 
ciousness. Paranoid symptomatology was felt definite- 
ly to be present if children had mistakenly believed 
that someone was going to hurt them and could pro- 
vide severa. examples of this, or if they admitted to 
constantly feeling the need to carry weapons such as 
guns aad metal pipes for their own protection in the 
absence of identifiable dangers. Unusual suspicious- 
ness manifested during the interview was not consid- 
ered an indication of paranoid symptomatology unless 
it was associated with the kinds of pervasive delusion- 
al beliefs anc behaviors already mentioned. 

Whenever possible, a sleep EEG was performed, 
and results of previous EEGs were obtained. Evidence 
of major neurological abnormality was defined as a 
documented history of grand mal epilepsy, a grossly 
abnormal electroencephalogram (e.g., spiking, focal 
abnormalities), positive Babinski sign, or head circum- 
ference that was plus or minus two standard deviations 
from the mean for the child's age. Evidence of minor 
neurological abnormality was defined as inability to 
skip, choreiform movements, abnormal reflexes, ab- 
normalities in coordination, and mixed dominance of 
hands and fest. 

Psychological tests, including the WISC, Bender- 
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Gestalt, and Rorschach tests, were administered by a 
developmental child psychologist except in cases in 
which extensive recent psychological testing had been 
performed or if the child had been transferred else- 
where prior to testing. When two different test results 
were available, we used the most recent and complete. 
Educational assessments were performed by a learn- 
ing disabilities specialist. Reading ability was mea- 
sured by the Woodcock Reading Mastery Tests and 
arithmetic ability by the KeyMath Diagnostic Arith- 
metic Test. 

Both the psychiatrist and the neurologist tried to as- 
certain whether the child had been a victim of abuse or 
had witnessed extreme violence. A child was consid- 
ered to have been abused by his parents or guardians if 
he had been punched, beaten with a stick, board, pipe, 
or belt buckle, or beaten with a belt or switch other 
than on the buttocks. He was also considered to have 
been abused if he had been deliberately cut, burned, or 
thrown downstairs or across a room. A child was con- 
sidered not to have been abused if he had been struck 
only with an open hand or beaten on the buttocks 
only with the leather part of a belt or a switch. 


FINDINGS 


Interviews with children and parents and review of 
clinical and judicial records disclosed that sexually as- 
saultive children had been behaving in a variety of vio- 
lently antisocial ways since early childhood. Violence 
in general rather than specifically sexual aggression 
characterized their childhood. For example, one child 
who subsequently became a sexual assaulter stabbed a 
girl when he was 5 years old, one choked a bird at age 
2 and threw a puppy out the window at age 5, one at- 
tacked children and teachers with bats and knives 
starting at age 6, and another burned his bed and in- 
jured his siblings at age 4. All the sexual assaulters had 
histories of threatening family, friends, and teachers 
throughout childhood and were continuously in fights 
with peers and adults. All but 1 had records of juvenile 
offenses other than sexual offenses prior to the rape or 
other sexual act for which they were incarcerated. The 
only child who had not been in court prior to his sexual 
offense had burned down the house, set fire to another, 
and stabbed a child in his kindergarten class, but be- 
cause of his youthful status, he had been hospitalized 
rather than sent to court. In short, their behaviors 
throughout childhood and adolescence closely resem- 
bled the histories of the violent nonsexually assaultive 
boys. Like the other violent boys, the average age at 
which deviance was first documented was 6 years. In 
fact, sexual assaulters were slightly younger than oth- 
er violent delinquents when first known to juvenile 
court (139.00 and 147.48 months, respectively, 
t=1.341, p.184). When we compared psychiatric, 
neurological, psychological, and educational factors, 
we found no outstanding differences between the two 
groups; that is, the prevalence of psychotic symptoms, 
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major neurological abnormalities, minor neurological 
impairment, and learning disabilities was approximate- 
ly equal in both groups. Strikingly similar was the 
prevalence of depressive symptoms for sex assaulters 
and violent juveniles (75.0% and 63.0%, respectively), 
auditory hallucinations (46.7% and 41.2%, respective- 
ly), olfactory and/or gustatory hallucinations (18.8% 
and 13.8%, respectively), paranoid symptoms (73.3% 
and 82.7%, respectively), loose, rambling, illogical 
thought processes (70.0% and 57.9%, respectively), 
and grossly abnormal EEGs or grand mal seizures 
(23.5% and 31.3%, respectively). 

Full scale, verbal scores, and performance scores on 
the WISC (R) did not indicate significant differences in 
intelligence. Both groups functioned far below their 
reading grade expectancies, sexual assaulters per- 
forming even less well than other violent juveniles 
(5.59 and 3.95 years below grade level, respectively, 
t=1.859, p=.070). It should be noted that, although 
differences in scores on the WISC were not significant, 
sexually assaultive juveniles scored consistently 
slightly lower in all areas. 

Physical abuse was also equally prevalent in sexual 
assaulters and violent juveniles (76.5% and 75.5%, re- 
spectively): 46.2% of the sexual assaulters had been 
abused by their mothers compared with 42.9% of vio- 
lent juveniles, and 58.3% of the sexual assaulters had 
been abused by their fathers compared with 54.8% of 
the violent juveniles. Sexual assaulters were as likely 
as other violent juveniles to have witnessed extreme 
violence (78.6% and 78.6%, respectively). Violent acts 
against mothers were witnessed frequently by both 
samples. ; 


DISCUSSION 


Our findings contradict the prevailing assumptions 
that sexual assaults by juveniles are rare occurrences 
(4) and that juvenile sex offenders have a lower rate of 
recidivism than other delinquents (5). Such reassuring 
statements as, ''Male juvenile sex delinquency is self- 
curing’ (6, p. 168); “Male sex delinquents very seldom 
return to the court’ (6, p. v); and, '* A grave outlook 
from the standpoint of future criminal sexuality is not 
offered'' (7, p. 751) are called into question because of 
the long-standing, recurrent, seriously violent behav- 
iors of our sample of juvenile sex offenders. That our 
findings are at variance with the literature cited may be 
explained, at least in part, by the fact that ours was a 
study of incarcerated children, whereas other studies 
of childhood sexual deviance have tended to focus on 
sexually delinquent children in general and therefore 
presumably have included a greater proportion of less 
violent children. Nevertheless, the fact that 21.8% of 
the violent incarcerated juveniles whom we studied 
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had committed sexual offenses before age 16 suggests 
that this group of children is larger than has previously 
been appreciated. . . 

The assumption that sexually assaultive offenders 
differ neuropsychiatrically from other kinds of violent 
offenders, which has led to the establishment of specif- 
ic programs for sex offenders (8-10), must also be 
questioned in the light of our data. The sexually as- 
saultive children we evaluated, like their violent, non- 
sexually assaultive peers, were found to suffer from 
similar kinds of identifiable psychiatric and neurologi- 
cal disorders. Hallucinations, paranoid ideation, and 
major and minor neurological impairment were simi- 
larly prevalent in sexually assaultive juveniles and oth- 
er violent juveniles. 

The fact that Juvenile sexual assaulters have also 
commiited extraordinarily violent nonsexual acts calls 
into question the psychoanalvtic distinction made be- 
tween the sexual and aggressive drives (11). The im- 
portance of the hypothalamus and the limbic system as 
a whole in appetitive and/or instinctual behaviors has 
been well documented (12). Our finding that sexually 
assaultive juveniles and nonsexually assaultive violent 
juveniles have similar kinds of neurological dysfunc- 
tion, including olfactory and gustatory hallucinations, 
lends greater credence to the hypothesis that violence 
of any kind and sexual violence per se may reflect sim- 
ilar underlying etiologic vulnerabilities. 


REFERENCES 


I. Lewis DO, Shanok SS, Pincus JH, et al: Violent juvenile delin- 
quents: psychiatric, neurological, psychological, and abuse fac- 
tors. J Am Acad Child Psychiatry (in press) 

2. Lewis DO: Diagnostic evaluation of the juvenile offender: to- 
ward the clarification of often overlooked psychopathology. 
Child Psychiatry Hum Dev 6:193-213, 1976 

3. Lewis DO, Balla DA: Delinquency and Psychopathology. New 
York, Grune & Stratton, 1976 

4, Strasberg PA: Violent Delinquents. New York, Monarch Press, 
1978 

5. Atcheson JD, Williams DC: A study of juvenile sex offenders. 
Am J Psychiatry 111:366-370, 1954 

6. Doshay LJ: The Boy Sex Offender and His Later Career. New 
York, Grune & Stratton, 1943 

7. Markey OB: A study of aggressive sex misbehavior in adoles- 
cents brought to court. Am J Orthopsychiatry 20:719-731, 1950 

8. Money J, Wiedeking C, Walker PA, et al: Combined anti- 
androgenic and counseling programs for treatment of 46X Y and 
47XYY sex offenders, in Hormones, Behavior and Psycho- 
pathology. Edited by Sachar EJ. New York, Raven Press, 1976 

9. Rose RM: Antiandrogen therapv of sex offenders. Ibid 

10. Bartholomew AA: A long-acting phenothiazine as a possible 
agent to control deviant sexual behavior. Am J Psychiatry 
124:917-923, 1976 

[]. Freud S: The Ego and the Id. Part IV: The Two Classes of In- 
stincts (1923), in Complete Psychological Works, standard ed, 
vol 19. Translated and edited by Strachey J. London, Hogarth 
Press, 1961 

12. Mark VH, Ervin FR: Violence and the Brain. New York, Har- 
per & Row, 1970 


Am J Psychiatry 136:9, September 1979 . 


CLINICAL AND RESEARCH REPORTS 





This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory: 2, worthwhile replication studies; 3) case reports that describe a truly new syndrome or cast new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value or call 
attenticn to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed in ''In- 
formation for Contributors"! in each issue; papers that do not adhere to these criteria will be returned to the 


author. 


lreatraent-Resistant Tardive Dyskinesia: A New Therapeutic Approach 


BY JAY AMSTERDAM, M.D., AND JOE MENDELS, M.D. 


Treatment of tardive dyskinesia has been difficult 
and usually disappointing (1-3). When identified early, 
tardive dyskinesia is often reversible by discontinuing 
the offending neuroleptic, but treatment for estab- 
lished tardive dyskinesia has been less than adequate. 
Responses to dimethylaminoethanol (deanol) (2), 
amantidine (3), baclofen (1), and choline (2) have been 
equivocal, with a large number of patients remaining 
treatmeni-resistant. 

We report a case of tardive dyskinesia that illus- 
trates both the hazards of inappropriate use of neuro- 
leptics and a new and successful treatment for long- 
term drug-resistant tardive dyskinesia. 


Case Report 


Ms. À, a 58-vear-old woman, had her first episode of depres- 
sion in 1968 and was treated with trifluoperazine and tranyl- 
cypromine by aer family physician. She recovered from the 
affective episode but continued to be treated for mild anxiety 
with trifluoperazine 2 mg/day, for the next 4 years. 

In 1971 she had a recurrence of depression and was treated 
by a psychiatrist with doxepin for | year, with good results. 
She was continued on trifluoperazine. 

In 1973 Ms. A again became depressed and was given a 
combination of perphenazine (2 mg) and amitriptyline (25 
mg) and conjugzted estrogen by her gynecologist, with some 
clinical iraprovement. Again, the trifluoperazine was not dis- 
continued, even though Ms. A was receiving perphenazine 
(a neuroleptic) in the combination drug. 

In 1973 Ms. A began to experience episodes of uncontrol- 


Received April 2, 1979; revised May 1, 1979; accepted May 7, 1979. 


Dr. Amsterdam is a postdoctoral fellow in psychopharmacology, 
University of Pennsylvania and the Affective Diseases Research 
Unit (I51-E), Veterans Administration Hospital, University and 
Woodland Avenues, Philadelphia, Pa. 19104; Dr. Mendels is Profes- 
sor of Psyzhiatry, University of Pennsylvania, and Chief, Affective 
Diseases Research Unit, Veterans Administration Hospital. 


0002-953X/79/10/1197/02/$00.35 € 1979 American Psychiatric Association 


lable eye blinking. At that time she saw a neurologist, who 
discontinued the trifluoperazine and treated her with halo- 
peridol, 0.5 mg t.i.d., and noticed improvement. After a few 
months on this regimen the blinking recurred, and she was 
given haloperiodol in increasing doses to 20 mg/day, with 
litle improvement in movements. 

In January 1978 the haloperidol was discontinued. The 
blepharospasm, involuntary masticatory and lingual move- 
ments, and facial grimacing had worsened. Haloperidol 
was reinstituted without benefit, and the addition of benztro- 
pine mesylate worsened the symptoms. Ms. A was unable to 
go out socially because of her embarrassment, could not 
read because of the blepharospasm, and became increasingly 
despondent. 

Upon referral, complete neurologic examination revealed 
a moderately depressed woman with a somewhat slowed gait 
and some mild imbalance in walking. There was loss of asso- 
ciated arm swing and a pill-rolling posture of both hands. She 
had imbalance in tandem walking and was unsteady on rapid 
turning. There were no abnormal reflexes, and flexor plantar 
responses were present. Sbe demonstrated a constant 
blepharospasm, with an apraxia of lid opening such that 
when commanded to open her eyes, she tended to close 
them first and then finally to open them. There were almost 
constant dyskinetic movements of the lower face, mouth, 
and tongue. She had no cogwheeling or rigidity and no ab- 
normal movements in the extremities. Cranial nerves were 
normal, and ophthalmologic exam was unremarkable. 

Ms. A's family history ts of interest. She has an older sis- 
ter who was treated with chlorpromazine and amitriptyline 
for depression 10 years ago and developed a movement dis- 
order that was characterized as more of a Parkinson-type 
syndrome. 

We treated Ms. A's depression with desipramine, 150 mg 
h.s. (plasma levels were 190 ng/mD, and she showed good 
clinical response at this plasma tricyclic concentration, after 
which the desipramine was discontinued. 

We initially attempted to treat her tardive dyskinesia by 
using dimethylaminoethanol (deanol), 250 mg five times dai- 
ly. After 4 weeks of this regimen, blepharospasm decreased 
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to about 35 blinks/minute (from about 45-50/minute). The 
other dyskihetic movements were unaffected. 

After informed consent was obtained, baclofen (4-amino- 
3-(p-chlorophenyl) butyric acid), a derivative of y-amino- 
butyric acid (GABA) was added in slowly increasing doses 
to a total of 20 mg t.i.d. On this regimen Ms. A experienced 
startling results: blepharospasm decreased to 12-13 blinks/ 
minute and the bucco-lingual-masticatory movements com- 
pletely subsided. She began to socialize without embarrass- 
ment, increased her daily activities, and could now read 
without difficulty. 

Although the long-term effects of the drug combination are 
still unknown, Ms. A has experienced no adverse effects 
thus far; she has been maintained on deanol, 250 mg t.i.d., 
and baclofen, 20 mg t.i.d., for more than 2 months. 


Discussion 


The hypothesized neurochemical lesion in tardive 
dyskinesia is that of a supersensitivity denervation 
syndrome resulting from long-term blockade of pre- 
and postsynaptic dopamine receptors in the basal gan- 
glia (3, 4). Pharmacologically, this can be viewed as a 
"relative" dopaminergic excess and could account for 
the symptom relief, although temporary, that occurs 
after increasing the dose of the offending neuroleptic 
(dopamine-blocking) agent (5). This type of treatment 
for tardive dyskinesia is ultimately self-limiting and 
selt-defeating. 

[Increasing the amount of acetylcholine relative to 
dopamine in the CNS might be another approach to 
pharmacologically restoring the chemical balance in 
the basal ganglia of patients with tardive dyskinesia. 
Deanol, choline, and lecithin are converted to acetyl- 
choline in the CNS. Results from controlled studies of 
each drug have been at best equivocal (2, 6), with 
many treatment resistant patients. Deanol must be 
used in very large doses, is quite expensive, and has 
not been shown conclusively to be more efficacious 
than placebo in tardive dyskinesia (2). Choline causes 
an unpleasant ''fishy"" odor in patients and has been 
implicated as having a depressive reaction as an ad- 
verse effect (2). Lecithin may be more effective in 
some tardive dyskinesia patients, but is high in caloric 
content and must be consumed in large quantities. 

Another approach to the problem of relative dopa- 
mine excess would be the use of GABA-minergic 
agents. GABA-containing neurons are especially prom- 
inent in the basal ganglia and have been shown to 
exert an inhibitory effect on dopamine-containing neu- 
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rons (7). Use of the GABA-minergic agent baclofen in 
studies of tardive dyskinesia patients has had only 
equivocal results (2, 8, 9). . 

To our knowledge, the combined use of desnol 
(which increases acetylcholine in the CNS) and ba- 
clofen (which increases GABA in the CNS, and there- 
by inhibits dopamine neurons) in treatment-resistant 
tarcive dyskinesia has not been reported. This combi- 
nation of drugs is a logical pharmacologic approach to 
the treatment of dopamine supersensitivity. Long- 
term use of dopamine-blocking neuroleptics (which 
causes the illness) is an inappropriate and self-defeat- 
ing treatment for tardive dyskinesia. The alternative 
we have presented is to reduce pharmacologically the 
relative dopamine excess by increasing acetylcholine 
and indirectly inhibiting dopamine neurons with 
GABA. 

While it would be inappropriate to overgeneralize 
from a single, non-placebo-controlled study of resis- 
tant tardive dyskinesia, this case report does illustrate 
possible future avenues of treatment for this disabling 
illness. Controlled trials of this drug combination are 
of course necessary to evaluate its true efficacy. 
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The Dexamethasone Suppression Test as a Diagnostic Aid in Catatonia : 


' BY JOHN F. GREDEN, M.D., AND BERNARD J. CARROLL, M.D., PH.D. 


Recent investigations have confirmed the historical 
claim chat depression may induce a catatonic syn- 
drome (1). Morrison (2) applied current research diag- 
nostic criteria to catatonic presons previously diag- 
nosed as schizophrenic and noted that 28% who pre- 
sented with excited features and 1096 of retarded 
individuals would now qualify for a diagnosis of af- 
fective disorder. Abrams and Taylor (3) reported that 
among 55 patients with one or more catatonic features, 


only 4 satisfied current research criteria for schizo- : 


phrenia: in contrast, 39 had diagnosable affective dis- 
orders, usually mania. The situation has also been 
evaluated from the inverse perspective by Abrams and 
Taylor Among 123 acutely iil patients with diagnosed 
bipolar affective disease, 289€ exhibited clinical signs 
of catatonia. 

Beczuse of the difficulty in obtaining an accurate 
clinical history, the catatonic syndrome may be the 
classic prototype of a psychiatric condition in which 
biological markers are sorely needed to assist accurate 
diagnosis. The need to identify catatonics with under- 
lying aifective disorders is especially great because of 
the apparently high association between these condi- 
tions. 

Recertly, Carroll and associates (4, 5) reported that 
neuroeadocrine approaches may provide objective bi- 
ological markers which help classify subtypes of af- 
fective disorders. The neuroendocrine strategy as- 
sesses ‘imbic system regulation of hypothalamic-pitui- 
tary-adrenal (HPA) function using an overnight 
dexamethasone suppression test. Plasma cortisol lev- 
els are monitored the day before and the day after 1 mg 
of dexamethasone given at 11:30 p.m. Endogenously 
depressed patients had significantly higher HPA activi- 
ty before dexamethasone and, more importantly, 
many demonstrated an early abnormal escape from 
suppression after dexamethasone. Patients with two or 
more abnormal cortisol values after administration of 
dexamethasone were identified as having endogenous 
depression with a sensitivity approximating 5096 and 
confidence levels exceeding 90%. Since Carroll and as- 
sociates' findings have now been replicated by Brown 
and associates (6), the dexamethasone suppression 
test may be at a stage of development where it can be 
employed as a laboratory diagnostic procedure to help 
identify patients presenting with ''depressive cata- 
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tonia.” Such an application of the test is illustrated by 
the following case report. 


Case Report 


A 67-year-old married woman was initially admitted to the 
neurology service at the University of Michigan Medical 
Center for evaluation of catatonia. Her husband indicated 
she had experienced no illness until she was about 65 and 
retired from domestic work. Over the next month, she be- 
came progressively more suspicious about other people and 
complained of disgusting odors in her house. She lost her 
appetite, stopped eating, and lost more than 30 kg over an 8- 
month period. She withdrew from social interactions, 
stopped talking, sat in rigid positions in a chair and stared 
throughout most of the day, and had to be forcefully fed by 
her husband. An earlier evaluation in a private hospital re- 
sulted in a diagnosis of probable dementia. After admission. 
the patient was transferred to the Psychiatry Clinical Studies 
Unit (CSU), where she was noted to be negativistic and 
mute, with a staring gaze and rigid posture. She weighed 35 
kg. Her husband sadly indicated that she was dying and we 
were ''a last hope." An intravenous amobarbitol sodium in- 
terview was conducted to help evaluate the catatonic state 
but failed to clarify the diagnostic dilemma. 

Because of the acute appearance of her symptoms and the 
presence of vegetative findings, we believed there was a 
strong possibility that the catatonia was secondary to a 
severe affective disorder. To help validate this clinical 
impression, we conducted a dexamethasone suppression 
test. The results were abnormal. Before dexamethasone, 
plasma cortisol at 11:00 p.m. was 13.7 ug/dl (normalz6.0 
i g/dl). After 1 mg dexamethasone at midnight, her levels 
at 8:00 a.m., 4:00 p.m., and 11:30 p.m. were 11.2, 4.7, and 
5.6 ug/dl, respectively. Normal results for these times 
should not exceed 6 yg/dl. Her clinical status was so 
serious that ECT was initiated. The patient responded dra- 
matically. After 2 ECT sessions she was walking and eating, 
and after 4 treatments she was talking normally and was so- 
cially active. She ate voraciously and had a rapid weight in- 
crease. In fact, after five treatments, she gained weight so 
rapidly she developed a refeeding edema and dyspnea, and 
her treatments had to be discontinued. Several weeks later, 
since her husband described her as being 90% *'her old self’ 
and she had gained 11.4 kg, she was discharged according to 
her wish and that of her husband, despite her refusal to take 
prophylactic medications. A discharge dexamethasone test 
was still abnormal (cortisol=6.9 ug/dl at 4:00 p.m.), a finding 
which might have been predictive, since she quickly re- 
gressed at home. She was readmitted 6 weeks later with 
identical clinical features, again fully catatonic. Test results 
at 8:00 a.m., 4:00 p.m., and 11:30 p.m. were 3.6, 11.2, and 
6.9 ug/dl, respectively. This time she received 7 more ECT 
sessions. The catatonia rapidly cleared, with even further 
restoration of her previous well-being than on the first admis- 
sion. After the second course of treatments, her dexametha- 
sone suppression response normalized. She agreed to take 
maintenance imipramine and lithium carbonate, and has 
since done well over a 20-month period. No neuroleptics 
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were ever employed and no indications of dementia are cur- 
rently present. Diagnosis usi&g Research Diagnostic Criteria 
(RDC) was major depressive disorder, primary and endoge- 
nous. Family history supported the diagnosis of affective dis- 
order. 


Discussion 


The dexamethasone suppression test may be a valu- 
able biological marker in diagnosing underlying af- 
fective disorders among catatonic patients and thus 
helping to avoid negative treatment outcomes. If the 
stuporous patient is found to have abnormal test re- 
sults, the clinician might reasonably initiate treatment 
with antidepressants. If improvement occurs, the test 
should be repeated before discharge, since the case re- 
ported above suggests that the persistence of an abnor- 
mal test, even when there is apparent clinical improve- 
ment, may indicate an incomplete course of treatment. 
The test might also be applied to catatonic patients 
with more unusual diagnoses. For example, some cases 
of ‘‘periodic catatonia’? described by Gjessing (7) 
might actually have been patients experiencing recur- 
rent affective episodes. Lithium has been reported to 
be an effective treatment for periodic catatonia (8), so 
there is evidence to support this suspicion. We also 
suggest that any patients with a diagnosis of catatonic 
schizophrenia who have been observed to switch clini- 
cally from catalepsy to agitated excitement should also 
be evaluated with this test when in relapse, since these 
individuals might well have bipolar affective disorder, 
with the "switch'' being a transition from depressive 
stupor (i.e., catatonia) to mania, as described by 
Bunney and associates (9). 

The test is relatively simple to conduct and is appli- 
cable to most general hospital and outpatient settings. 
Clinicians must, of course, screen for significant phys- 
ical illnesses that invalidate the results, such as Cush- 
ing’s syndrome or uncontrolled diabetes mellitus (5). 
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Certain pharmacologic agents also invalidate the re- 
sults, including a-methyldopa, barbiturates, meproba- 
mate, glucocorticoids, and reserpine. The fact that. 
one-half of patients with endogenous depression may 
have a normal test must also be remembered (5). This 
sensitivity, however, compares favorably with many 
other laboratory diagnostic procedures (10). 

Many uncertainties persist about catatonia. Pre- 
vious ideas about prevalence, incidence, underlying 
causes, and prognosis should certainly be reconsid- 
ered in the context of current diagnostic precepts. The 
dexamethasone suppression test should prove valu- 
able in conducting such reconsiderations. 


REFERENCES 


1. Gelenberg AJ: The catatonic syndrome. Lancet 1:1339-1341, 
1976 

2. Morrison JF: Catatonia: prediction of outcome. Compr Psychia- 
try 15:317-324, 1974 

3. Abrams R, Taylor MA: Catatonia: a prospeczive clinical study. 
Arch Gen Psychiatry 33:579-581, 1976 

4. Carroll BJ, Curtis GC, Mendels J: Neuroendocrine regulation in 
depression: I. Discrimination of depressed from nondepressed 
patients. Arch Gen Psychiatry 33:1039-1044, 1976 

5. Carroll BJ, Curtis GC, Mendels J: Neuroendccrine regulation in 
depression: II. Discrimination of depressed from nondepressed 
patients. Ibid, pp 1051-1058 

6. Brown WA, Johnston RG, Mayfield D: The 24-hour dexametha- 
sone suppression test in a clinical] setting: relationship to diagno- 
sis, symptoms, and response to treatment. Am J Psychiatry 
136:543-545, 1979 

7. Gjessing LR: A review of periodic catatonia. Biol Psychiatry 
8:23-45, 1974 

8. Sovner RD, McHugh PR: Lithium in treatment of periodic cata- 
tionia: case report. J Nerv Ment Dis 158:214-221, 1974 

9. Bunney WE, Murphy FK, Goodwin FK, et al: "Switch pro- 
cess" in manic-depressive illness: I. Systematic study of se- 
quentia] behavioral changes. Arch Gen Psychiatry 27:295-302, 
1972 

10. Galen RS, Gambino SR: Beyond Normality: The Predictive 
Value and Efficiency of Medical Diagnoses. New York, John 
Wiley & Sons, 1975 


Two Cases of Ejaculatory Impairment Related to Phenelzine 


BY MORTON S. RAPP, M.D., F.R.C.P.(C) 


The monoamine oxidase inhibitors (MAOIs) have 
recently enjoyed a resurgence of popularity as drugs of 
second choice for depressions that are resistant to tri- 
cyclic drugs, for atypical depressions, and as anti- 
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anxiety agents. Recent evidence presented by Robin- 
son and associates (1) suggests that phenelzine, in par- 
ticular, may be more useful than once thought if a dose 
of | mg per kilogram of body weight is used. Obvious- 
ly, higher doses may cause more frequent side effects. 
Ejaculatory impairment resulting from MAOIs has 
been documented but has received scant specific men- 
tion in the literature (2). The following two cases 
which occurred in a relatively short time span, suggest 
that the incidence of this side effect may be high when 
phenelzine is used in adequate doses. 
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Case Reports 


Case 1. Mr. A, a 28-year-old man with a 10-year history of 
bipolar aifective disorder, had been treated elsewhere with 
lithium carbonate (1200 mg/day) and tranylcypromine (40 
mg/day), without sexual side effects. He was transferred to 
our facility for follow-up care. His MAOI had been switched 
recently to phenelzine, 60 mg/day. His lithium dose, 1200 
mg/day, remained constant throughout the period of time re- 
ported here. Mr. A's depression persisted, and 3 months af- 
ter he was first seen for follow-up, the phenelzine dosage 
was increased to 75 mg. Within 5 days his depression im- 
proved, but Fe complained for the first time of retarded ejac- 
ulation during intercourse. He tolerated this because he felt 
the drug had relieved his depression. About 3 weeks later, 
the phenelzine dosage was reduced to 60 mg, and his ejacula- 
tion normalized in about a week. However, within 2 months 
his depression had reappeared, and the phenelzine dosage 
was again raised to 75 mg. He experienced both clinical im- 
provement and retarded ejaculation. The phenelzine dosage 
was again reduced to 60 mg/day about 7 months later and his 
sexua! pattern normalized. Mr. A's prelithium weight had 
been 68 kg, but during lithium administration he gained 12 
kg, some or all of which was due to fluid retention. 


Case 2. Mr B, a 31-year-old sexually robust, anxious man 
was given a trial of phenelzine, 60 mg/day, after many other 
drug and psychological therapies had failed. There was a 
modest anxio_ytic effect, and Mr. B did not experience sig- 
nificart side effects until the dose was raised to 75 mg/day. 
which led to marked anxiety reduction but also to complete 
orgasmic and ejaculatory incompetence (without impaired 
erection) within 3 weeks. This side effect continued until his 
dosage had been reduced to 60 mg/day for a few days. His 
weight was &9 kg. 


Discussion 


Mr. B showed a dramatic onset of total orgasmic im- 
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potence as the dosage of phenelzine was increased 
from 0.67 to 0.84 mg/kg: béth of these dos&s are some- 
what below the level recommended by Robinson and 
associates (1). 

In the case of Mr. A, the “symptom-free” dose and 
the '"symptom-present" dose may be thought of as 
0.75 and 0.94 mg/kg, respectively, if the 80-kg weight 
is used. However, it is not certain that body fluid 
should be counted as weight in these situations. If the 
patient's weight gain were assumed to be due entirely 
to edema, the dosages would be 0.88 mg/kg for the 
symptom-free state and 1.1 mg/kg for the state of re- 
tarded ejaculation. It is not known which weight 
should be used, but physicians prescribing phenelzine 
to patients who are taking lithium might be well ad- 
vised to inquire as to the patient's prelithium body 
weight before deciding on a dose of phenelzine. The 
lithium administration was constant throughout the pe- 
riod of study of Mr. A, suggesting that lithium did not 
cause his sexual dysfunction. 

Given that these two cases occurred in practice 
where phenelzine is employed only about 12 times a 
year, I would suggest that there may be a high in- 
cidence of ejaculatory complaints in patients taking 
the recommended dose of phenelzine. 
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Characteristics of the Therapeutic Response to Imipramine in Hyperactive Children 


BY MARKKU LINNOILA, M.D., PH.D., C. THOMAS GUALTIERI, M.D., KENNETH JOBSON, M.D., 


AND JEANNETTE STAYE 


The use cf imipramine in children is approved only 
as ‘“‘temporary adjunctive therapy” for those who are 
enuretic and over six years of age (1). The maximum 
recommended dose is 75 mg/day, and doses above 5 
mg/kg are strongly discouraged (1). Imipramine has 
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been used in several other childhood disorders, such 
as hyperkinesis, school phobia, depression, and en- 
copresis (1), although very little is known of its phar- 
macology in the pediatric age group (2). For that rea- 
son, we investigated the pharmacokinetics of imipra- 
mine in a group of hyperactive children who were 
treated with the drug because 1) they were enuretic in 
addition to being hyperactive, or 2) they had pre- 
viously failed to respond to stimulant medication. 
The pharmacology of imipramine in hyperactive 
children is interesting because the response pattern 
differs from that seen in depressed adults. First there 
is a rapid onset of therapeutic action in hyperactive 
children. This feature is strikingly different from the 
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TABLE i un 
Imipramine and Desipramine Bload Levels in Six Hyperactive Boys 


Imipramine Dose 


Subject ^ Age (years) Weight (kg) (mg/day) 
I 12 57 50 
2 10 28 75 
3 15 57 50 
4 6 27 100 
5 9 — 100 
6 5 20 25 
Mean 66.7 
SD 30.0 
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Blood Levels e 
Imipramine (ug/ml) Desipramine (ug/ml) Total (ug/ml) 
Plasma RBC Plasma RBC Plasma RBC 
10 — 35 ai 45 e" 
10 10 10 10 20 20 
20 20 10 10 30 30 
54 15 65 a 119 72 
27 12 64 63 9j 75 
12 — 18 — 30 — 
22.7 14.3 33.7 35 55.8 49.3 
17.0 4.0 26.0 30 10.0 28.0 





clinical effect of tricyclic antidepressants in depressed 
adults, who typically have a slow onset of response 
that is characterized by a 7-21 day lag period. The sec- 
ond peculiarity of imipramine treatment in hyperactive 
children is the problem of tolerance to the therapeutic 
effect of the medication (3), which has not been de- 
scribed among depressed adult patients. 

Because of these peculiarities, and because of the 
well-known toxic effects of this drug in the pediatric 
population, we conducted a pilot study to investigate 
the relationship between plasma and red blood cell 
imipramine and desipramine and therapeutic response 
in a group of hyperactive children. 


Method 


The patients in this study were six hyperactive chil- 
dren referred to the Pediatric Neuropharmacology 
Clinic at North Carolina Memorial Hospital. Parents 
gave written informed consent for the children's par- 
ticipation in the study, and children assented to all pro- 
cedures. The children were started on imipramine at a 
dose of 25 mg/day, and the dose was gradually in- 
creased to 100 mg/day if no therapeutic response was 
evident. 

The diagnosis of hyperactivity was made by DSM- 
IIl criteria (attention deficit disorder with hyper- 
activity) and the Conners Parent-Teacher Question- 
naire (4). Drug response was measured by the Conners 
questionnaire (completed by both parents and teach- 
ers) and the Werry-Weiss-Peters Home Hyperactivity 
Scale (5). The child's activity level was measured in a 
free-field situation in an activity room (6), and atten- 
tion span/distractibility was measured by a continuous 
performance task (7). Plasma and red blood cell 
imipramine and desipramine levels were measured by 
a modification of a gas chromatographic procedure (8). 
Drug response was assessed under open (nonblind) 
conditions for five of the six children and under 
double-blind conditions for the other child. Blood sam- 
ples were taken after the subjects had received a stable 
dose of imipramine for at least 7 days, about 12 hours 
after the last oral dose of medication. 


Results 
All of the children demonstrated a favorable re- 
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sponse to imipramine within 24 hours of beginning 
treatment at the dose levels recorded in table 1. Thera- 
peutic response was defined in the classroom by a re- 
duction in the teacher's ratings of the children (mean 
pretreatment score— 17, mean posttreatment=8). Re- 
sponse in the home was measured by parents' ratings 
on the Conners questionnaire (pretreatment mean- 22, 
posttreatment= 14) and the Werry-Weiss-Peters scale 
(pretreatment mean=28, posttreatment=17). In the 
clinic, drug response was reflected by a decrease in the 
number of quadrant entries (a measure of physical ac- 
tivity) in the activity room (pretreatment mean- 30, 
posttreatment=6), by an increase in correct responses 
on the continuous performance task (pretreatment 
mean=75, posttreatment=87), and by a decrease in 
the number of errors of commission (pretreatment 
mean=55, postdrug- 24). 

Levels of imipramine, desipramine, and total tri- 
cyclic antidepressant in plasma and RBCs are given in 
table 1. Therapeutic efficacy was achieved at a wide 
range of levels, but the tricyclic antidepressant levels 
are substantially below those usually described as 
therapeutic in depressed adults. 


Discussion 


Our findings indicate that a therapeutic response to 
imipramine among hyperactive children is associated 
with relatively low plasma and RBC levels of the drug 
and its active metabolite. In addition, the onset of ac- 
tion of imipramine among hyperactive children seems 
to be virtually immediate. The low therapeutic blood 
levels and rapid onset of action are similar to earlier 
findings concerning tricyclic antidepressant treatment 
of agoraphobic adults (9). However, these adults do 
not develop tolerance to imipramine. Our findings are 
not incompatible with those of Rapoport and associ- 
ates (2), who studied the pharmacokinetics of imipra- 
mine in a slightly higher average dose in a group of 
enuretic children. In their study, the mean plasma imip- 
ramine level was 33 ng/ml (range 9-82 ng/ml), and the 
mean desipramine level was 94 ng/ml (range= 11-249 
ng/ml). 

An understanding of the peculiarities of hyperactive 
children's response to imipramine may be important 
for elucidating possible mechanisms of the drug's ac- 
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tion in other disorders. For example, it is reasonable to 
Suspect that the mechanism of imipramine's action 
: among hyperactive children is different from its mech- 
anism of action 1n adult patients with major affective 
disorders of zhe depressed type. The rapid response of 
hyperactive children to imipramine resembles their 
pattern of response to stimulant medication. Rapoport 
and associates found that the therapeutic response of 
enuretic children was correlated with plasma desipra- 
mine levels but not with plasma imipramine levels or 
the imipramine/desipramine plasma level ratio, sug- 
gesting that ‘‘adrenergic mechanisms may be more im- 
portant" (2). If imipramine works as an adrenergic 
drug among hyperkinetic and enuretic children, then 
an alternative explanation might be sought for its use- 
fulness in adult depression. A recent preclinical study 
suggests that the delaved onset of tricyclic antidepres- 
sant action in depressed adults may be related to a 
gradual decrease in the sensitivity of the presynaptic 
alpha receptor and not to enhanced adrenergic nerve 
transmission (10). 

On the basis of our data, we cannot define a precise 
therapeutic level for hyperkinetic children treated with 
imipramine. The range of levels found in this open 
study is wide, but the levels are lower than those usu- 
ally attainec in depressed adults who respond to 
imipramine. More extensive work under more rigor- 
ous experimental conditions is needed to define ac- 
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ceptable blood levels of tricyclic antidepressants 
among children. 
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BY JAVAD KASHANI, M.D., F.R.C.P.(C), AND JOHN F. SIMONDS, M.D. 


The term ''depression'"' has been used to denote a 
symptom, a syndrome, a set of physiologic responses, 
and an illness (1). The existence of childhood depres- 
sion has been suggested in numerous publications in 
the literature (1-6). 

There 18 a large discrepancy in the recorded in- 
cidences of depression. Polvan and Cebiroglu (cited in 
reference 2, p. 467), in a study of 1,248 children (aged 
1-19 years) at a psychiatric clinic reported a 2.3% in- 
cidence of depression. In studying 2,238 children (aged 
8-13 years) et a school psychiatric center Bauersfeld 
(cited in reference 2, p. 281) found an incidence of 
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13.7%. Petti (4) diagnosed depression, according to the 
Bellevue Index of Depression in 59% of 73 children 
(aged 6-12) admitted to an inpatient unit. 

There is a scarcity of information in the literature 
about the incidence of depression in the general popu- 
lation of children. Albert and Beck (7) studied 63 paro- 
chial school children (seventh and eighth graders) in a 
classroom setting by using the short form of the Beck 
Depression Inventory and found that 33% had moder- 
ate to severe depression. However, the authors ques- 
tioned whether this reflected "genuine depression." 

The DSM-[II draft uses specific diagnostic criteria 
and is therefore useful for research purposes. Most 
previous studies on incidence have concentrated on 
psychiatric patients; the one study that used a non- 
psychiatric population was done before the DSM-III 
draft was developed, so it is important to identify cases 
of depression in children based on DSM- criteria 
and to determine the incidence of childhood depres- 
sion in the nonpsychiatric population. 
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Method 


* ~ 

The sample consisted of 103 children (51 boys and 
52 girls), aged 7-12 years (mean=9.73 years), who 
were selected randomly from two sources. Half were 
selected from families who attended a family practice 
clinic at the University of Missouri Medical Center 
and the other half from children born at the University 
of Missouri Medical Center. One boy who was re- 
tarded was excluded from the study. Subjects were not 
patients at the time of the study. The University of 
Missouri Committee for Research Involving Human 
Subjects required that permission to participate in the 
study be obtained from both the parents and subjects. 

Interviews were conducted in the homes of the par- 
ticipants by a child psychiatrist. This required numer- 
ous trips throughout the state. There were 206 inter- 
views conducted, 2 for each child (one with the child 
and the other with the mother). Depress:on was deter- 
mined from DSM-III diagnostic criteria for affective 
disorders, i.e., dysphoric mood plus any four of the 
following: disturbance of appetite or weight, sleep dif- 
ficulties, fatigue, psychomotor agitation or retarda- 
tion, loss of interest or pleasure, self-reproach or ex- 
cessive guilt, difficulty in thinking or concentrating, 
and recurrent thoughts of death or suicide. There was 
an additional group of children who expressed sadness 
but did not show the other symptomatology required 
for the DSM III diagnosis of depression. 


Results 


There were only 2 boys who met the DSM-HI diag- 
nostic criteria. The first was an 8-year-cld boy from 
the family practice group who had had a psychiatric 
evaluation in the past, with a diagnosis of adjustment 
reaction. His symptoms included marked unhappi- 
ness, restlessness, low self-concept, pessimism, tear- 
fulness, and temper tantrums. His parents reported 
that he had poor school performance, “earning dis- 
ability, aggressivity, poor appetite, and frequent head- 
aches. He had lost his social interest recently and of- 
ten talked about suicide and death. He also showed 
difficulty trusting others and was mildly suspicious. 

The second child was an 11-year-old boy from the 
group born at the University of Missouri Medical Cen- 
ter. This child had never had a psychiatric evaluation. 
He showed marked sadness, tearfulness, labile mood, 
restlessness, feelings of unworthiness, and low self- 
concept. His parents stated that he had difficulty fall- 
ing asleep, was negativistic and socially withdrawn, 
fought with peers, had a quick temper, and complained 
of headaches. His grades had dropped and he had diffi- 
culty in concentrating in school. 

When sadness as a distinct affect was studied, it was 
noted to be prominent in 18 of the 103 sample popu- 
lation (17.4%) (see table 1). This group showed signifi- 
cantly more somatic complaints, overactivity and rest- 
lessness, fighting, low self-esteem, and rezusal to go to 
school than those subjects who did no: express sad- 
ness. 
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TABLE 1 
Comparison of Some Variables in Sad and Nonsad Children 





Subjects n 

With 
Sadness Subjects Without 
(N=18) Sadness (N =85) 


Aie e aere m 


Symptoms N % N 26 p! 


rem eet m RR 


Somatic complaints 13 72.0 8 9.0 «001 
Overactivity or restlessness 8 44.0 3 3.5 <.001 
L.ow self-esteem 12 66.6 10 ILO «.001 
Excessive fighting 7 380 5 5.8 «.001 
Refusal to go to school 4 222 2 2.4 — «0l 


‘Fisher exact test (two-tailed). 


Discussion 


Although the incidence of depression we found in 
these children (1.9%) is less than what one would ex- 
pect for adults (8), the number of depressed children in 
this country would be more than 400,000 if one applied 
this percentage to the general population of 21,804,000 
children aged 7-12 years. We differentiated depression 
as a syndrome from sadness as a symptom and found 
incidences of 1.9% and 17.4%, respectively. This dif- 
ferentiation has not been made in most studies of de- 
pression in children (2, 4). The differences between the 
group with sadness and the *'nondepressed nonsad’’ 
group raise the possibility that the former may have a 
subclinical form of depression (e.g., an early manifes- 
tation of child or adult depression). It would be inter- 
esting to see whether these children become depressed 
as adolescents or adults. The incidence of sadness in 
this study is close to the incidence of adult depression 
reported by the National Institute of Mental Health 
(8), which indicated that 15% of adults in the United 
States (approximately 20,000,000 persons) may be suf- 
fering from serious depressive disorders in any given 
year. 

The wide variation in the incidence reported by oth- 
er investigators (2, 4) may be explained by differences 
in the diagnostic criteria used and the type of patients 
studied. Our study is different in that we did not use a 
psychiatric patient sample. Also, the interviews were 
conducted in the natural home environment rather 
than by questionnaire. Definite diagnostic criteria 
were used and data were collected from both the child 
and the mother. Because children change continuously 
and the clinical manifestations of depression may be 
related to the particular phases of development (1), we 
suggest that further research be conducted to study the 
frequency of associated symptoms of childhood de- 
pression in various stages of development. 
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ECT in a Depressed Patient with Shunt in Place for Normal Pressure Hydrocephalus 


BY MI*G T. TSUANG, M.D., PH.D., J. SCOTT TIDBALL, M.D., AND DAVID GELLER 


Normal pressure hydrocephalus (NPH) may be her- 
alded Ey a variety of behavioral symptoms, including 
depression. Because of the lack of ‘‘hard’’ organic 
signs, the organic etiology may not be discovered im- 
mediately. The depression may respond to tricyclic 
antidepressants and ECT before a shunt is put in place 
to treat the NFH (1), but behavioral symptoms have 
been known to recur after shunting. In this paper we 
describe a patient who was previously shunted for 
NPH, cecame depressed, and was treated successfully 
with ECT with the functioning shunt in place. 


Case Report 


The patient, a 70-year-old widow, was last admitted to the 
Univers ty of [owa Psychiatric Hospital about 16 months 
ago. He: first psychiatric hospitalization, at age 63, was for 
depression and a suicide attempt. She responded well at that 
time to xreatment with imipramine and thioridazine. At age 
67 she was hcspitalized for adult-onset diabetes mellitus. 
During her hospital stay she developed depression and was 
discharged on entidepressant medication, to which she had a 
margina response. At age 68 she became more depressed, 
with symotoms of disorientation, impaired memory, social 
withdrawal, loss of interest, psychomotor retardation, sleep 
disturba1ze, and decreased energy. At times she became 
compleiely disoriented, even to person. She was treated 
with imipramine, 200 mg/day, but did not improve. After 4 
months she developed feelings of worthlessness, suicidal 
ideatior. and shakiness while walking and was admitted to 
our facility. 

The patient's mental status examination on admission re- 
vealed depressed mood, blunted affect, psychomotor retar- 
dation, and orientation to name only. She was withdrawn 
from imipramine and received 8 ECTs. This was followed by 
a 2-week period of pronounced perseveration and dis- 
orientation to time and place. At discharge, 2 months later, 
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she was totelly oriented, had intact recent memory, was eat- 
ing.and sleeping well, and had no psychomotor retardation. 
She was given no prophylactic antidepressants. 

More than a year later, at age 70, she was readmitted to 
this institution for urinary incontinence, walking difficulties, 
and memory defects, in addition to depressive symptoms of 
anorexia, loss of energy, decreased concentration, guilt 
feelings, su:cidal ideation, and death wishes. Results of 
the mental status examination were the same as they had 
been at her last admission. Deep tendon reflexes were hyper- 
reflexive and symmetrical. and she had a wide-based 
apraxic gait. She was thought to have depression and an or- 
ganic brain syndrome. A CT scan demonstrated enlarged 
ventricles and dilated sylvian fissures. Monitoring of intra- 
cranial pressure revealed pressure waves up to 31 torr while 
the patient was sleeping. She was given a diagnosis of nor- 
mal pressure hydrocephalus, and a right ventriculojugular 
shunt was placed. During the next week her gait improved 
and the urinary incontinence disappeared. Her mental state 
improved over the next 2 months and she remained well for 2 
months. 

Five months after the shunt was placed, she was read- 
mitted with a I-month history of depressive symptoms, in- 
cluding anorexia, weight loss, sleep disturbance, irritability, 
feelings of hopelessness, and a 2-week history of confusion. 
Eight days before admission she had been started on ami- 
triptyline. 100 mg/day, and had rapidly developed agitation 
and urinary retention. She was stuporous, disoriented to 
time, and hzd impairments of concentration and short-term 
memory. She demonstrated severe psychomotor retardation 
and occasional urinary incontinence. The patient continued 
to deteriorate, consuming fewer than 600 calories daily, and 
became mute and seclusive. Her ECG demonstrated left 
ventricular hypertrophy with strain and sinus bradycardia. 
Her shunt vas confirmed to be functioning properly. Be- 
cause of her deteriorating condition, the ECG changes, and 
tne fact that tricyclics had not altered the downward course, 
we elected to use ECT. 

ECT was initiated with the shunt in place. By the fourth 
treatment she was fully oriented and continent. However, by 
the sixth treatment she became unable to care for herself and 
developed profound disorientation as well as urinary and 
fecal incontinence. She was physically active and on several 
occasions used the wastebasket as a toilet. Therefore, we 
felt the incontinence was secondary to the disorientation. 


1205 


CLINICAL AND RESEARCH REPORTS 


ECT was stopped and she gradually improved during the 
next 3 weeks. At discharge she was oriented in all three 
spheres and showed no depressive symptoms. 


Discussion 


Normal pressure hydrocephalus is sometimes difh- 
cult to diagnose because skull series and nuclear brain 
scans are of no value, and the results of nuclide cis- 
ternography are often ambiguous. Pneumoencephalog- 
raphy may yield pathognomonic findings but may also 
give equivocal results (2). The diagnosis of NPH is 
further complicated by the fact that depression can 
mimic the symptoms of dementia or may coexist with 
it (3). After a shunt is in place, mental symptoms may 
continue, may temporarily improve and then recur, or 
may be responsive to medical therapy (1, 4). 

The CT scan is benign to the patient and, although it 
Is expensive, can be used as a reliable screening tool. 
Monitoring of intracranial pressure for 48 hours dem- 
onstrates intermittently increased pressures, espe- 
cially during REM sleep. In skilled hands, such mon- 
itoring can be a good predictor of improvement after 
shunting (5, 6). 

Since our patient's depressive symptoms recurred 
with a properly functioning shunt in place for NPH, we 
judged that she might have had two separate illnesses, 
depression and NPH. There are no reports known to 
us of ECT being used with a shunt in place. The only 
definite contraindications to ECT are brain tumors (5), 
although some investigators have suggested that suc- 
cessfully removed space-occupying lesions do not 
seem to contraindicate ECT (7). However, because tri- 
cyclic therapy did not improve our patient's contin- 
ually declining course, ECG abnormalities were pres- 
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ent, and there were no safe alternative treatments, we 
proceeded with ECT. "m 

Development of an unusually profound post-ECT -+ 
delirium or organic brain syndrome has been sug- 
gested as a clue for early detection of underlying or- 
ganic disease (1). This was confirmed in our patient's 
experience. Consequently, we recommend that ECT 
should be performed only three or four times in similar 
cases to prevent the uncovering of a florid organic 
brain syndrome. 

In summary, we feel that in depressed patients with 
NPH, even those with a shunt in place, ECT is not 
contraindicated. A full course of ECT 1s not necessary 
to elicit an improvement, and a short course may bring 
about an improvement without uncovering a florid or- 
ganic brain syndrome. 
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Children at Risk for Manic-Depressive Illness: Possible Predictors 


BY CLARICE J. KESTENBAUM, M.D. 


Recent studies of manic-depressive disorder have 
noted that a first episode of bipolar illness in adoles- 
cence is not uncommon. One-third of Winokur and 
associates’ bipolar probands had their first episode be- 
tween 10 and 19 years of age (1). 
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Anthony and Scott (2) found 28 reports of juvenile 
manic-depression from 1896 to 1958, but only 3 ful- 
filled at least 5 of their 10 criteria for labeling the dis- 
order juvenile manic-depressive psychosis. They con- 
cluded that manic-depressive illness in childhood is ex- 
tremely rare and that the early onset variety may result 
from heavy genetic loading and intense environmental 
experience: 


The tendency is latent in the susceptible individual... 
ard may be transiently manifested during childhood under 
strong physical or psychological pressure and that, even- 
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tually . . .:t undergoes extraversion and becomes clinical- 
ly recognizable as a psychosis. (2, p. 68) 


Yourgerman and Canino (3), in a review of 190 cas- 
es of lithium carbonate use in children and adoles- 
cents. found 20 reports of rather typical cases of man- 
ic-depressive illness, 2 in childhood and 18 in adoles- 
cence, that were successfully treated with lithium 
carbonate. They noted that *'these cases can be broad- 
ly characterized as mood disturbances with and with- 
out periodic swings, frequently with family histories of 
bipolar illness.” A wide spectrum of other symptoms 
was reported, including anorexia, enuresis, epilepsy, 
auditcry hallucinations, and cyclic increments and 
decrements in academic performance. They stated, 
"[n retrospect many adolescent manic-depressives 
have histories of behavior and mood disorders often 
dating back to childhood. Affective symptoms are 
mixed and masked in childhood, and it 1s hard to elicit 
reports of sustained mood swings.” 

Davis (4) Gescribed a manic-depressive variant syn- 
drome that includes primary disruptive temper out- 
bursts, a family history of affective dysfunction, hy- 
peractivitv, end impairment in personal relationships. 
Secondary svmptoms may include sleep disturbance, 
short attention span, enuresis, and some evidence of 
neuropathology. 

Although there ts a burgeoning literature on the fam- 
ilies of manic-depressive probands (5) and there have 
been numerous clinical studies of the children of pa- 
tients with unipolar and bipolar depressive illness (6, 
7), reports of clinical descriptions together with psy- 
chological test scores are sparse. 

The question under discussion is as follows: What 
are the iadications that a child with behavior disorder, 
hyperactivitv, or neurotic symptoms may be at risk for 
future manic-depressive illness, may be exhibiting a 
manic-depressive variant, or that the symptoms are 
evidence cf manic-depressive illness per se? 


Clinica: Observations and Test Scores 


I have evaluated or treated 13 children with a family 
history of bipolar manic-depressive disorder. Six of 
the children exhibited the following features: 

1. Fzmily history positive for bipolar iliness. 

2. Specific clinical symptomatology. 

3. Specific patterns in psychological test scores 
(Wechsler Intelligence Scale for Children) revealing 
verbal achievement significantly greater than perform- 
ance, wich considerable subtest scatter. 

Of the remaining 7 children, 3 had psychological test 
scores that did not follow the pattern de$cribed above 
and 4 were not given psychological tests. The present- 
ing symotoms of these 7 children were depressed 
mood (N=5) and behavior problems (N=2). The pres- 
enting symptoms of the 6 children with the triad of fea- 
tures mentioned above were learning problems with 
depressed mood (N=5) and hyperactivity with behav- 
ior problems (N«1). 

The following vignettes are illustrative. All patients 
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are from Hollingshead-Redlich socioeconomic classes I 
or II and were treated for df least 2 years With psycho- 
dynamically oriented psychotherapy, with follow-up 
of 3-5 years. 


Case Reports 


Case 1. Charles, first seen when he was 5 years old, had a 
family history of affective illness. His paternal grandmother 
had had multiple hospitalizations for manic and/or depres- 
sive episodes and his father had had two episodes of depres- 
sion without hospitalizations. His mother was reported to 
have had ''numerous depressions'' (untreated) and a history 
of alcoholism (also untreated). Charles was described by his 
parents and teachers as fearful, withdrawn, and immature, 
with excessive crying, temper tantrums, impulsivity, labili- 
ty, "hypersensitive"" self-deprecation, and school refusal. 

Charles was retested at age 8 following 3 years of psycho- 
therapy. His full-scale Stanford-Binet was 122, the Peabody 
Picture Vocabulary Test score was 129, and the Bender Ge- 
stalt test was within normal limits. The school reported ex- 
cellent academic achievement, greater independence, and 
improvement in social skills. It was noted that despite his 
enhanced self-esteem, Charles was occasionally ''moody 
and sad.” A follow-up school report at age 10 described con- 
tinued academic excellence, adequate peer relationships, 
and occasional dysphoric moods (sadness, withdrawal, and 
self-deprecatory ideation). 


Case 2. Lillian’s father had been hospitalized twice for 
psychotic depression, with a good response to ECT, and her 
mother had had two hospitalizations for ‘‘agitated depres- 
sion, bipolar type II." The mother was described as "hypo- 
manic, with pressured speech and flight of ideas" and a 
prominent sleep disturbance. Lillian’s sister had attempted 
suicide at age 15. 

Lillian was referred by her school when she was 10 be- 
cause of pocr concentration and distractibility. She did poor- 
ly in spelling, handwriting, and math. She had a history of 
temper tantrums, compulsive rituals, obsessional preoccu- 
pations, and displayed dysphoria (hyperexcitability, lability, 
end ‘‘glee alternating with sadness"). 

She had a verbal IQ of 133 and a performance IQ of 106 on 
the WISC, with poorest performance on object assembly and 
block design. The Bender Gestalt was suggestive of subtle 
neurological impairment. 

Lillian was treated for 3 years with psychoanalytically ori- 
ented psychotherapy. School follow-up at age 14 noted "ex- 
cellent academic achievement, superior artistic talent in 
drawing and design, and improved social skills.” The origi- 
nal symptoms, except occasional sadness and self-depreca- 
tory ideation, were no longer present. 


Case 3. Milo, a 13-year-old boy, had a family history of 
bipolar illness. His paternal grandfather reportedly had been 
"explosive and temperamental,” and two cousins had been 
hospitalized for manic episodes. Milo's paternal grand- 
mother had had four hospitalizations for manic or depressive 
episodes and was receiving lithium maintenance. 

The father had had two depressive episodes that were 
treated with tricyclic medication. Milo's 16-year-old brother 
had dysphoric moods, and a 14-year-old sister had had a 
learning disability since age 7. 

Milo was referred by the school because of poor academic 
achievement, lack of concentration, and distractibility. He 
had a history of extreme separation anxiety in infancy, 
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phobias, tantrums, enuresis, hypersensitivity to noise, and 
"'thoughtless"behavior'' (e.g. destructiveness). His parents 
reported that he had a low frustration tolerance and that his 
moods varied from ‘‘ecstasy to black despair." 

Scores on the WISC revealed a verbal IQ of 128 and a per- 
formance IQ of 107, with the lowest score for coding. 

Milo was treated for 2 years with psychoanalytically ori- 
ented therapy. The school reported increasing numbers of 
incidents such as unprovoked school fights, vandalism, and 
minor theft. A violent attack on a school mate led to Milo's 
expulsion. Lithium carbonate was begun and there were no 
further reports of uncontrolled explosive aggression. 

A 5-year follow-up revealed excellent academic achieve- 
ment and improved social skills until Milo stopped taking 
lithium when he was 16. Impulsive behavior, drug abuse, 
running away, and ‘‘micropsychotic episodes'' were report- 
ed before psychotherapy and lithium carbonate were restart- 
ed, with good results. 


Discussion 


These three case histories have several common ele- 
ments: 1) positive family history of bipolar manic de- 
pressive illness, with other family members exhibiting 
seemingly related symptoms of dysphoria, alcoholism, 
and learning disability; 2) clinical symptoms, notably 
disturbances in affect (dysphoria, hyperexcitability, 
lability) and in academic achievement, distractibility, 
poor concentration, impulsivity, and transient rage 
outbursts; and 3) a psychological test pattern with high 
verbal abilities and a significantly lower performance 
achievement. 

B. Bemporad (unpublished data) has noted that 
some children with a family history of manic-depres- 
sive illness may have a higher incidence of disinhibi- 
tion syndrome, which may result from subtle frontal 
brain systems dysfunction. This syndrome may be 
similar or, at times, identical to some descriptions of 
the hyperkinetic disorder. In addition, there is some 
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evidence of greater right than left cerebral deficits. 
These formulations are consistent with those of Flor- 
Henry (8) for adult manic-depressives. .The findings 
suggest the possibility of a fundamental genetic liabil- 
ity—the lack of some central inhibitory regulating 
mechanism— which may lead to a manic-depressive ill- 
ness in later life. 

Prospective, controlled studies should be done of 
children at risk for manic-depressive illness, such as 
those involving children at risk for schizophrenia (9). 
Psychiatric, psychological, neurophysiological, and 
neuropsychological investigation may lead to more ac- 
curate diagnosis and earlier intervention through en- 
hanced awareness of the premorbid state. 
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Hyperthyroid Chorea Mimicking Psychiatric Disease 


BY ROBERT L. VAN UITERT, M.D., AND L. MARK RUSSAKOFF, M.D. 


Psychiatric symptoms are often a major part of the 
clinical syndrome of thyrotoxicosis and occasionally 
dominate the clinical picture. Symptoms can mimic 
anxiety neurosis (1), neurasthenia, delirium, manic-de- 
pressive illness, paranoid states (2), schizophrenia (3), 
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and apathy or depression (4). Motor signs of thyrotox- 
icity, such as tremulousness or hyperactivity, can fur- 
ther augment the clinical impression that the hyper- 
thyroid patient's basic illness is psychological rather 
than medical. 

We recently studied a patient with a rare manifesta- 
tion of thyrotoxicosis, hyperthyroid chorea, whose 
mental and motor functioning led several physicians 
to consider her illness to be entirely psychiatric. 
Awareness of this movement disorder will enhance 
the psychiatrist's ability to recognize thyrotoxicosis 
in patients with psychological symptoms. 
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Case Report 


- Ms. A a 26-year-old unmarried woman, was seen after a 
"suicide attempt. She described herself as being constantly 
nervous and restless, with a tendency toward marked agita- 
tion and tremulousness under stress. Enmeshed within a 
hostile, cependent relationship with her father, Ms. A had 
never been able to move away from home. She had always 
resented the e.der of her two brothers, noting that he was 
quite like their father. Her heterosexual relationships had 
been unsatisfying and short-lived. With the termination of 
each one, she had sought comfort from her mother, upon 
whom she was overtly dependent. In contrast, she had func- 
tioned zompetently and effectively at work. Recently, she 
had entered into her first serious heterosexual relationship. 
When her boyfriend precipitously terminated the relation- 
ship, Ms. A became increasingly depressed, anxious, and 
overtly agitated. She developed insomnia with early morning 
awakening, difficulty concentrating, poor appetite, and sui- 
cidal ideation. After Ms. A's parents left on a trip, her symp- 
toms worsened and a suicide attempt ensued. She drank 
liquor, smoked marijuana, and ingested 250 mg of diazepam. 
She immediately called a friend and related these events, and 
the friend arranged for transportation to the hospital. 

Ms. A was zdmitted initially to the medical service of a 
local hospital. After the sedative effects of the diazepam dis- 
appeared, her mood appeared depressed and anxious. She 
seemed agitated and fidgety, continuously shifted positions, 
and demonstrated rapid twitches of her head and ex- 
tremities. She was well oriented, denied hallucinations, and 
had fair insight into her difficulties. No formal thought dis- 
order or delusion was detected. Her physician's initial diag- 
nostic impressions included agitated depression and anxiety 
neurosis. 

When she was transferred to our hospital, further ques- 
tioning revealed that for several years the patient had been a 
voracious eater and had frequently felt warm and diaphoretic 
when those around her complained of cold. No family his- 
tory of thyroid, psychiatric, or neurologic disease was elic- 
ited. General m2dical examination revealed a blood pressure 
of 130/84 mmHg, pulse of 98, and temperature of 37°C. The 
thyroid was questionably enlarged without nodularity. Skin 
and hair texture were normal and no eye signs of thyrotoxi- 
cosis were present. The neurologic exam was remarkable for 
frequent cuick, jerky, purposeless movements of the distal 
extremities, neck, and occasionally the facial muscles; this 
was consistent with chorea. Under stress (e.g., group thera- 
py) choreiform movements increased dramatically. Diffuse 
hyperreflexia and a rapid, low-amplitude action tremor of the 
extremities and tongue also were present. 

Laboratory evaluation revealed serum thyroxine (T,) of 
26.2 ug/dl (normal, 4.5-11.5), triiodothyronine (T4) radioim- 
munoassay of 629.9 ng/dl (normal, 80-200), thyroid stimulat- 
ing hormone (TSH) of 0.3 4IU/dl (normal, 0.2-5.6): long-act- 
ing thyroid stimulator was negative. Serum urea nitrogen, 
glucose, electrolytes, calcium, magnesium, VDRL, blood 
counts, ard sedimentation rate were normal. A '?'I thyroid 
scan revezled 24-hour '"I uptake of 75% (normal, 1092-3076) 
and a diffusely E. yperactive thyroid approximately twice nor- 
mal size. 

Treatment with propylthiouracil rapidly ameliorated the 
chorea and other clinical symptoms of hyperthyroidism and 
returnec T, and T, to the normal range. The depression lifted 
without psychotropic medication. There has been no recur- 
rence of symptoms since Ms. A was discharged from the 
hospital. 
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Discussion 
@ * 

Thyrotoxicosis can masquerade as a primary psy- 
chological disorder. The psychiatrist must remain alert 
to all nonpsychological manifestations of the disease 
that could lead to a correct diagnosis: features such as 
chorea are often misinterpreted as secondary to the 
presumed functional disorder. Although the patient we 
have described had symptoms of hyperthyroidism for 
many years, she lacked many of the classical medical 
symptoms (e.g., eye signs or persistent tachycardia) 
and her illness went unrecognized both by her and her 
physicians. The prominent psychological features, 
coupled with a history of poor interpersonal relation- 
ships and a recent suicide attempt, prompted the initial 
diagnoses of anxiety neurosis and agitated depression. 
Only the subsequent recognition that her movements 
were chorea, rather than the restlessness of an anxious 
patient, raised suspicions of the medical illness. 

The diagnosis of hyperthyroidism should be con- 
firmed by an increased serum concentration of T,. 
Serum T, also should be measured by radioimmunoas- 
say, because some patients with clinical hyper- 
thyroidism have an elevated T, but normal serum T; 
(*T;-toxicosis’’). A !?!I scan can image and quantitate 
the activity of the thyroid tissue. 

Chorea associated with hyperthyroidism has been 
known since the late nineteenth century. Few cases, 
however, have been described with biochemically 
documented thyrotoxicosis. Syner and associates (5) 
demonstrated a direct relationship between chorea and 
elevation of protein-bound iodine in 1954, but chorea 
was correlated with increased serum T, only recently 
by Heffron and Eaton (6). A distinctive feature of re- 
ported cases of hvperthyroid chorea has been the reso- 
lution of chorea as thyrotoxicosis abates with treat- 
ment (5-7). The present patient's illness also demon- 
strated these features; chorea was pronounced when 
T, and T, were elevated but dissipated when propyl- 
thiouracil therapy was started. À search for other 
causes of chorea proved fruitless. 

The erroneous diagnosis of thyrotoxicosis and 
chorea as a primary psychiatric illness (e.g., acute af- 
fective disorder and schizophrenia) may result in ther- 
apy potentially dangerous to the patient. Neuroleptics 
may reduce some thyrotoxic symptoms. For example, 
haloperidol (a potent dopamine antagonist) amelio- 
rates hyperthyroid chorea resulting from thyroxine-in- 
duced hypersensitivity of brain dopamine receptors 
(8); this improvement could be misinterpreted as cor- 
rection of agitation. Further, some improvement in 
thyrotoxic psychosis also may result from haloperidol, 
which could lead to a false diagnosis and delay appro- 
priate therapy of the medical illness. Anecdotal re- 
ports have suggested that thyrotoxic patients may be 
predisposed to haloperidol toxicity (9) and that halo- 
peridol can precipitate the life-threatening complica- 
tions of thyroid storm (10). Before psychotropic medi- 
cations are given to an anxious, fidgety patient, thyro- 
toxicosis and chorea should be carefully considered. 
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Hallucinatory Experiences During Cataplexy in Patients with Narcolepsy 


BY JOHANNA VAN DEN HOED, M.D., EDGAR A. LUCAS, PH.D., AND WILLIAM C. DEMENT, M.D., PH.D. 


The diagnostic symptoms of narcolepsy are exces- 


sive daytime sleepiness, usually with sleep attacks and 
‘involuntary naps,” cataplexy, sleep paralysis, and 
hynagogic hallucinations. The diagnosis can be con- 
firmed polygraphically by the appearance of a REM 
sleep period within 15 minutes after sleep onset (1-5). 

The term cataplexy was first used by Adie (6) to des- 
ignate an abrupt and reversible paralysis in patients 
with narcolepsy. In most patients, these attacks are 
very short-lived (from a ''split-second"' to 1 minute), 
but occasionally they can last as long as 30 minutes. 
Cataplexy usually involves only part of the body (neck 
muscles, arms, buckling of the knees), but may affect 
most of the voluntary musculature, causing the patient 
to fall down. Patients remain conscious and are aware 
of their surroundings during the attack. EEG frequen- 
cy analyses during attacks have shown zn increase in 
the 9-10 cycle per second components of the 
EEG, followed by an increase in the amount of theta 
waves (3, 5), which has been considered to indicate a 
slight fall in the level of cerebral vigilance. 

Intrusions of dreamlike experiences during cata- 
plexy have been described, and direct transition from 
cataplexy to REM sleep has been recorded by polv- 
graph (7, 8). The following study was undertaken to 
document the frequency of these hallucinatory experi- 
ences during cataplexy. 
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Method 


Ninety-two patients were selected from the files of 
the Stanford Sleep Disorders Clinic on the basis of a 
history of excessive daytime sleepiness and a clearcut 
history of cataplexy. Patients with a history of only a 
split-second feeling of muscle weakness were not in- 
cluded. In all patients, the diagnosis of narcolepsy had 
been confirmed by a REM sleep onset period during a 
polysomnographic recording (nocturnal and/or diur- 
nal). The patients were asked to complete an extensive 
questionnaire about their experiences during an at- 
tack. 

The questionnaire included a few items regarding 
the precipitants of cataplexy but focused primarily on 
the experiences during an episode. Questions were 
asked about auditory, visual, and tactile hallucina- 
tions, any "dreams" during cataplexy, ability to think 
clearly, awareness of the surroundings, and changes in 
respiration during cataplexy. Patients were also asked 
to rate their experiences on a scale of 1 to 10, where | 
was ''exactly like dreaming” and 10 was ‘‘exactly like 
being wide awake.” 


Results 


Fifty-four patients (59%) completed the question- 
naire. Most patients reported that the cataplexy was 
usually elicited by emotions such as laughter, anger, 
excitement, or a feeling of elation, but also appeared 
after physical exertion or without any particular cause. 
On the basis of the reported duration of cataplexy, the 
subjects were divided into two groups. Group | 
(N =33) reported attacks lasting more than one min- 
ute (they usually experienced shorter attacks). Group 
2 (N x21) reported attacks lasting less than | minute. 

Of group 1, 82% of the patients reported complete 
cataplexy (absolutely powerless sensation in all volun- 
tary muscles) most of the time (N—20) or sometimes 
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(N=7). Of group 2, 42% reported complete episodes 

most o? the time (N=4) or sometimes (N=17). Six 
, Patients in group 2 reported longer lasting cataplexy in 
. bed at night or when they were lying on the couch dur- 
ing the day, without the preceding emotion that is usu- 
ally reported in cataplexy. The latter episodes were 
considered as sleep paralysis and not included in the 
analysis. 

Of the patients in group 1, 61% reported having ex- 
perienced hallucinations or dreams during cataplexy, 
primarily during the longer attacks. Of group 2, only 
10% had experienced these hallucinations. 

The hallucinations reported by group 1 were chiefly 
auditory (39% of the subjects), visual (42%), and tac- 
tile (33%). Occasionally, other types of dreams, e.g., 
feelings that somebody was breaking into the house, 
were reported. Of the patients in group 1, 5896 com- 
plained about double vision during an attack and 36% 
felt that their eyes were moving involuntarily (com- 
pared wth 3376 and 29%, respectively, of group 2). 

In group |. 73% of the subjects felt that they were 
fully aware of their surroundings, despite the hallu- 
cinatory experiences; 45% found that they could think 
clearly, and 41% felt that they were able to control 
their thcughts, even though some reported dreamlike 
experiences at the same time. Of group I, 51% reported 
breathing problems during an attack (apneic episodes, 
feelings of suffocation). Several patients indicated feel- 
ings of floating and flying through the air, especially if 
they did not try to fight the attack. For example, one 
patient wrote of ''sensations of flying, skimming 
across a small surface, sliding on smooth water, falling 
and rising in the air” and "'great distortions, feeling of 
movement, always fly through window in the begin- 
ning, then everything and anything can happen." 
Eleven patients (33%) in group | rated their experience 
during cétaplexy as more like dreaming, 18% as unde- 
terminable, 36% as more like being awake, and only 
1226 as exactly like being wide awake. 


Discussicn 


Dreamlike or hallucinatory experiences were very 
common in the patients who experienced cataplectic 


CLINICAL AND RESEARCH, REPORTS 


episodes that lasted longer than 1 minute. Such experi- 
ences may represent intrugions of REM sleep during 
wakefulness. Other phenomena suggesting this possi- 
bility include patients' feelings that their eyes move of 
their own volition and their reports of being unaware 
of their surroundings or unable to think clearly during 
cataplexy and of feelings of flying through the air. 

In dogs that have narcolepsy with cataplexy, the 
polysomnographic recording during cataplexy is virtu- 
ally indistinguishable from recordings during REM 
sleep. The only obvious distinction is the antecedent 
behavioral state (9). 

In humans, other REM sleep phenomena such as 
tonic muscle inhibition, the absence of deep tendon re- 
flexes, and the diminution of the H-reflex activity dur- 
ing cataplexy have been described previously (8). 

The findings in this study of frequent hallucinatory 
experiences during cataplexy support the notion that 
cataplexy is a fractional or dissociated manifestation 
of the REM sleep process. 


REFERENCES 


1. Rechtschaffen A, Wolpert W, Dement W, et al: Nocturnal sleep 
of narcoleptics. Electroencephalogr Clin Neurophysiol 15:599- 
609, 1963 

2. Hishikawa Y, Kaneko Z: Electroencephalographic study on 
narcolepsy. Electroencephalogr Clin Neurophysiol 18:249-259, 
1965 

3. Takahashi Y, Jimbo M: Polygraphic study of narcoleptic syn- 
drome with special reference to hypnagogic hallucinations and 
cataplexy. Folia Psychiatr Neurol Jpn Suppl 7:343, 1963 

4. Passouant P, Schwab R, Cadilhac J, et al: Narcolepsie-cata- 
plexie. Etude de sommeil du nuit et du sommeil de jour. Rev 
Neurol (Paris) 111:415-426, 1964 

5. Suzuki J: Narcoleptic syndrome and paradoxical sleep. Folia 
Psychiatr Neurol Jpn 20:123-149, 1966 

6. Adie W: Idiopathic narcolepsy: a disease sui generis; with re- 
marks on the mechanism of sleep. Brain 49:257-306, 1926 

7. Dement W, Rechtschaffen A: Narcolepsy: polygraphic aspects, 
experimental and theoretical considerations, in The Abnormal- 
ities of Sleep in Man. Edited by Gastaut H, Lugaresi E. Berti 
Ceroni G, et al. Bologna, Italy, Gaggi, 1968 

8. Guilleminault C, Wilson R, Dement W: A study on cataplexy. 
Arch Neurol 31:255-261, 1974 

9. Mitler M, Dement W: Sleep studies on canine narcolepsy: pat- 
tern and cvcle comparisons between affected and normal dogs. 
Electroencephalogr Clin Neurophysiol 43:691-699, 1977 


' 121] 


CLINICAL, AND RESEARCH REPORTS 


Am J Psychiatry 136:9, September 1979 


Difficulties in the Clinical Diagnosis of Lithium Toxicity 


BY PAUL S. APPELBAUM, M.D., RICHARD I. SHADER. M.D., H. HARRIS FUNKENSTEIN, M.D., 


AND M. ANNETTE HANSON, M.D. 


As the use of and indications for lithium carbonate 
increase in general medical and psychiatric settings, 
the ability to diagnose lithium toxicity is becoming an 
important skill for all physicians. Although the more 
common manifestations of lithium toxicity, particular- 
ly tremor and gastrointestinal disturbances, are well- 
known and easily recognizable, other less common 
side effects may present substantial difficulties in dif- 
ferential diagnosis. The following case reports demon- 
strate the ease with which lithium toxicity may be con- 
fused with other entities. 


Case Reports 


Case 1. Ms. A, a 54-year-old woman with recurrent psy- 
chotic episodes in a passive-dependent personality, was giv- 
en inpatient treatment with fluphenazine decanoate, 25 mg 
I.M. every 2 weeks, and benztropine mesylate, 1 mg/day. 
Lithium carbonate, 1200 mg/day, was added to control ag- 
gressive outbursts. Five months later Ms. A was walking 
stiffly with a shuffling gait (her serum lithium level was 0.9 
mEq/liter); cogwheeling then developed in the upper ex- 
tremities (serum lithtum=1.3 mEg/liter). A diagnosis of phe- 
nothiazine-induced parkinsonism was made and benztropine 
was increased to 2 mg b.i.d. The next week, nurses noted the 
progressive onset of confusion, falling with difficulty rising, 
dysarthria, and ataxia. The symptoms were understood as 
passive-dependent acting out in the context of Ms. A's ap- 
proaching discharge. One week later tremor appeared and 
the patient refused food and water (serum lithium 1.55 
mEq/Iiter). 

Neurologic examination at this time revealed dis- 
orientation: dysarthric speech; slow movement of all ex- 
tremities, with increased bilateral resistance to movement: 
and moderately coarse, irregular, fast tremor, which sub- 
sided with rest. Reflexes were brisk, with brisk facial jerks 
and positive snout reflex. Grasp reflexes were strikingly 
present bilaterally, toe responses were extensor bilaterally, 
and gait was slow and shuffling, with reduced arm swing. 
The impression was toxic encephalopathy secondary to lith- 
ium intoxication. All medication was stopped. 

Ms. A was transferred to a general hospital because she 
had become obtunded (serum lithium 1.2 mEdg/liter). An 
EEG showed slow bilateral sharp waves. She gradually im- 
proved. although | week after discontinuation of lithium she 
remained confused and hyperreflexic, with cogwheel rigidity 
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and positive grasp, root, and snout reflexes. Then, 2 weeks 
later, she demonstrated persistent parkinsonian gait, cog- 
wheel rigidity, hyperreflexia, and prominent bilateral grasp 
reflexes. Her EEG was normal. The diagnosis of an intra- 
cranial lesion was entertained. Lumbar puncture showed 
slightly increased protein (57 mg/100 ml), and CT scan re- 
vealed minimal diffuse cerebral atrophy. Eight weeks after 
lithium was discontinued a physical examination revealed 
minimal cogwheeling at the wrists and elbews, festinating 
gait, decreased but prominent hyperreflexia, minimal grasp, 
prominent snout reflex, and marked akinesia. Four weeks 
later all signs had resolved. 


Case 2. Ms. B, a 59-year-old woman, had a history of hy- 
pertension that had been treated with o-methyldopa for one 
year and a long history of manic-depressive illness, which 
led to several admissions to psychiatric hospitals and to 
treatment at various times with neuroleptics, tricyclics, 
ECT, and lithium. 

Four months before her admission, Ms. B developed in- 
creased irritability, pressured speech, insomnia, and flight of 
ideas, despite therapeutic serum lithium levels. When she 
was admitted to a state hospital, lithium was continued and 
haloperidol was added. Shortly thereafter she was trans- 
ferred to the psychiatric service of a teaching hospital and 
given benztropine, 1 mg b.i.d., because of stiffness, cog- 
wheeling. and masked facies. Lithium was reportedly in the 
therapeutic range. Haloperidol was discontinued and thio- 
ridazine begun. One week later Ms. B was argry and abusive 
toward the staff and showed slurred speech, stiffness of gait, 
and staggering. The lithium dose was increased to control 
the apparent hypomanic resurgence. Over the ensuing week 
she became increasingly lethargic, tremulous, and unsteady 
in walking, with frequent drooling and periods of confusion. 
Ms. B's lithium levels were 1.35 mEg/liter at the end of that 
week and 1.75 and 1.12 at the end of the next week. Con- 
fusion persisted, accompanied by incontinence and incoher- 
ent speech. Neurologic examination 4 weeks after Ms. B was 
transferred revealed poor cooperation in mental status test- 
ing, slurred speech, and bilateral cogwheeling. An EEG 
showed generalized theta and delta slowing. 

Lithium was discontinued at that time, and Ms. B gradu- 
ally improved over the ensuing weeks. She was discharged 6 
weeks later with a maintenance lithium level of 0.8-1.0 mEq/ 
liter and a normal EEG. 


Discussion 


The primary obstacle to early recognition of lithium 
toxicity in both cases reported was an inappropriately 
low suspicion of that diagnosis because of lithium lev- 
els within the so-called therapeutic range. A growing 
body of literature had documented wide variability in 
the level at which side effects of lithium may appear 
(1), suggesting in particular that elderly patients (2), 
schizophrenics, and those with preexisting brain dam- 
age (3) may be unusuallv susceptible to neurotoxicity 
at therapeutic levels. In the presence of suspicious 
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symptomatology, the serum level alone cannot be used 
to rule out toxicity. 

Litbium-induced neurotoxicity may also appear in 
unfamiliar wàys. Both of these patients first developed 
extrapyramidal side effects that were initially attrib- 
uted to concomitant neuroleptic therapy. The stiffness 
and cogwheeling, however, did not respond to anti- 
parkinsonian agents. Several studies have demon- 
strated cogwheel rigidity and other extrapyramidal 
signs in patients maintained on lithium alone in the 
therapeutic range (4-6). Nine of the 11 patients de- 
scribed in these reports did not respond to intravenous 
benztropine (4, 5). The appearance of treatment-resis- 
tant cogwheeling as an early sign of lithium toxicity 
has been reported anecdotally (7). Certainly, the fail- 
ure of a patient treated with both lithium and a neuro- 
leptic to respond to antiparkinsonian medication 
should raise the question of lithium toxicity. 

It has been suggested that such combined treatment 
may predispose to lithium neurotoxicity at lower than 
usual serum levels (8). Recent work has demonstrated 
that lithium decreases absorption of chlorpromazine, 
presumably by inhibiting gastric emptying and thereby 
increasirg ch:orpromazine metabolism within the gut 
wall (9) These conclusions, if extended to other 
neuroleptics. would suggest that the heightened side 
effects are primarily due to potentiation of lithium 
neurotoxicity rather than amplification of neuroleptic 
side effects bv lithium. 

The differentiation of lithium toxicity from psycho- 
logical responses to a number of stresses is not always 
easy. In the reassuring presence of subtoxic lithium 
levels, the behavior of one of our patients, who would 
fall to the grcund in public areas of the hospital and 
moan for help, was attributed solely to dynamic needs. 
The second patient's increasing anger and agitation, in 
retrospect the concomitants of an acute confusional 
state, led to an increase rather than a decrease in the 
dose of lithium. It is likely that behavioral responses to 
the confusion of progressive toxicity are molded by 
the individual patient's character pathology, so the 
presence of a deteriorating clinical status should again 
lead the physician to question the presence of toxicity. 
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Once the diagnosis of neurotoxicity has been made 
and lithium discontinued, resolution of the neurologic 
abnormalities does not always occur in the ‘‘usual’’ 5- 
7 days (10). When 3 weeks after discontinuation of lith- 
ium our first patient still manifested extrapyramidal 
and prominent frontal lobe signs, a work-up for an in- 
tracranial tumor was begun. It was not until 12 weeks 
after discontinuation of all medication that results of 
neurologic examination returned to normal. To our 
knowledge, such a prolonged period of recovery from 
toxicity at therapeutic levels has not been reported 
previously. 

The usefulness of the EEG findings of increased am- 
plitude and generalized slowing in confirming the diag- 
nosis in both cases should be mentioned. A baseline 
EEG may be useful in patients at higher risk for devel- 
oping neurotoxicity—perhaps those over 50, those 
with previous brain damage, and those receiving 
neuroleptics. Nonetheless, the diagnosis of lithium 
toxicity must be made on clinical grounds, with a low 
threshold of suspicion as the most useful aid. 
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Sleepwalking and Night Terrors Related to Febrile Illness 


BY JOYCE D. KALES, M.D., ANTHONY KALES, M.D., CONSTANTIN R. SOLDATOS, M.D., 
KATHERINE CHAMBERLIN, AND ENOS D. MARTIN, M.D. 


Sleepwalking and night terrors have been defined as 
disorders of arousal (1) that occur early in the night 
and have their onset during stage 3 or 4 sleep (2, 3). 
During a sleepwalking episode, the individual seems 
confused, detached, and relatively unresponsive. 
Night terrors are more dramatic; patients manifest ter- 
ror and panic, and there is extreme autonomic dis- 
charge and vocalization. In both disorders, patients 
are difficult to arouse, and complete amnesia or mini- 
mal recall of the episode is frequent. 

A genetic component underlies these disorders in 
that patients often have a family history of sleep- 
walking, night terrors, or both (4). Sleepwalking and 
night terrors typically begin in childhood or early ado- 
lescence and are usually *'outgrown'' by the end of 
adolescence, suggesting a delay in CNS maturation 
(5). When sleepwalking or night terrors have a post- 
pubertal onset or continue into adulthood, however, 
psychopathology is a more significant causative factor 
(6, 7). These shared characteristics have led us to pro- 
pose that sleepwalking and night terrors have a com- 
mon etiology and are part of the same patho- 
physiologic spectrum (8). 

In this paper, we report on febrile illness as a precip- 
itating factor for the onset of sleepwalking or night ter- 
rors. To our knowledge, this is the first report estab- 
lishing this relationship. We have evaluated five chil- 
dren or adolescents who began to sleepwalk or to 
experience night terrors during or immediately after a 
febrile illness. The following three case reports illus- 
trate our observations of this phenomenon. 


Case Reports 


Case 1. A 9-year-old girl had two sleepwalking episodes 
following recovery from a streptococcal pharyngitis com- 
plicated by otitis media and associated with high fever (104°- 
105°). The first episode occurred 3 days after the fever had 
subsided, and the second episode took place a month later. 
There was no family history of sleepwalking or night terrors. 

The second episode, like the first, occurred approximately 
2 hours after the patient went to bed. She suddenly walked 
downstairs into the room where her parents were watching 
television and stood motionless. When her parents spoke to 
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her she mumbled incoherently, and they realized she was 
again sleepwalking. As her father led her tc her room, she 
was hesitant and confused. In less than a minute after return- 
ing to bed, she was asleep. Over the next 5 years there were 
no further episodes. 


Case 2. A young boy had two sleepwalking episodes dur- 
ing febrile illnesses, one at age 11 and another at age 13. The 
family history was negative. Prior to the second episode, the 
boy had been away from home for several cays. He report- 
edly had a fever and had slept poorly for the previous 2 or 3 
days. The first night after he came home, 2 hours after he 
went to bed he walked downstairs and out of the house. 
Barefooted and scantily clothed, he walked through the 
snow to the neighbors’ house. The neighbors called, and 
when his brother came he had to shake the child to arouse 
him. Subsequently he was well oriented but had no recollec- 
tion of the event. The next day he was found to have otitis 
media: he was given antibiotics and became afebrile. There 
were no further episodes over a 6-month follow-up period. 


Case 3. A 12-year-old bov had a series of night terror epi- 
sodes with associated somnambulistic activity that began 
during illness associated with high fever. There was a family 
history of sleepwalking in a sister and a maternal uncle. The 
child came home from school with a high fever and went to 
bed. About an hour and a half after falling asleep, he ap- 
peared at the living room door screaming that he was 
"smothering in mud’ and ''had to die." When he fully 
awakened, his temperature was 105°. 

About 2 weeks later, the patient began to have an episode 
each night for several nights. After.an hour and a half of 
sleep, he would frantically rush from room to room, shouting 
obscenities. He seemed frightened and perspired profusely. 
His parents thought he was ‘‘going crazy" and sought our 
evaluation. They were reassured that the course of this dis- 
order is usually benign and were cautioned as to the psycho- 
logical problems that could result from their overreacting. 
They were also advised of the necessity for safety measures. 
Over a 6-month period the episodes became less frequent 
and finally ceased. Three months later. however, he had 
three more episodes during a febrile illness. Over the next 2 
years, there were no additional episodes. 


We also evaluated two other patients whose epi- 


sodes had an onset associated with febrile illness. One, 


a girl who first developed night terrors and related 
somnambulistic activity at age 12 after an upper res- 
piratory infection with high tever, had a strong family 
history of night terrors, sleepwalking, and body rock- 
ing. She continued to have frequent and intense night 
terrors independent of febrile episodes over 4-year-fol- 
low-up. The other was a boy who had two sleep- 
walking episodes at age 10 when he had "flu." Family 
history was negative. The first episode occurred after 2 
days of high fever associated with markedly disrupted 
sleep for the previous night; the second took place 1 
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day after he became afebrile. No further episodes were 
reported during 2-year-follow-up. 
. None of the five patients we have described was tak- 
* ing any psychoactive medication at the time of the epi- 
sodes. In addition, we found no evidence of psycho- 
pathology in these patients. 


Discussion 


In al. “ive patients, the onset of sleepwalking or night 
terrors occurred during either the active course of fe- 
brile illness or the recovery period. The episodes were 
differentiated from delirium by their occurrence early 
in the night, comparatively short duration, and per- 
sistence after the febrile period. 

In the three children with no family history of sleep- 
walking or night terrors, the sleepwalking was limited 
to only two episodes. The two patients who had a 
strong rzmilv history experienced more frequent night 
terrors, and the episodes continued for several months 
or years following the febrile illness. It is possible that 
the latter patients eventually would have developed 
these disorders and that the febrile episode served to 
hasten their appearance. 

All Eve patients developed their disorders during 
late chiichooc or early adolescence (ages 9-12). This is 
a time when the CNS is still developing, and it is pos- 
sible tha- during this stage of maturation an individual 
is more likelv to develop sleepwalking or night terrors 
in relation to febrile illness. 

The occurrence of sleepwalking and night terrors 
with febrile illness might be further explained by the 
effects 07 fever on sleep, particularly stages 3 and 4 
(slow-wave) sleep. It is well known that with elevated 
temperature, sleep is fragmented and total sleep time 
is considerably reduced. In addition, stages 3 and 4 
have been shown to decrease significantly when fever 
is experimentally induced (9). The initial supression of 
stages 3 and 4 sleep with high fever may be followed 
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by a rebound in these sleep stages, predisposing sub- 
jects to disorders of arousal from slow-Wave sleep. 
Our contention is supported by Fisher and associates' 
suggestion that longer periods of stages 3 and 4 sleep 
preceding a night terror episode result in a more in- 
tense episode (10). 

In evaluating the child or adolescent with sleep- 
walking or night terrors, the physician should be care- 
ful to rule out febrile illness as a causative factor be- 
fore attributing the condition to psychopathology or an 
Organic cause. 
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Haloperidol-Induced Dysphoria in Patients with Tourette Syndrome 


BY ERIC D. CAINE, M.D., AND RONALD J. POLINSKY, M.D. : 


Haloperidol, an antipsychotic butyrophenone, often 
provides significant therapeutic benefit to patients with 
Gilles de la Tourette syndrome. We will describe an 
apparent dose-related dysphoria in 3 of 72 individuals 
who were given haloperidol for treatment of motor and 
vocal tics. These patients were treated while partici- 
pating in a series of investigations of Tourette syn- 
drome at the National Institute of Mental Health. The 
dramatic change in mood was not related to the pres- 
ence of akinesia or other extrapyramidal side effects, 
nor was it associated with the drowsiness or cognitive 
impairment that is found in some individuals treated 
with haloperidol. 


Case Reports 


Case l. Mr. A, a 40-year-old left-handed teacher, first ex- 
perienced involuntary contractions of the orbicularis oculi 
and frontalis muscles at age 13. By age 17, he had tics of the 
face and neck, and he began to experience sniffing and snort- 
ing when he was 20. His symptoms were generally mild dur- 
ing his 20s but began to worsen steadily after he reached 30; 
their intensity increased during the winter months and during 
times of stress. He remained unaware of the specific diagno- 
sis of his disorder for 27 years. 

Mr. A was the product of a pregnancy that was com- 
plicated by the death of a twin in utero. His developmental 
history was unremarkable, and he had never experienced 
emotional problems that required professional counseling or 
treatment. He had a first cousin with Tourette syndrome. 

Mr. A sought evaluation of his condition after seeing a 
television advertisement describing Tourette syndrome. 
During the physical examination, Mr. A demonstrated facial 
tics, neck turning, and occasional sniffing and quiet grunting. 
He was started on haloperidol, 0.5 mg/day. The dosage was 
slowly increased to 2.5 mg/day, at which point Mr. A experi- 
enced a dysphoria that he described as follows: ''It was as if 
a shade suddenly came down." His symptoms included sad- 
ness, crying, and loss of energy. There were no signs of 
drowsiness or motor side effects. When the dose was de- 
creased to less than 2.0 mg, all dysphoric symptoms re- 
mitted, and when it was raised above 2.0 mg on two sub- 
sequent occasions these symptoms returned. Mr. A benefit- 
ed substantially from haloperidol in dosages of 1.0-1.5 mg/ 
day. 


Case 2. Mr. B, a 20-year-old right-handed man, was the 
product of an uncomplicated pregnancy and delivery. He at- 
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tained developmental milestones at appropriate ages. He has 
distant relatives with essential tremor, Parkinson’s disease, 
and probable Tourette syndrome. 

At age 13, the patient began sniffing frequently, without 
any apparent environmental stimulus. Subsequently, he 
manifested other symptoms, including head nodding, cough- 
ing, abdominal spasms, facial grimaces, and eye blinking. 
When he was 16, he developed repetitive throat clearing. His 
tics have waxed and waned, and there have been sustained 
periods when his symptoms have been minimal. 

When he was examined, Mr. B's symptoms consisted of 
facial grimacing, twitching in his extremities, and grunting. 
He was started on haloperidol, 0.5 mg/day, and the dosage 
was gradually increased to 2.5 mg/day. At the 2.5-mg dosage 
the patient became depressed and despondent. There were 
no signs of extrapyramidal side effects. His mood alteration 
resolved when the dose was lowered to 2 mg/day. He later 
discovered that he could tolerate up to 3 mg/dav when he 
took the medication in divided dosages. Mr. B had a moder- 
ate decrease in tics with this regimen but experienced in- 
creased appetite and weight gain. He has noted a significant 
symptom ‘‘rebound’’ when he attempts to discontinue his 
medication. 


Case 3. Bob, a 17-year-old right-handed boy, began to ex- 
perience involuntary movements of the shoulders, arms, and 
hands at age 9. The tics were worse when he was excited. 
Bob was the product of a normal gestation but a breech de- 
livery. His developmental history was within normal limits. 
A maternal uncle of. Bob's had Tourette syndrome that had 
apparently resolved, and a maternal aunt had persistent mo- 
tor tics with a history of concurrent vocal tics. 

In the years after Bob first developed symptoms, he expe- 
rienced violent head turning, large-amplitude tics involving 
the arms, hopping, skipping, and a multitude of motor rituals 
that impeded his performance of daily activities. These com- 
pulsions waxed and waned in concert with the rest of his 
symptoms. His vocal tics included grunts, shouts, eructa- 
tions, and palolalia. In the past, he had been given up to 30 
mg/day of haloperidol, which led to marked suppression of 
tics but also to severe dysphoria, drowsiness, lack of motiva- 
tion, and substantial weight gain. When Bob was not taking 
medication, he demonstrated all the stigmata that had been 
described in his medical history and his rituals were often 
almost incapacitating. 

Bob participated in a double-blind experimental protocol 
in which he was given haloperidol in gradually increasing di- 
vided doses, up to a maximum of 8 mg/day. At doses above 4 
mg/day, he became inappropriately sad and tearful. He did 
not experience drowsiness, obvious cognitive impairment, 
akathisia, akinesia, or other extrapyramidal side effects. 
When his dose was reduced to 4 mg (without a change in the 
total number of tablets administered), his dysphoria dis- 
appeared. His symptoms (including rituals) were suppressed 
substantially and equally effectively at 4 mg and 8 mg. When 
the dose was raised to 6 mg, dysphoria returned promptly. 
His mood improved remarkably when the haloperidol dos- 
age was decreased to 4 mg/day. 
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Discussion 


. Among the group of 72 patients with Tourette syn- 
‘drome, 3 other patients experienced similar although 
less well Jocumented responses to haloperidol. Thus, 
in a population of 72 patients, as many as 6 may have 
suffered this untoward response. Shapiro and associ- 
ates (1) have described cognitive impairment associat- 
ed with drowsiness in Tourette syndrome patients 
treated with haloperidol; this phenomenon has been 
documented more thoroughly by Goldstone and Lha- 
mon (2). We have observed the same undesirable ef- 
fect in a number of patients, many of whom have 
found tha: this unpleasant state impaired their daily ac- 
tivities. Itis ncteworthy that the phenomenon we have 
reported `n this paper was not related to drowsiness 
and cognitive impairment. One patient's description of 
“a shade coming down'' was readily identified by oth- 
er individuals who experienced this unwanted re- 
sponse. None of the patients we described had a his- 
tory suggestive of affective disorder, and the dis- 
appearance of the dysphoria with dose reduction 
suggested that this dramatic alteration of affect was di- 
rectly related to the medication. The reappearance of 
the dysphoria after the haloperidol dosage was in- 
creased beyond an apparent ‘‘threshold’’ points to a 
dose-related response. This was most apparent in the 
third patient, who was unaware of the alterations in his 
medication. The absence of akinesia tends to exclude 
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the *‘depression’’ associated with this side effect (3). 

Haloperidol, a potent dcpamine receptor blocker, 
seems to have been related to sudden, pronounced 
dysphoric states in these patients. Concurrentlv, their 
Tourette syndrome symptoms were reduced. The 
neuropharmacologic mechanisms for both these ac- 
tions have yet to be determined. The effective suppres- 
sion of involuntary motor and vocal tics may have re- 
sulted from dopamine receptor blockade in the basal 
ganglia. Perhaps the changes in mood state were the 
result of the altered dopamine-mediated neurotrans- 
mission in the mesolimbic dopaminergic pathway. 

Haloperidol is one of the more potent antipsychotic 
drugs now available. In recent years, clinicians have 
become aware of drug-induced behavioral side effects 
that may mimic disease-related psychological abnor- 
malities. The reactions of these patients with Tou- 
rette syndrome are a valuable reminder of the trou- 
bling side effects of antipsychotic compounds. 


REFERENCES 


1. Shapiro AK, Shapiro ES, Bruun RD, et al: Gilles de la Tourette 
Syndrome. New York, Raven Press, 1978 

2. Goldstone S, Lhamon WT: The effects of haloperidol upon tem- 
poral information processing by patients with Tourette's syn- 
drome. Psychopharmacol 50:7-10, 1976 

3. Van Putten T, May PRA: "" Akinetic" depression in schizophre- 
nia. Arch Gen Psychiatry 35:1101-1107, 1978 


Self-Medication with Pseudoephedrine in a Chronically Depressed Patient 


BY MICHAEL A. DIAZ, M.D., THOMAS N. WISE, M.D., AND GEORGE O. SEMCHYSHYN, M.D. 


Sympathomimetic amines are a major ingredient in 
proprietary medications for symptomatic treatment of 
upper respiratcry infections. Both topical and system- 
ic formulations for nasal and sinus congestion may be 
bought over the counter, and their ready availability 
can lead to occasional instances of abuse and habitua- 
tion. This case report describes a patient who abused 
pseudoephedrine because of its CNS stimulation. To 
our know.edge, there has been no previous report of 
this medication producing psychological habituation 
or addiction. 
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Case Report 


A 37-year-old separated woman, Ms. A, was admitted to 
the psychiatric unit for withdrawal from chronic a»use of 
pseudoephedrine. Ms. À stated that she was ingesting 100 to 
150 tablets of pseudoephedrine (Sudafed) a day (30 mg per 
tablet). She said the pills gave her a mild euphoria as well as 
generalized energy, and she took them to counteract chronic 
fatigue, apathv, and depression. The patient had been taking 
the drug for 5 years, with gradual increases in her daily dos- 
age. The medication was initially prescribed for sinus prob- 
lems, but Ms. A noted that it elevated her energv level. 
Eventually she found that without the pills she felt fatigued 
and logy. At the time of admission she was taking about 8 
pills when she awoke and at intervals throughout the day. 
Ms. A had tried to withdraw abruptly from the medication 
about a year before her admission, but she felt so fatigued 
and depressed that she was unable to do so. During that 
withdrawal trial, she experienced visual aberratioas that 
took the form of hallucinations and illusions. 

On her admission Ms. A's blood pressure was 130/94, and 
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her pulse was 104. The remainder of the physical examina- 
tion was unremarkable. Ms. A exhibited some signs of drug 
toxicity, including slowed speech and general psychomotor 
retardation. Her affect was blunted, and there was a sugges- 
tion of some organic impairment. She appeared lethargic and 
complained of insomnia. She did not show signs of psychotic 
thought processes, but her thought content seemed slowed 
and she had a tendency toward concrete verbalization. She 
had intermittent lapses of recent memory, but her long-term 
memory was intact as was her orientation. The initial diag- 
nostic impression was a mild delirium secondary to drug tox- 
icity. 

During her hospitalization, Ms. A was gradually with- 
drawn from the pseudoephedrine. The dosage was reduced 
by 200-300 mg/day. Her depressive symptoms returned 
when she was receiving approximately 700 mg/day. At this 
point the dosage was tapered by 90 mg/day. She was ob- 
served for 2 weeks after complete withdrawal of the drug, 
and there were no untoward effects. 

The SCL-90 at the time of Ms. A’s admission had revealed 
significant symptomatology: her scores on the Depression, 
Obsessive-Compulsive, Anxiety, and Global Severity scales 
were all above the 93% rank in reference to a normative pop- 
ulation (1). Retesting at discharge revealed decreased levels 
of distress in all dimensions except depression. The Global 
Severity scale rank fell to 84%. After her drug withdrawal, 
Ms. A started psychotherapy for her depression. 

Ms. A was thought to have a mixed character disorder 
with passive-dependent and hysterical traits and to react to 
life stresses with depression. Her self-medication thwarted 
the affective dysphoria but produced drug habituation. 


Discussion 


Over-the-counter medications that contain pseudo- 
ephedrine are commonly used to effect vasoconstric- 
tion of the nasal mucosa. Doses of systemic pseudo- 
ephedrine-containing medication large enough to af- 
fect the nasal vessels also have effects on other 
vascular beds via sympathetic stimulation and can 
cause increased blood pressure, cardiac stimulation 
(2), and arrhythmias (3). In this respect, ephedrine, an 
isomeric congener, has been estimated to be four times 
as potent as pseudoephedrine. However, studies of the 
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CNS effects of pseudoephedrine at clinicalty recom- 
mended dosages have noted little or no stimu ation (4). 
In a study (5) in which volunteers were given 360 mg/ 
day of pseudoephedrine for 2 weeks, insomnia was 
noted as a side effect. It has also been reported that 
children given pseudoephedrine at clinical coses suf- 
fered various side effects, including insomnia and agi- 
tation (6). 

The present report is significant because Df the pa- 
tient’s abuse of pseudoephedrine for its central stimu- 
lant and antidepressant effects. What began as a pre- 
scription for sinusitis became a serious habituation. 
The patient fulfilled the criteria for an addiction in that 
she had marked physiologic as well as psychological 
effects when the drug was withdrawn. On admission 
she showed evidence of overstimulation, irritability, 
and bizarre behavior, but no frank psychosis. Over- 
the-counter medications, especially those with even 
mild CNS effects, can be psychological haza-ds for in- 
dividuals with vulnerable personalities. 
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Cortical Evoked Potentials and Severity of Depression 


BY JEANNETTE FRIEDMAN, PH.D., AND RUSSELL MEARES, M.D. 


It is not unreasonable to suppose that changes in 
brain function accompany depressive illness. This pos- 
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sibility can be approached through a study 5f evoked 
potentials in the cerebral cortex. The amplitudes of the 
various components of the cortical evoked potentials 
have been studied in a number of functioral mental 
illnesses, and there is general agreement that the am- 
plitudes are somewhat small in schizophrenia (1, 2). 
There is no good evidence that they are raised in anx- 
iety-related or neurotic conditions (see, for example, 
reference 3). However, there are a few stucies which 
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suggesi that depression is associated with larger ampli- 
tudes than normal (4, 5). It may be that this is particu- 
larly evident in the wave forms induced by high-in- 
tensity stimuli—a pattern of response termed ‘‘aug- 
mentaticn" (6). In earlier work, Buchsbaum and 
associates (7) linked this pattern to bipolar depression. 
In more recent work, Gershon and Buchsbaum have 
also fcuad the pattern to be associated with unipolar 
depression. They now seem to link **augmentation"' 
with a more biologically determined depression, par- 
ticularly that associated with a genetic predisposition 
(8). 

This trief report deals with the possibility that in- 
creased amplitudes of the cortical evoked potentials 
may reflect severity of depression. 


Method 


The subjects were 33 acutely depressed outpatients 
at a general hospital. There were 29 women and 4 men 
with an age range of 18-69 years. The patients were 
not taking any medication. To be included in the 
Study, patients were required to fulfill the following 
criteria: 1) features of primary depressive illness, 2) no 
other major psychiatric disorders or systemic dis- 
eases, 3) no organic brain syndromes or alcoholism, 4) 
unipolar depression without history of mania, and 5) no 
hallucinations, delusions, or grief reactions at the time 
of study In addition, all patients were rated on the 
Hamilton Depression Rating Scale by an experienced 
psychiatrist, and only patients with scores above 15 
were inc_uded. 

Patients also rated themselves by means of visual 
analogue scales. All patients exhibited depressed 
mood as a major feature, and most showed guilt, self- 
reproach, sleep disturbance, and suicidal ideation. 
Many had bodily symptoms and anorexia with weight 
loss. 

On the basis of a consensus of scores on the Hamil- 
ton Depression Rating Scale and analogue scales, a 
group of the 7 most depressed patients was selected 
for comparison with a group of the 7 least depressed 
patients. These groups were established before evoked 
potential data were analyzed. 

Five visual and 5 auditory evoked Sotenüsls were 
recorded. Fifty stimuli at each stimulus intensity were 
presented in pseudorandomized ''blocks," in which 
each intensity was preceded by every other intensity, 
including itself, an equal number of times. Intervals 
between blocks were 1.5 seconds, and those between 
stimuli within blocks were ] second. 

The light stimuli had relative intensities of 1, 2, 4, 8, 
16, with a maximum flash of 1.5 million candle power 
of 10-millisecond duration. The auditory stimuli had a 
frequency of 1000 Hz, with a rise time of 2.5 millisec- 
onds, and a duration of 30 milliseconds. The sensation 
levels zbove threshold were 10, 25, 40, 55, and 70 db. 

Electrodes were attached to the vertex and left 
mastoid, with the right ear as ground. The amplified 
EEG response to each stimulus was averaged sepa- 
rately for each intensity by a digital computer. 
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Evoked potential components were identified ac- 
cording to their latency frofn stimulus onset. For visu- 
al evoked potentials the successive peaks and troughs 
were termed IV, V, VI, and VII and were found within 
the following latency ranges: 75-140, 90-165, 125-250, 
and 225-300 milliseconds. For auditory evoked poten- 
tials the successive peaks and troughs were labeled P,, 
N,, Pa, N, and defined by their occurrence within the 
following latency ranges: 40-70, 75-150, 180-250, and 
225-300 milliseconds. 

Evoked potential amplitudes for each component 
across five intensities were compared between the two 
groups by two-way analysis of variance. Evoked po- 
tential amplitude intensity slopes for each component 
were calculated by the least-squares technique. 


Results 


For all components of the auditory evoked poten- 
tial, the severe group of depressives showed higher 
amplitudes. The mean values across the five intensities 
were: P,N,. 11.2 uV compared with 7.0 nV (p<.01); 
NP, 17.0 uV compared with 10.9 uV (p«.01); PN», 
10.2 uV compared with 6.6 uV (p«.OI). 

There were no differences between the mean ampli- 
tudes of any component of the visual evoked poten- 
tials. The auditory evoked potentia] slopes of severe 
depressives, particularly on N,P, appeared more 
‘augmenting’ than those of mild depressives. This 
difference, however, was not statistically significant, 
nor were any significant slope differences shown for 
any component of the visual evoked potentials. 


Discussion 


Our findings suggest that amplitudes of cortical po- 
tentials evoked by intense stimuli may be a function of 
severity of depression. It may be that ‘‘augmenta- 
tion,” being related to amplitude, is also a function of 
severity of depression. Buchsbaum and associates (7) 
however, were not able to find this relationship. When 
rated by nurse observers, bipolar depressives, who 
"augmented," showed marginally lower ‘‘median de- 
pression ratings'' than a unipolar group. However, it 
may be that this method of rating severity of depres- 
sion is less accurate than ratings made by either a psy- 
chiatrist or the patient. If this were so, the apparent 
differences between our results and those of Buchs- 
baum and associates could be explained on the basis of 
our use of the Hamilton scale and a self-rating scale. 
An alternative explanation may be that severity is not 
reflected in the IV-V component of visual evoked po- 
tentials, which Buchsbaum and his colleagues have 
studied, but in other components, particularly in the 
auditory system. 

Finally, there are interesting implications in the pos- 
sibility that high-amplitude cortical evoked potentials 
may be characteristic of severe depression. For ex- 
ample, it may enable us to use psychophysiologic mea- 
sures in drug evaluation in the same way that other 
psychophysiologic measures have been used to eval- 
uate anxiolvtic drugs. Furthermore, cortical evoked 
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potential changes might be related to other CNS alter- 
ations in depression—for txample, the increased hy- 
pothalamic-pituitary activity that results in the associ- 
ation between depression and raised blood cortisol 
levels (9). This effect has some relationship to severity 
of depression (9). In bipolar patients, the mean ampli- 
tude of evoked potential has been shown to correlate 
with 24-hour 17-OHCS excretion (10). 
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Temporal Disorientation in Schizophrenic and Brain-Damaged Patients 


BY DAN JOSLYN, PH.D., AND R.R. HUTZELL, PH.D. 


Assessment of temporal orientation is a standard 
part of neurologic and mental status examinations. Pa- 
tients are asked the date, day of the week, and in some 
cases the time of day. Benton and associates (1, 2) 
quantified the assessment of temporal orientation to in- 
crease its sensitivity in discriminating between brain- 
damaged and non-brain-damaged medical patients. We 
studied the temporal orientation of schizophrenic pa- 
tients compared with that of normal subjects and 
brain-damaged patients. 


Method 


The subjects were inpatients at the Veterans Admin- 
istration Medical Center, Knoxville, Iowa. Diagnostic 
classification was based on the patients' medical rec- 
ords. 

The "admission group’ (1 woman and 73 men) con- 
sisted of 1) 45 schizophrenic patients, mean age=38 
years (SD= 12.5); 2) 15 non-brain damaged alcoholics, 
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mean age=48+7.8 years; and 3) 14 brain-damaged pa- 
tients, mean age=59+7.9 years. The brain-damaged 
patients included 8 patients with organic brain syn- 
drome secondary to alcoholism, 3 with cerebral arte- 
riosclerosis, and 1 ‘each with head trauma, presenile 
dementia, and cerebrovascular occlusive disease. We 
assessed temporal orientation in the admission group 
(some of whom had had previous hospitalizations) 
within 2 weeks of admission as part of psychological 
screening. 

The “‘long-stay group” (93 men) consisted of 1) 39 
schizophrenic patients, mean age=61+12.6 years, 
and 2) 54 brain-damaged patients, mean age=63+ 12.3 
years. Of the brain-damaged patients, 12 had senile de- 
mentia, 4 presenile dementia, 11 cerebral arterioscle- 
rosis, 6 organic brain syndrome secondary to alcohol- 
ism, 5 Huntington's disease, 4 cerebrovascular acci- 
dents, 4 general paresis, 3 head trauma, 3 multiple 
sclerosis, and 2 histories of encephalitis. The group as 
a whole had a median length of current hospitalization 
(defined as a period during which no passes of longer 
than a month were granted) of 3.5 years at the time of 
testing. 

The temporal orientation score (1, 2) is obtained by 
subtracting points from a perfect score of 100. The 
questions and rules for subtraction are as follows: 

1. Day of the week: 1 point subtracted for each day 
away from the actual day (no more than 3 points sub- 
tracted). 

2. Month: 5 points for each month away from the 
actual month (maximum of 30 points subtracted). 
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TABLE | 
Tempora Orientation (TO) Scores for Brain-Damaged, Schizophrenic, and Non-Brain-Damaged Patients e . 
d Admission Group 
Alconslic Long-Stay Group 
Brain-Damaged Schizophrenic Without Brain Damage Brain-Damaged Schizophrenic 
TO Score (N= 14) (N45) (N =15) (N=54) (N=39) 
Normal range 
100 2 33 13 8 15 
99 2 4 | I 3 
98 2 4 0 ] 2 
97 0 0 ] I 0 
Defective range 
94-96 1 2 0 1 0 
80-93 2 2 0 I ] 
50-79 2 0 0 I 0 
0-49 3 0 0 4 I 
No TO score available? 0 0 0 36 17 


*Subjects in this cetegory would not, or could not, supply sufficient information for a score to be calculated. 


3. Day of tae month: 1 point subtracted for each day 
away from the actual date (maximum of 15 points sub- 
tracted). If the stated date is within 15 days of the cor- 
rect dace, no additional points are subtracted for errors 
of month or year. For example, if on Jan. 3, 1979, the 
patient said it was Dec. 30, 1978, 4 points would be 
subtracted, for a temporal orientation score of 96. 

4. Year: 10 points off for each year away from the 
actual vear (no more than 60 points subtracted). 

5. Time of day: 1 point subtracted for every 30 min- 
utes from the actual time (maximum of 5 points sub- 
tracted). 


Results 


Table 1 shows the distribution of temporal orienta- 
tion scores for each group of patients. Benton and as- 
sociates found that optimum discrimination between 
brain-damaged and non-brain-damaged medical pa- 
tients was achieved by considering temporal orienta- 
tion sccres of 97-100 as normal and those of 96 or less 
as defective. In their control group (N= 180) 3% of the 
subjects made scores of 96 or less. Using this criterion 
tor the admission group, defective scores were found 
in 57% of brain-damaged, 9% of schizophrenic, and 
none o- non-brain-damaged alcoholic patients (y?= 
21.9, p«.001). The brain-damaged group had a signifi- 
cantly a:gher percentage of patients with defective 
scores than either the schizophrenic (p<.001) or alco- 
holic (p<:.001) groups. 

The long-stay group presented a more debilitated 
picture than the admission group. Only 33% of the 
brain-demaged patients and 56% of the schizophrenic 
patients responded with enough information to pro- 
vide a temporal orientation score. The remainder 
could noz respond, gave irrelevant answers, or refused 
to respond. Of those long-stay patients for whom tem- 
poral orientat:on scores could be obtained, the brain- 
damaged patients were more impaired than the schizo- 
phrenics. Thirty-nine percent of brain-damaged pa- 


tients but only 9% of schizophrenic patients had scores 
of 96 or less (*—3.5, p<.07). 

Among the brain-damaged long-stay patients for 
whom scores could be computed, temporal orientation 
did not correlate significantly with age (r=—.24) or 
length of current hospitalization (r= t .31). 

A total of 67 schizophrenic patients in the ac mission 
and long-stay groups yielded temporal orientation 
scores. The proportion of defective temporal orienta- 
tion scores in the schizophrenic subjects (9%) did not 
differ significantly from that in our small sample of 
alcoholics (0%), but the difference between the 
schizophrenic group and Benton and associates’ 
large control group (3%) approached significance 
(.05<p<.10). The disoriented schizophrenic patients 
in our study did not fall in any particular diagnostic 
subgroup: 2 were paranoid, 2 hebephrenic, 1 cataton- 
ic, and ] chronic undifferentiated. Similarly, our dis- 
oriented brain-damaged patients did not fall into any 
particular etiologic subgroups. 


Discussion 


Schizophrenic patients appear to be somewhat more 
likely than normal individuals to show temporal dis- 
orientation (3), although this difference (9% versus 
3%) did not reach statistical significance in our study. 

Temporal disorientation is even more frequent in 
brain-damaged patients. In the Benton and associates’ 
studies (1, 2), approximately 24% of the subjects, most 
of whom were outpatients with cerebral disease, were 
disoriented. Of the long-stay hospitalized brain-dam- 
aged patients in whom we were able to assess this fac- 
tor, 39% were disoriented. Over half (5796) of our re- 
cently admitted cerebrally impaired patients were dis- 
oriented to time. 

The main finding of this study is that hospitalized 
schizophrenic patients were appreciably less likely to 
be disoriented to time than were brain-damaged pa- 
tients. By using Benton and associates’ method (1, 2) 
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we were able to measure temporal orientation in an 
objective way. This information increases the diagnos- 
tic significance of the questions on the mental status 
examination that assess time orientation. The degree 
to which temporal disorientation is involved in other 
kinds of psychoses, such as acute mania and psychotic 
depression, is a question not addressed by this study. 
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Response to Sleep Deprivation as a Predictor of Therapeutic Results with 


Antidepressant Drugs 


BY ANNA WIRZ-JUSTICE, PH.D., VOLFGANG PÜHRINGER, M.D., AND GUNTER HOLE, M.D. 


The observation that a single night's sleep depriva- 
tion can induce improvement in certain depressive pa- 
tients has been widely substantiated (1) since the first 
report in 1971. However, since the improvement is 
usually of limited duration and therefore of limited 
therapeutic value, more recent clinical studies have in- 
vestigated the following questions: 

]. Is the antidepressant effect of partial sleep depri- 
vation in the second half of the night equivalent to an 
entire night's sleep deprivation (2, 3)? 

2. Can weekly sleep deprivation potentiate or accel- 
erate the response to conventional antidepressant 
drugs (4)? 

3. Does weekly sleep deprivation have long-term 
effects as a maintenance or prophylactic therapy (5)? 

In an open study of a large, diagnostically hetero- 
geneous depressive population (in preparation), we 
found that 1) women responded to sleep deprivation 
more often than men, 2) unipolar depressives respond- 
ed more often than bipolar depressives, and 3) those 
under chronic antidepressant drug treatment respond- 
ed more often than untreated patients. The third obser- 
vation led us to consider whether the acute sleep depri- 
vation response per se could be predictive of the anti- 
depressant response to tricyclics. 


Findings 


Sleep deprivation response was defined as at least: 


one-third reduction in the modified Hamilton rating 
scale on the first or second day; tricyclic drug response 
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was defined as improvement sufficient for discharge. 
Of 34 sleep deprivation responders, 24 improved after 
subsequent tricyclic antidepressant treatment. This 
positive group consisted of 14 women and 5 men with 
unipolar depression and 3 women and 2 men with bipo- 
lar illness. In contrast, 12 of 18 nonresponders to sleep 
deprivation also failed to improve with long-term drug 
treatment (maprotiline, chlorimipramine, or imipra- 
mine). This negative group consisted of 4 women and 2 
men with unipolar depression and 3 women and 3 men 
with bipolar depression. The differences between 
these two groups were significant when data for both 
unipolar and bipolar depressed patients were analyzed 
by the appropriate nonparametric statistics (y^—5.3, 
p«.05). 

However, sleep deprivation response did not predict 
which antidepressant drug was more efficacious. 
Based on a smaller sample included in this study, we 
had previously developed a hypothesis (6) that re- 
sponders on day 1 after sleep deprivation would im- 
prove preferentially with serotonin uptake inhibitors, 
whereas responders on day 2 after a recovery night's 
sleep would improve preferentially with noradrenaline 
uptake inhibitors. This hypothesis was supported nei- 
ther by the present study with a larger number of pa- 
tients nor by a recent report by Amin (7). However, a 
reanalysis of Amin's data supported the statement that 
a positive sleep deprivation response can predict even- 
tual therapeutic outcome with conventional antide- 
pressants: of 12 sleep deprivation responders, 10 later 
improved with tricyclics. 


Discussion 


Although both sleep deprivation and tricyclic drugs 
are known to alleviate depression, the antidepressant 
effect of sleep deprivation is rapid and usually tran- 
sient, whereas that of the tricyclics is longer-lasting 
and usually does not occur until the third week of 
treatment. To explain the relationship between sleep 
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deprivation and tricyclic response reported here, the 


usual monoaminergic hypotheses of affective dis- 


orders should be considered within a temporal frame- 
work. Desynchronization of circadian rhythms has 
long been postulated to underlie depressive disorders 
(for review, see reference 8), and both of these short- 
and long-term therapeutic modalities can be consid- 
ered in terms of their common effects on circadian 
rhyth:rs (rather than their differing acute effects on 
amine uptake or metabolism). 

Sleep deprivation has been hypothesized to re- 
synchronize the disturbed circadian rhythms involved 
in the pathophysiology of depression (1, 8) or, more 
precisely, to exert its therapeutic effect through a 
phase shift of certain circadian rhythms, such as tem- 
perature, w:th respect to the sleep-wake cycle (9, p. 
21). Àn experimentally induced phase shift of the cir- 
cadian sleep-wake cycle has recently been found to 
have an antidepressant effect (10). Phase advance of 
the sleep-wake cycle (i.e., shifting sleeping time from 
the ustal 11 p.m.-7 a.m. period to 5 p.m.-1a.m.)ina 
bipolzr depressed patient who responded to sleep dep- 
rivation as vell as to chronic antidepressant drugs was 
sufficient for rapid and relatively long-lasting remis- 
sion. In animal studies, the circadian rest-activity cycle 
of the hamster is phase advanced by chronic tricyclic 
drugs (Wehr, Wirz-Justice, and Goodwin, in prepara- 
tion). 

This preliminary experimental evidence lends sup- 
port :2 the clinically observed relationship. The im- 
provement after one night's sleep deprivation and after 
chror:c tricyclic drug treatment may be the result of a 
similar mechanism of action through phase advance of 
the circadian sleep-wake cycle. 

Since sleep deprivation is a nonpharmacologic in- 
tervertion with no side effects or contraindications (1) 


Stimulation and Arousal in Self-Mutilators 
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and can be carried out easily with only 1-2 days of 
observation necessary, it"has the potential for wide- 
spread use, even among general practitioners. Al- 
though sleep deprivation is still an unconventional 
therapeutic modality in the U.S. and is primarily re- 
garded as a research tool, it has already become an 
established part of the treatment inventory of Euro- 
pean psychiatric clinics. Our data indicate that al- 
though sleep deprivation alone rarely induces a lasting 
clinical remission, a positive response can be used to 
predict a positive response to conventional antidepres- 
sant drugs. 
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BY HELENE LYCAKI, PH.D., NORMA C. JOSEF, M.D., AND MARK MUNETZ, M.D. 


A profusion of theories and treatment modalities 
continues to cloud our understanding of the etiology 
and maaagement of self-mutilation. Since self-mutilat- 
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ing behavior occurs in neurologic and biochemical dis- 
orders such as the Lesch-Nyhan syndrome (1), a neu- 
ral disorder could be a factor in the etiology of self- 
mutilation. In his neurophysiologic studies Heath (2) 
demonstrated that one or more sites of emotional ex- 
pression in the brain respond to peripheral sensory 
stimuli for sound, light, and pain. Satterfield and Daw- 
son (3) proposed an arousal theory to explain hyper- 
activity in the hyperkinetic child. They theorized that 
the activity level in the reticular formation 1s lower 
than normal in hyperkinetic children. Thus the child 
seeks external stimulation to trigger the underactive 
arousal system. 
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When we reviewed 4 cases of self-mutilators admit- 
ted to the Lafayette Clinic within the last 4 years we 
found suggestions of neurologic dysfunction in each 
patient. We posited that a deficit exists in the sensory 
relay system of self-mutilators. This deficiency 1s not 
sufficiently specific or localized to produce definite 
neurologic symptoms but may prevent the sensory 
cortical centers from receiving environmental] stimuli 
necessary for normal behavioral responses. As a re- 
sult, self-mutilators seek stimulation from activities 
that provide the desired response. 

This theory motivated us to give 2 of our patients a 
therapeutic trial with a stimulant medication which, if 
effective, would produce a rapid behavioral change. 
We chose methylphenidate for the trial. Although its 
specific mode of action is still unknown, methyl- 
phenidate is believed to produce stimulation of the re- 
ticular formation. Monnier and Krupp (4) theorized 
that methylphenidate's stimulant effect results from 
depression of the inhibitory pathways in the medio- 
thalamic areas, with ''1inhibition of inhibition'' causing 
overt signs of stimulant activity. 


Case Reports 


Case 1. Ms. A, a22-year-old divorced woman, came to the 
Lafayette Clinic after unsuccessful treatmert of self-mutilat- 
ing behavior at another psychiatric state facility. Her medi- 
cation consisted of tricyclic antidepressants as well as neuro- 
leptics. 

Ms. A's life had been chaotic and marked by emotional 
deprivation. During adolescence she had abused alcohol and 
street drugs. Self-mutilation occurred concomitantly with 
this drug abuse. Her previous psychiatric hospitalizations 
had produced a measure of social adjustment in Ms. A, but 
under emotional stress she reverted to drug abuse and self- 
destructive behavior. 

At Lafayette Clinic, we treated Ms. A with lithium carbon- 
ate and behavior modification. However, her self-mutilating 
behavior persisted until methylphenidate was initiated, 40 
mg/day for 2 weeks. A dramatic cessation of self-mutilation 
followed. At follow-up one month later self-mutilation had 
not recurred. Ms. A's hygiene had also improved, her con- 
versation was more organized, and her affect was pleasant. 


Case 2. Ms. B was a 23-year-old single woman who was 
described as passive-aggressive. Ms. B had a long history of 
suicide attempts and self-mutilating behavior. Family dis- 
ruption and foster homes marked her early life. She also ex- 
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perienced guilt over her father's affliction with Hunting- 
ton's chorea. 

Ms. B was admitted as an inpatient at the Lafayette Clinic 
several times for self-mutilating behavior. She improved 
temporarily with behavior modification. During her last ad- 
mission she was placed on a trial of methylphenidate in 
doses of up to 40 mg/day. Although her depressive and para- 
noid ideation remained unchanged, Ms. B was able to keep 
from harming herself. She was discharged after one month, 
with infrequent and minimal self-mutilating acts. 


Discussion 


The immediate results of the therapeutic trial with 
methyphenidate in these two patients were dramatic. 
Self-mutilating behavior, which had occurred regularly 
before methylphenidate was started, almost complete- 
ly disappeared in the first case and was reduced con- 
siderably in the second. However, in the second case 
the characterologic features, including attention-seek- 
ing and petulance, remained. 

The response of these two patients supports the the- 
ory that self-mutilators may have a deficit in their 
arousal systems that interferes with transmittal to ap- 
propriate centers. This in turn results in the need to 
engage in mutilating behavior to provide adequate 
stimulation. 

We think the arousal hypothesis has some validity, 
but we must be tentative because of the small number 
of patients, the lack of an experimental design in the 
study, and the limited observation period of treatment 
results. We did not intend to present definitive findings 
in this paper. Rather, we wanted to map out a theoreti- 


* 


cal consideration and encourage other workers to con- : 


sider this theory and to test it in controlled research. 
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Cogwheel Rigidity During Chronic Lithium Therapy 


BY GREGORY M. ASNIS, M.D., DEBORAH ASNIS, DAVID L. DUNNER, M.D., AND RONALD R. FIEVE, M.D. 


The purpose of this study is to evaluate the presence 


of extrapyramidal symptoms, especially cogwheel ri- 
gidity, ir. patients receiving lithium alone or in combi- 
nation with other medications (i.e., antipsychotic or 
dopamia2-depleting agents). Cogwheel rigidity is com- 
monly found in Parkinson's disease and in drug-induced 
parkinsonism secondary to antipsychotic or dopa- 
mine-depleting agents (1). Its prevalence among lith- 
ium-treated patients varies, but the occurrence of 
these symptoms suggests that lithium may cause extra- 
pyramical symptoms. Previous studies of cogwheel ri- 
gidity zsseciated with lithium treatment (2-4) have 
lacked controls in three areas: 1) concomitant use of 
antipsychotic or dopamine-depleting drugs (which 
may induce extrapyramidal symptoms), 2) blindness of 
the evaluator to the patients’ drug status, and 3) later- 
ality of cogwheel rigidity. 


Method 


We studied 97 patients (41 men and 56 women, mean 
age —47.2 vears) who attended the lithium clinic of the 
New Ycrk State Psychiatric Institute during an 8-week 
period. All patients voluntarily consented to a neuro- 
logic evaluaticn, which was performed by a trained ex- 
aminer who was blind to the patients’ medication use. 
After this evaluation, patients were questioned about 
current and past medications, and charts were re- 
viewed for age, past antipsychotic drug administra- 
tion, current lithium dose, and serum lithium level. 
The nevrologic examination consisted of a modified 
version cf the Simpson-Angus rating scale (5), which 
was usec to evaluate the following symptoms on a 
scale of 0 (normal) to 4 (severe): gait, arm dropping, 
shoulder shaking, elbow rigidity, wrist rigidity, trem- 
or, glabella reflex, and salivation. Leg pendulousness 
and head dropping were excluded from the original 
scale and cogwheel rigidity was added in terms of both 
intensity (rated 0-4) and presentation (unilateral ver- 
sus bilateral). 
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Results 


Cogwheel rigidity and tremor were the main neuro- 
logic side effects noted in this population. Of the 97 
patients, 79 were receiving lithium without concomi- 
tant antipsychotic or dopamine-depleting agents, al- 
though 19 of these 79 patients had concomitant use of 


tricyclic antidepressants. Cogwheeling did not seem to 


be related to concomitant use of tricyclic antidepres- 
sants, so patients treated with lithium combined with 
tricyclics were considered as part of the group treated 
with lithium only. Of this group, 22 (27.8%) had slight 
cogwheel rigidity and 6 (7.6%) had moderate cogwheel 
rigidity. Of 18 patients who were treated with lithium 
and a dopamine blocker or depleter, 4 (22.2%) had 
slight cogwheel rigidity and 6 (33.3%) had moderate 
cogwheel rigidity. 

Of the total of 22 patients with bilateral cogwheel 
rigidity, severity was rated as slight in 10 cases and 
moderate in 12, whereas all 16 patients with unilateral 
cogwheel rigidity were given slight severity ratings. 

In the group treated with lithium only, age, duration 
of lithtum use, and serum lithium level were all higher 
among those rated as having moderate cogwheel rigid- 
ity than those with slight or absent rigidity (table 1). 
However, analysis of variance revealed no significant 
differences in these variables for the three severity-rat- 
ing groups. A two-tailed t test demonstrated that the 
group with moderate severity ratings was significantly 
older than both the group with slight rigidity (t=2.28, 
p<.05) and the group with no rigidity (t=2.16, 
p=<.05). Also, the ‘‘moderate’’ group had a longer 
duration of lithium treatment than patients who did not 
have cogwheel rigidity (t<2.04, p<.05). There were no 
significant differences between the group with slight 
cogwheel rigidity and the group with no cogwheel ri- 
gidity in regard to age, duration of lithium treatment, 
or serum lithium level. 

Chi-square analysis of the distribution of tremor in 
the three severity groups (see table 1) revealed a signif- 
icant difference (x?—6.8, p<.05). The moderate-severi- 
ty group had a significantly higher frequency of tremor 
than the group with no cogwheel rigidity (y?=7.92, 
p«.01). Of the 6 patients rated moderate, 4 had no evi- 
dence of limb rigidity (a score of 1 in one category at 
most) and 2 had apparently significant limb rigidity (3 
positive rigidity items with at least 1 item rated as 
moderately severe). No other neurologic side effects 
were rated as more than slight. In the moderate-severi- 
ty group, 4 subjects had previously taken antipsychot- 
ic medication; they had been medication-free for 12-66 
months (mean=38 months). The duration of this medi- 
cation was 1-3 months, with a maximum neuroleptic 
dose of 150 mg chlorpromazine equivalents. Two pa- 
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TABLE 1 mE 
Clinical Data qn Lithium-Treated Patients, by Cogwheel Rigidity Rat- 


ing 


Severity Rating 





Moderate Slight Absent 
Item (N=6) (N=22) (N-51) 
Mean age (years) 60.54 45.0 46.6 
Mean duration of 73.5» 55.4 44.0 
lithium treatment 
(months) 
Mean serum lithium 1.0 0.85 0.81 
level (mEg/liter) 
Tremor (26 of cases): 100.0 54.5 31.4 


‘Significantly different from patients with slight (p<.05) and no (p«.05) 
rigidity. 

‘Significantly different from patients without cogwheel rigidity. 

“y?=6.8, p«..05. 


tients with moderately severe cogwheel rigidity had no 
previous neuroleptic or antihypertensive use. They 
were 65 and 66 years old. 


Discussion 


Our report supports other research in the finding 
that cogwheel rigidity is occasionally found in manic- 
depressive patients treated with lithium carbonate. 
Our methodology. like that of Kane and associates (4), 
involved raters blind to medication status. Although 
cogwheel rigidity was found in about a third of the pa- 
tients treated with lithium alone, very few of these pa- 
tients received moderate severity ratings. Whether 
slight cogwheeling is clinically significant or not is un- 
clear. Patients with slight cogwheel rigidity did not sig- 
nificantly differ from patients without cogwheel rigid- 
ity in regard to age, lithium duration, lithium serum 
level, or tremor. 

Our findings suggest that increasing age, lithium lev- 
el, duration!of lithium use, and the presence of tremor 
predispose patients to or are associated with lithium- 
induced moderate cogwheeling. The minimum dura- 
tion of lithium treatment in our patients with moder- 
ately severe cogwheel rigidity was 52 months, whereas 
most other researchers have cited a minimum of 8 
months to a year (2, 3) or even 2 years (4). Increasing 
age was found to have a direct relationship to lithium 
sensitivity in at least one report (6), and this may be 
related to the association between age and cogwheel- 
ing noted in this report. 

The DEM of cogwheel rigidity in lithium-treated 
patients is unclear. Drug-induced parkinsonian symp- 
toms have|been known to persist for as long as 18 
months after discontinuation of antipsychotic medica- 
tion (7, 8). However, it is unlikely that our patients had 
antipsychotic-induced cogwheeling because 2 of the 6 
patients with moderate severity ratings had never re- 
ceived antipsychotic or dopamine-depleting drugs. 
Furthermore, the other 4 patients had been free of an- 
tipsychotic drugs for a mean of 38 months and had re- 
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ceived doses of 150 mg chlorpromazine equivalents or 
less. It has been suggested that cogwheel rigidity in 
lithium-treated patients is evidence that lifhium has ex- 
trapyramidal effects. It is interesting that anti- 
parkinson agents have no effect on “‘lithium-induced”’ 
cogwheel rigidity (2, 4), and other than a lithium trem- 
or (which is not thought to be extrapyramidal), other 
extrapyramidal symptoms associated with cogwheel- 
ing were rare in this study. This raises the possibility 
that cogwheel rigidity associated with lithium may not 
result from an effect of the basal ganglia. 

The association of tremor and moderate cogwheel 
rigidity in this study may suggest another etiology of 
lithium-induced cogwheel rigidity. Lance and associ- 
ates (9) noted that cogwheel rigidity in Parkinson's 
disease resulted from superimposing of tremor on the 
stretch reflex. Similarly, the lithium tremor may be re- 
sponsible for lithium-induced cogwheel rigidity. The 
lithium tremor is not considered extrapyramidal be- 
cause it has a different frequency than a parkinsonian 
tremor and is not relieved by anticholinergic medica- 
tion (9). Thus the basis for lithium-induced cogwheel 
rigidity may not be at the extrapyramidal level but at 
whatever neuroanatomic level is responsible for the 
lithium tremor. It is clear that a lithium tremor is not 
sufficient to cause cogwheel rigidity; almost a third of 
the patients with no cogwheel rigidity had a tremor. 
Lithium thus may be a necessary but not a sufficient 
condition, with factors such as age of the patient, dura- 
tion of lithium treatment, and dosage of lithium adding 
in some way to bring about cogwheel rigidity. 

Our study was a cross-sectional evaluation of pa- 
tients who had been treated with lithium carbonate for 
varying periods of time. We suggest that future studies 
of cogwheel rigidity related to lithium therapy be pro- 
spective in nature and assess this symptom both in pa- 
tients (before and during lithium treatment) and in an 
appropriate control group. 
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Intestinal L'ilatation and Neuroleptic-Related Death 


SIR: As .ndicated in "Sudden Death in a Patient Taking 
Haloperidol” (January 1979 issue) by Richard Ketai, M.D., 
and associztes, deaths associated with phenothiazines have 
been attributed to hyperpyrexia, vasodilation, hypotension, 
aspiration, asphyxia, cardiac toxicity, and inhibition of brain 
regulatory centers. 

Another possible cause of neuroleptic-related death 
should be added to this list: intestinal dilatation. We recently 
reported a fatal case of intestinal dilatation associated with 
chlorpromazine therapy (1). We believe the dilatation is an 
anticholinergic side effect, and we have found 10 fatal cases 
of intestiral dilatation in patients being treated with pheno- 
thiazines and/or tricyclic antidepressants. It should be noted 
that none of these patients was being treated with haloperi- 
dol. l 

We hypothesize that the anticholinergic effects of these 
medications lead to decreased peristaltic activity and in- 
testinal dilatation. Retained gas and fluid may then lead to 
impaired mucosal blood flow, with loss of mucosal integrity 
and vascular invasion by enteric organisms producing perito- 


nitis and shock. A remarkably similar case has been de- : 


scribed and the same mechanism postulated (2). 

We are cirrent_y in the process of reviewing all reported 
cases of neuroleptic-related sudden death to determine any 
association with this intestinal dilatation syndrome. 
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DwiGHT L. Evans, M.D. 
Chapel Hill, N.C. 
Water Intoxication in Psychotic Patients 
Sir: We read with interest "Incidence and Morbidity of 


Self-Induced Water Intoxication in State Mental Hospital 
Patients" (February 1979 issue) by C.J. Jose, M.D., and J. 





Perez-Cruet, M.D. Their Hiig. support our data on the 
problem of recurrent water intoxication in psychotic patients 
(1). More than 35 of the 578 psychiatric patients in our facility 
have been found to have this disorder. Six of these patients 
were given detailed investigations, which showed inappro- 
priate urinary concentration when plasma osmolality was 
low. They achieved maximal urinary dilution when plasma 
osmolality was lowered further by sustained self-induced 
water loading. Thus the diagnosis of reset osmostat was es- 
tablished. None of our patients had the syndrome of in- 
appropriate antidiuretic hormone secretion (SIADH). Reset 
osmostat may at times be confused with SIADH if the ability 
to clear free water is not examined when plasma is very di- 
lute. Our patients also demonstrated a lack of causal associa- 
tion between water intoxication and the use of antipsychotic 
drugs. 

We agree with Drs. Jose and Perez-Cruet that water intox- 
ication occurs frequently in psychotic patients and is under- 
diagnosed. Serum sodium levels must be determined rou- 
unely in psychotic patients when polydipsia is suspected, 
and water intake must be reduced if hyponatremia is docu- 
mented. 
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Insurance Codes and Reality 


Sır: I would like to respond to ‘‘Standards Affecting Men- 
tal Health Care: A Review and Commentary'' by Scott H. 
Nelson, M.D., M.P.H. (March 1979 issue). In the article Dr. 
Nelson noted that ‘one insurance company official enjoys 
citing an example of the psychiatrist who filed a claim for 
individual psychotherapy for a four-month-old infant as well 
as claims for the child's parents." I am a child psychiatrist in 
private practice. and although I have never examined a four- 
month-old infant professionally, I would not consider it in- 
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appropriate for one of my colleagues to do so and to expect 
to be paid for his services. What this insurance company of- 
ficial may fail to recognize is that the current code numbers 
in the relative value scale in Florida do not differentiate be- 
tween treatment and evaluation. Code number 90803 is de- 
fined as "Psychotherapy, adult or child (verbal and/or play 
therapy, with or without drug management), 45-50 minutes, 
office." To have separate claims for the child's parents if 
they were seen separately for individual visits would be in no 
way inappropriate. 

I believe that we are often pressured into committing our- 
selves on paper for insurance companies and other third-par- 


“ty payers with codes that do not describe the situation in the 


way. we would prefer. For example, in clarifying this issue 
with miy.secretary, I found out that all of my office visits are 
put under-tke code number that is officially labeled ‘‘psycho- 
therapy," although in reality the initial appointments are for 
evaluation, and these visits gradually blend into treatment. I 
am annoyed that we doctors are the targets of constant criti- 
cism by people who tell half-truths or do not fully understand 
the situation and thereby cause unjustified criticism. Unfor- 
tunately, this means that all of us need to be constantly on 
our toes with people such as the insurance company official 
described ty Dr. Nelson to prevent them from continuing in 
this fallacicus manner of thinking. I wish Dr. Nelson could 
give more information regarding the incident and indicate 
whether the psychiatrist filed for more than a few sessions of 
examining ihe infant and whether the separate claims for the 
child's parents did involve separate meetings. | 


FRED A. PEISNER, M.D. 
Orlando, Fla. 


Dr. Nelson Replies 


Sir: Several of Dr. Peisner’s points are well taken. The 
insurance official, who incidentally was one of the senior 
officials of the company, made his statements in the pres- 
ence of many psychiatrists who were highly experienced 
in issues of insurance, standards, and reimbursement. Ac- 
cording to the official, the psychiatrist claimed several indi- 
vidual sessions for the infant as the primary patient, and the 
parents were seen in separate meetings. It is my recollection 
that reimbursement was disallowed after review by a con- 
suiting psychiatrist. 

It may cf course be appropriate for a psychiatrist to exam- 
ine an infant for a variety of reasons. What seems clear in 
this instance, however, is that if the examination was justi- 
fied, evidence of that justification apparently was not avail- 
able to insurance officials: if it was, they chose to ignore it. 
In the latter event, we must do everything we can, as you 
suggest, to ensure that fiscal motives of insurance companies 
are not allowed to interfere with appropriate reimbursement 
for care. However, not all of us in psychiatry are as careful 
as we might be in documenting the rationale for our treat- 
ments and in communicating this rationale clearly to those 
who pay for it. Unfortunately, as I indicated in the article, 
those few psychiatrists who engage in questionable practices 
or who do not communicate adequately are used erroneously 
as examples of our entire profession by those fiscal inter- 
mediaries who are eager to keep their reimbursements to a 
minimum. 


Scorr H. NELSON, M.D. 
Santa Fe, N.M. 
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Mortality and Tardive Dyskinesia 


Sir: In “Mortality of Patients with Tardive Dyskinesia" 
(March 1978 issue) Dinesh Mehta, M.D., and associates re- 
ported that geriatric mental patients with tardive dyskinesia 
had a significantly higher mortality rate than a matched 
group without dyskinetic symptomatology. We would like to 
report preliminary results that do not support an association 
between mortality and tardive dyskinesia. 

In March 1977, we completed an investigation of tardive 
dyskinesia in all consenting inpatients (N —377) at the Har- 
lem Valley Psychiatric Center. We used the Abnormal In- 
voluntary Movement Scale (AIMS); a complete description 
of the methodology and results can be found elsewhere (1, 2). 
At the time of this writing (16-18 months after the initial 
study), 19 of the original 377 patients have died. Of these, 16 
were age 53 or above (15 were older than 64 years). We 
matched these 16 patients with a sample of living patients by 
age, sex, and diagnosis (schizophrenic, N=9; organic brain 
syndrome, N=6; mental retardation, N=1). We also at- 
tempted to match length of current hospitalization and cur- 
rent neuroleptic dosage. All matching was done blind to dys- 
kinetic symptomatology. No statistically significant dif- 
ferences were found in age or current level of neuroleptic 
medication but the control group had a significantly longer 
history of current hospitalization (31.38 vears versus 24.17 
years, t=2.26, p«.05). The groups were not significantly dif- 
ferent on AIMS total scores (means of 3.41 and 5.25 for de- 
ceased and control subjects, respectively). Also, prevalence 
(i.e., the presence of at least | rating of 2.5, moderately 
severe, on any | of the 7 AIMS items) was not significantly 
different between groups (prevalences of 25.0% and 43.7% 
for decreased and living subjects, respectively). 

One of the major differences between our study and that of 
Mehta and associates is that they defined their groups by the 
presence or absence of tardive dyskinesia (i.e., this was the 
independent variable) and examined the number of deaths in 
the two groups. In our study we used this as our independent 
variable and then examined the tardive dyskinesia ratings in 
these groups. There were other differences between our 
studies, e.g., the definition of dyskinetic symptomatology 
and time of follow-up. 

Our study should not be viewed as an attempted replica- 
tion of Mehta and associates’ original research. Rather, it is 
an early negative report on what could be a very critical 
problem in psychopharmacology, namely, a relationship be- 
tween tardive dyskinesia and mortality rates. We are aware 
of the risk of a type II error in small sample studies, but we 
think this issue is serious enough to warrant publication of 
our results to date. We will continue to monitor our sample 
to obtain additional data on ihis important topic. 
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Drs. Volavka and Mailya Reply 


Sir: The principal hypothesis implicit in the investigation 
of Dr. Kucharski and associates seems to be that tardive 
dyskinesia accounts for a significant part of mortality in psy- 
chiatric inpatients. Their results will not only reflect the (hy- 
potheiical? case fatality rate of tardive dyskinesia but will 
also Ee confounded by the prevalence and incidence of tar- 
dive dysk:nesia in their sample. The question of mortality 
assoc ated with tardive dyskinesia is not directly addressed 
by their method. 

It is interesting that while only 5% of their patients died 
during their observation period of 18 months, the proportion 
in our sample was 2066. It is probable that our patients were 
older, sicker, or both. This disparity alone makes the com- 
pariscns cf mortality between the two samples rather diffi- 
cult. 

Dr. Kucharski and associates followed their patients for 
16-18 months after the diagnosis of tardive dyskinesia was 
made and found no effect of tardive dyskinesia on mortality. 
Our follow-up time was 5 years. In response to their letter, 
we rezxamined our data and explored mortality at 18 months 
after the diagnosis of tardive dyskinesia was made. In our 35 
matched pairs, the distribution was as follows: both tardive 
dyskinesiz and control patient alive in 21 pairs; both dead in 
4 pairs; tardive dyskinesia patient alive and control patient 
dead n 4 pairs; and tardive dyskinesia patient dead and con- 
trol patient alive in 6 pairs. Tne effect of tardive dyskinesia 
was not significant. Thus, to :he extent that the studies are 
comparable, our results support Dr. Kucharski and associ- 
ates' indings. 

Definitive answers to the question of tardive dyskinesia 
mortality probably cannot be given without longitudinal pro- 
spective studies of populations at risk for tardive dyskinesia. 
We are gratified that Dr. Kucharski and associates have 
started such a study, and we will look forward to their fol- 
low-up reports. 


JAN VOLAVKA, M.D.. PH.D. 
ASHOK MALLYA. M.D. 
St. Louis, Mo. 


A Second Ketreat? 


Sir A century ago mental hospitals abandoned moral 
treatment under the pressures created by the numbers of 
lower class mentally ill persons abandoned at their doors and 
by changes in medical theory emphasizing organic etiology 
rather than psychosocial factors. In ‘‘Primary Prevention in 
Perspective” (January 1979 issue) H. Richard Lamb, M.D., 
and Jack Zusman, M.D., proposed a similar fate for commu- 
nity mental health, apparently for similar reasons. They rec- 
ommend that prevention and mental health promotion —a 
core 2lement of community mental health and mental hy- 
giene practice—be abandoned as "a glamorous rational- 
ization for avoiding treatment of difficult mentally ill persons 
such as chronic psychotics," who now flood community 
clinics and whose illness cannot be prevented by social ap- 
proaches because they are "genetically determined." 

Aporoximately 4% of community mental health center ac- 
tivity is devoted to consultation and education (1). Given 
thai expenditures for community mental health centers rep- 
resent 4% of all mental health expenditures for “‘direct care” 
(2), if one assumes that 50% of consultation-education activity 
is devoted to primarv prevention, the expenditures for pri- 
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mary prevention equal .08% of all mental health ‘‘direct 
care" expenditures, or $12 million in 1974. This probably 
equals the cost of running one medium-sized mental hospital 
in North Carolina in 1974 and is such a small factor in the 
national expenditure for mental health care that it seems 
preposterous to consider primary prevention activity 
a threat. 

The argument that ‘major mental illness is probably in 
large part genetically determined and is probably therefore 
not preventable’’ represents an incorrect understanding of 
human biology and of the development of clinical disorders. 
The role of poverty, crowding, and psychological distress in 
the development of clinical tuberculosis is well recognized, 
as is the role of the TB bacillus. This is even more true for 
mental illness and the mentally ill. 

It would seem the mental health field involves more than 
psychiatrists and psychotic patients, and although the care 
of such persons is an essential aspect of the physician's 
work, it js not his only task, nor is it the main task of all the 
mental health professions. Psychiatrists and other mental 
health professionals can ill afford a second retreat from the 
issues of health and illness in the dynamic processes of so- 
ciety to a splendid isolation as alienists supervising damaged 
genetic material. 
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DAviID AMES, M.D. 
Chapel Hill, N.C. 


Drs. Lamb and Zusman Reply 


Sir: Dr. Ames raises some interesting issues, and we are 
grateful for the opportunity to clarify our views. We think his 
first point 1s based on a misunderstanding both of our paper 
and of history. We cannot find any statement in our paper 
that suggests or supports the abandonment of community 
mental health. Another paper of ours in the Journal, “In 
Defense of Community Mental Health" (1) was certainly 
clear on this matter. Even though it seems to be true that 
many cases of serious mental illness result primarily from 
hereditary vulnerability, we do not know of any mental 
health policy maker or professional who would therefore 
abandon these individuals. Psychiatry now knows a good 
deal about treating mental illness, and we have noted several 
times that more support is needed for treatment services (1- 
3). With regard to the disappearance of moral treatment, it is 
hard to know what the causes were, but it is an over- 
simplification to say a change in medical theory was respon- 
sible. 

Dr. Ames' point regarding the small fraction of mental 
health expenditures that goes to primary prevention is prob- 
ably basically correct. We wrote our paper because propo- 
nents of primary prevention want to allocate far more funcs 
at a time when available resources for all services are shrink- 
ing. For instance, the President's Commission on Mental 
Health recommended in its final report in April 1978 that a 
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Center for Prevention (of mental illness) be established in the 
National Instttute of Mental Health and that within 10 years 
no less than 1092 of NIMH's budget be allocated to this cen- 
ter. The strongest argument for primary prevention activities 
seems to be that they are experimental and should be carried 
out on a pilot basis for the sake of evaluation. There are al- 
most no grounds for viewing primary prevention as a proven 
element of service deserving an increasing allocation of re- 
sources. It is unfortunate but relevant that although modern 
primary prevention has existed for many years, there has 
been almost no effort to prove its efficacy. As we pointed 
out, the information that is available suggests that primary 
prevention is not effective. 

We certainly agree with Dr. Ames regarding the impor- 
tance of the interaction between psychosocial factors and a 
microorganism in the occurrence of tuberculosis as well as 
other diseases. However, public health efforts are directed 
principally at the microorganisms. Furthermore, under- 
standing and control of tuberculosis, cholera, polio, hepa- 
titis, and venereal diseases—all of which are heavily influ- 
enced by psychosocial variables—have depended on discov- 
ery of the predominant cause. Only then has it been possible 
to understand psychosocial factors. Unfortunately the men- 
tal illnesses with which we are concerned are still far from 
being understood. Undertaking prevention through psycho- 
social intervention, except on an experimental basis, is at 
best premature and quite possibly wrong. 
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H. RICHARD LAMB, M.D. 
JACK ZUSMAN, M.D. 
Los Angeles, Calif. 


Is Lorazepam Really Different? 


SIR: I read with interest ‘‘Double-Blind Clinical Evalua- 
tion of Lorazepam” by Layton McCurdy, M.D. (February 
1979 issue). His conclusion that lorazepam was "'significant- 
ly more effective than placebo in relieving the great majority 
of symptoms associated with anxiety” was not unexpected. 
However, his statement that ‘‘in the present study the rela- 
tively small amounts of lorazepam used ... were much 
more effective in treating anxiety than usual doses of earlier 
benzodiazepines’ was not at all consistent with the data he 
presented, or with current knowledge of these agents. 

Previcus reviews (see, for example, reference 1) and clini- 
cal investigations (references 2, 3, and others) have not dem- 
onstrated any consistent clinical anxiolytic superiority of 
any one benzodiazepine over others that are in use or are 
undergoing investigation. Similarly, differences in potency 
are of little consequence; if clinically equivalent doses are 
used, the same maximal effect is observed. These observa- 
tions seem to be supported by benzodiazepine receptor stud- 
ies (4). 

It seems that the only real differences between lorazepam 
and most other benzodiazepines are its relatively simple 
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pharmacokinetics and short duration of action. Lorazepam 
is not unique—oxazepam and triazolam also share this dif- 
ference. : i 

One’s enthusiasm for this drug should also be tempered by 
recent findings of intense rebound insomnia following the 
use of short-acting benzodiazepines as hypnotics (5). 
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DEREK ANDREWS, B.Sc. (PHARM.) 
North Vancouver, B.C., Canada 


Dr. McCurdy Replies 


SiR: It is interesting that Mr. Andrews mentioned ben- 
Zodiazepine receptors: of all the benzodiazepines currently 
available for the treatment of anxiety, including diazepam, 
oxazepam, clorazepate, and chlordiazepoxide (1), loraze- 
pam has the greatest affinity for this receptor. Also, several 
clinical studies (2, 3) have shown superior efficacy for loraze- 
pam compared with diazepam in the treatment of anxiety. 

Lorazepam differs from oxazepam in that its half-life is 
longer (12-15 hours versus 6-8 hours). These half-lives have 
been termed intermediate and short, respectively. It is there- 
fore likely that these two drugs will fill different roles in clini- 
cal practice. Lorazepam would be useful when one wished to 
titrate the dose to the patient's needs because it can be given 
once, twice, or three times a day for transient situational 
stress. Oxazepam, which has the shortest half-life of any 
currently available anxiolytic benzodiazepine, would be use- 
ful for patients who need a shorter duration of activity, such 
as the elderly or patients with transient situational stress or 
anxiety-related insomnia. 

Regarding rebound insomnia, it is important to realize that 
the half-life of the active metabolites of diazepam and flu- 
razepam may be up to 100 hours or even longer. This in- 
dicates that if rebound insomnia occurred in patients taking 
these drugs, this would happen some 10 to 20 days after drug 
discontinuation. The article by Kales and associates referred 
to by Mr. Andrews (his reference £) included data on only 5- 
day withdrawal. Whether rebound insomnia would occur 
with these long-acting drugs 2 weeks after they have been 
stopped is not known, so it is premature to compare the 
short-, intermediate-, and long-acting benzodiazepines in 
this regard. 

What is of major importance is the opinion expressed in 
the National Academy of Sciences Institute of Medicine spe- 
cial report (4) that the long-acting benzodiazepines, such as 
diazepam and flurazepam, have some potentially hazardous 
attributes, including |) accumulation of long-lived active me- 
tabolites, 2} increased likelihood of adverse drug reactions 
with advancing age, and 3) greater likelihood of adverse drug 
reactions in patients with diminished kidney function. 

In addition this report noted that "the reality of chronic 
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drug use emphasizes the need to find and evaluate drugs that 
do not accumulate in the body with repeated doses and do 
not-result in adverse daytime effects.’’ Therefore, I conclude 
that lorazepam is a useful agent that should find a significant 
place in the treatment of anxiety. 
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LAYTON McCurpy, M.D. 
Charleston, S.C. 


Pseudeseizures and Incest 


SIR: In "Complex Partial and Pseudoseizure Disorders" 
(March 1979 issue), Ronald Remick, M.D., and Juhn Wada. 
M.D., described a technique for seizure activation during 
electrcencephalography. They use this technique to identify 
the habitual seizures of their patient as pseudoseizures. We 
suspect that the diagnosis could have been made less intru- 
sively once zhe patient's history of incest was known. 

Goodwin and associates (1) have described six cases of 
hysterical seizures following incest. In all six cases, the on- 
set of seizures coincided with the onset or disclosure of the 
incest. In the patient described by Drs. Remick and Wada. 
seizures began after she was molested by her father. In two 
of the six cases reported by Goodwin and associates, pa- 
tients had ccmplex partial seizures confirmed by EEG in ad- 
dition to the more violent, histrionic seizures associated with 
their incestuous experiences. One of the six patients was 
successfully withdrawn from anticonvulsants, which she had 
been taking for 20 years, on the strength of the history of 
incest which she revealed in psychotherapy. 

Gross (2) has found that 25% of adolescents diagnosed 
psychiatrically as having pseudoseizures have a history of 
incest. A literature review (3) indicated that at least 10% of 
pseudcseizure patients diagnosed neurologically have a his- 
tory of incest. 

When there is onset of atypical seizures in adolescence 
after an incest experience, pseudoseizures should be sus- 
pected. Psychotherapeutic investigation of the timing of the 
seizures in relation to the incest, the nature of the seizures. 
and parallels between the seizures and other symptomatic 
respanses tc previous incest usually enable the clinician to 
make the diagnosis. Hypnosis can be used in difficult cases 
(2). As in the patient described by Drs. Remick and Wada. 
failure of anticonvulsant therapy combined with improve- 
ment zfter psychotherapy tends to confirm the diagnosis. 
Documentation, of EEG activity during a seizure should 
rarely »e necessary in these cases because the weight of the 
psychiatric evidence provides the diagnosis. 
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Drs. Remick and Wada Reply 


Sir: Drs. Goodwin and Gross propose that our patient's 
pseudoseizures could have been diagnosed earlier on the 
basis of her history of an incestuous experience. 

If only these complex neuropsychiatric cases were so 
straightforward! Only a minority of patients with pseudo- 
seizures admit to histories of incest. Incest is not an unusual 
phenomenon and occurs more frequently among the sociallv 
and economically handicapped (1). Seizure disorders are al- 
so more common in patients from these impoverished back- 
grounds (2), which suggests that not all seizures associated 
with incest are necessarily hysterical. 

One-third of patients with partial seizures are refractory to 
anticonvulsant drug treatment, although many can be helped 
with a variety of neurosurgical techniques (3). Unfortu- 
nately, this fact is often unrecognized by physicians, and 
many patients with complex partial seizures are deprived of 
effective treatment. A psychogenic diagnosis based on fail- 
ure of drug treatment is unwarranted in this group. 

The Cartesian ‘‘either/or’’ philosophy that has split neu- 
rologists and psvchiatrists is untenable. Our own experience 
suggests that errors in the diagnosis of ictal or pseudoseizure 
disturbances are frequent and are made by both types of spe- 
cialists. The purpose of our report was to bridge that gap bv 
suggesting a procedure with which psychiatrists are prob- 
ably unfamiliar and which may be of great value in complex 
cases. Although seizure activation is not an inocuous proce- 
dure, it may prove invaluable in complete patient assessment 
as part of a comprehensive program. 

Incest may be only one of many psychogenic factors in 
pseudoseizures. The danger of suggesting specific psycho- 
logical variables in the etiology of pseudoseizures on the 
basis of anecdotal reports is that when these variables are 
present the:patient may receive a less comprehensive medi- 
cal workup. The diagnosis of hysteria is too fertile a source 
of clinical error, and anything other than a collaborative ap- 
proach with our medical colleagues is unacceptable (4). 
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A Side Effect of Rapid Neuroleptization 
. * 

Sir: In their excellent article "Overview: Efficacy and 
Safety of the Rapid Neuroleptization Method with Injectable 
Haloperidol ` (March 1979 issue), Patrick T. Donlon, M.D., 
and associates reviewed the relevant literature and found no 
reports of serious complications. Although we agree with the 
relative safety of this procedure, we wish to point out a rare 
but serious complication we encountered after haloperidol 
was administered parenterally to an agitated patient. 

The patient, a 19-year-old woman, was brought to the hos- 
pital for psychosis, agitation, insomnia, and anorexia that 
occurred in conjunction with the fatal illness of her mother. 
She was originally mute, with extreme muscle rigidity, pos- 
turing with her hands, and hyperventilation. Physical exami- 
nation and initial blood studies were unremarkable. Halo- 
peridol was ordered on an initial schedule of 5 mg/hour I. M. 
After two doses (10 mg), the patient was acutely obtunded, 
had a temperature of 106.5?F, and was acutely diaphoretic 
and rigid. There was a mild leukocytosis and increased CPK, 
but other laboratory studies, including lumbar puncture, 
were unremarkable. A diagnosis of "neuroleptic malignant 
syndrome” was made. Supportive measures such as hydra- 
ation and cold packs were instituted, and anticholinergic 
medication was begun. The recovery was slow (3 weeks) but 
complete. 

Neuroleptic malignant syndrome, an uncommon but seri- 
ous complication of antipsychotic drugs, is characterized by 
fever, diaphoresis, tachycardia, hypertonicity, various dys- 
kinesias, and obtundation, without evidence of underlying 
infection. As Meltzer (1) points out, these symptoms may be 
indistinguishable from those of acute lethal catatonia. The 
differential diagnosis should also include meningitis, enceph- 
alitis, akinetic mutism, and tetany. Delay and Deniker’s orig- 
inal description (2, pp. 248-266) concerned oral phenothia- 
zines, but there have been recent reports implicating halo- 
peridol (3). It is an open question whether neuroleptic 
malignant syndrome occurs more frequently with parenteral 
dosage. The astute clinician must remain aware of this syn- 
drome—the immediate discontinuation of the offending 
drug, parenteral antiparkinsonian agents, and vigorous appli- 
cation of life support measures may mean the difference be- 
tween life and death (4). 
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Dr. Donlon Replies 


Sir: Drs. Kaskey and Nasr's comments on the diagnosis 
and treatment of the neuroleptic malignant syndrome are ap- 
preciated and we thank them for bringing the case history to 
our attention. If this complication occurs with neuroleptic 
treatment and goes unrecognized, it is obvious that grave 
consequences may result. 

We have seen several patients taking various oral neuro- 
leptics who became febrile and had features suggestive of the 
relatively rare neuroleptic malignant syndrome. However, I 
have never seen this complication occur with injectable halo- 
peridol, and it was not mentioned in the studies we re- 
viewed. It would seem to be rare with both oral and paren- 
teral neuroleptic dosages. 

Nonetheless, the neuroleptic malignant syndrome is an ex- 
tremely dangerous complication of neuroleptic therapy, and 
if it occurs with rapid neuroleptization with injectable halo- 
peridol, further injections are absolutely contraindicated and 
proper treatment must be initiated. 


PATRICK T. DONLON, M.D. 
Sacramento, Calif. 


Corrections 


In "Informed Consent for Neuroleptic Therapy" by 
Joseph DeVeaugh-Geiss, M.D., in the July 1979 issue, there 
were three errors. 1n the second column on page 960, the last 
line of the first full paragraph should read, ''. . . ideally a 
neuropsychiatrist with training and experience in evaluating 
psychiatric and movement disorders. . . ."" On page 961 the 
fourth sentence should read, ''Finally, the patient is free to 
seek treatment from another practitioner whose expertise 
and therapeutic skills may be more congruent with his own 
needs... ,"" and the first sentence of the second paragraph 
in the second column should read, ‘‘In a recent survey of 15 
patients with tardive dyskinesia, I inquired repeatedly about 
the existence of the dyskinesia... ."' 

There was also an error in the August 1979 issue in ‘‘Oculo- 
motor Signs in a Psychiatric Population: A Preliminary 
Report” by Craig N. Karson. M.D. Dr. Karson's current 
position title and affiliation are Clinical Associate, Labora- 
tory of Clinical Psychopharmacology, National Institute of 
Mental Health, St. Elizabeths Hospital, Washington, D.C. 
20032. 

The staff regrets these errors. 
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Critical Perspectives on Child Abuse, edited by Richard 
Bourne and Eli H. Newburger. Lexington, Mass., Lexington 
Books (D.C. Heath and Co.), 1979, 213 pp., $17.00. 


How's Your Family? A Guide to Identifying Your Family's 
Strergths and Weaknesses, by Jerry M. Lewis, M.D. New 
York N.Y., Brunner/Mazel, 1979, 185 bp., $10.00. 


"lragine a world without families. Imagine that families 
had aver been invented. It is difficult to imagine such a 
word (Lewis). "Perhaps the strongest and most universal 
feeling is the love of a parent for his or her child. Not surpris- 
inglv, reaction to the tragedy of a child harmed in the home is 
equaly strong and universal. More subtle, however, is the 
ambivalent nature of that reaction" (Bourne and New- 
burger). 

These two books, both of which concern children and the 
familes in which they are reared and both the products of 
serio.13 research activity on the part of the authors, offer no- 
table contrasts in the rearing of children in the United States 
today. The contrasts between the clinical situations de- 
scribed in the two books highlight the tasks of not only those 
of us in the mental health field but the citizens of the country 
at large. Politics and the cultural issues in which we are all 
embedded complicate these tasks. 

The series of essays that make up the Bourne and New- 
burger book about child abuse are hard-hitting, concentrated 
in their verbiage. and challengingly pessimistic. Products of 
studies at the Boston Children's Hospital (along with com- 
mentaries by lawyers), the essays first describe the clinical 
and rcsological difficulties in child abuse. The ramifications 
of the clinical picture of the abused child in relation to the 
parents are expanded into medical and legal concerns about 
the fzrailies of these children. The book offers an intensive 
look at the clinical problems of diagnosis and care, as well as 
the equally ambiguous and conflicting approaches offered in 
law generally, especially in standards relating to abuse and 
neglez:. 

Neaburger and Bourne's classic paper, "The Medical- 
ization and Legalization of Child Abuse." which appeared in 
the A. erica2 Journal of Orthopsychiatry, is reprinted, sum- 
marizing the clinician's viewpoint. 

Two final. excellent chapters conclude the text. The first, 
‘*Polizy and Politics" by Ellen Hoffman, describes the de- 
velopment of the Child Abuse Act and the hazards of its legal 
operation. Finally, Edward Zigler presents an amazingly de- 
tailed summary of all the issues. His title manifests the tone 
of the entire volume—‘*Controlling Child Abuse in America: 
An Exfort Doomed to Failure?" 

Child abuse is not new. It may be taken as asymbol of part 
of the chaotic changes that are going on in the United States 
todav. At the same time, Zigler points out, child abuse repre- 
sents @ sanction that, although not distinctly American, is 
certainly supported by many of our mores: '' As long as cor- 
poral punisEment is a socially sanctioned method of dis- 
ciplin.ng chi.dren, we must invariably have child abuse.” 


Zigler s major pessimism concerns the phenomenon of pri- 
mary prevention. Supporting the work of the editors of this 
volume, he contends that research in the field of child abuse 


' Is Simplistic, primitive, and rudimentary. This leads to politi- 


cal difficulties in the value systems of legislation and in the 
funding of research as well. Noting, as others have, that we 
need await no lengthy program of research to assert that we 
could reduce the incidence of child abuse in America if we 
were willing to mount a national effort to reduce the in- 
cidence of premature births," he still feels that the problem 
of child abuse is not accorded its full cultural value and 
therefore has relatively little importance in the halls of Con- 
gress. The opposition of right-wing groups to any form of 
major fiscal or medical assistance to families, especially if 
such care involves the disciplinary area, becomes an added 
block. 

Echoing the other authors in this text, Zigler says that 
viewing child abuse only from the perspective of the abused 
individual leads to an untenable clinical approach. Ex- 
pressing his own pessimism, he suggests that "for the time 
being, child abuse will have to take its place alongside pre- 
maturity and lead-paint poisoning as another problem that 
our society has neither the commitment nor the resources to 
solve." 

What then for an approach through the family? Lewis’ 
work (based on earlier studies described in No Single Thread 
[1]) presents a more optimistic picture. Not only does he de- 
scribe families that are healthy, but he also points up meth- 
ods that can be used to strengthen faltering and conflictual 
families. The book is designed not only for professionals but 
for the public as well. The focus on health and the integral 
aspects of a healthy family are used to make clear the extent 
and meaning of the pathology in the faltering and troubled 
families. 

By breaking down the components of the relationship be- 
tween members of a family, it becomes possible to see how 
factors such as power, closeness. problem solving, and the 
way feelings are dealt with affect the lives of families. It is 
equally possible to see how these factors can be used in un- 
derstanding family groups and in working toward finding 
ways to help when the human strengths that hold the family 
together and make it work have broken down. 

Three critical areas of the repair process stand out in the 
author's approach: 1) an initial focus on parental relation- 
ships, 2) a diagnosable awareness of the level of family com- 
petence, and 3) an acceptance of the fact that family change 
takes time and courage. 

Although it is of some interest that the index to Dr. Lewis 
book contains no reference to child abuse, an understanding 
of disciplinary methods used by both strong and weak fami- 
lies is woven into the text. It is tn this respect more clinical 
than the Bourne-Newburger book, which goes well beyond 
the family and suggests strongly that prevention of child 
abuse ''on all levels would require fundamental changes in 
social philosophy and value premises in societal institutions 
in human relations." 
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| feel that despite their major contrasts. these two books 
are complementary. The Lewis book offers clinicians an or- 
ganized picture of an approach to the family. It suggests that 
without such understandings individual therapy runs the risk 
of grossly overlooking conflictual relationships that need re- 
pair. The Bourne-Newburger book equally stresses the fam- 
ily but focuses on families caught up in cultural situations 
that seem to be beyond their control. These situations are 
not unique to the poor. The universalities of discipline, con- 
trol, and coercion not only affect those involved in the prob- 
lem of child abuse but militate against a responsible ap- 
proach to child abuse on the part of citizens. 

Clinicians need both understandings. We need to be aware 
of the unique cultural mosaics that become manifest in a clin- 
ical symptom, in this case, child abuse. We need equally to 
be aware of our own capacities to approach the family and to 
perform our own task. ‘‘The survival function of the fam- 
ily," says Lewis, ‘‘is so obvious that it may be overlooked." 

Both volumes make pleas for survival. Both volumes, in 
unique ways, focus on strengths. Both volumes demand that 
clinicians not only understand these strengths but use them 
properly. To read either alone is comfortable. To read them 
together is reinforcing. 
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A Biodevelopmental Approach to Clinical Child Psychology: 
Cognitive Controls and Cognitive Therapy, by Sebastiano 
Santostefano. New York, N.Y.. John Wiley & Sons, 1978, 
813 pp., $39.95. 


Until recently, most psychiatrists gave only secondary 
consideration to the role of cognition in normal and patho- 
logical development. Primary attention was placed on emo- 
tional characteristics as they related to intrapsychic conflict, 
motivational and drive states, and psychodynamic mecha- 
nisms. As Arieti put it in 1968, “I feel that one of the areas 
more urgently in need of consideration is that of cognition. 
. . . . Cognition is the Cinderella of the field of psychiatry" 
(1). For the field of psvchology. the influence of behavior- 
ism. which ignored both thought and emotion, inhibited the 
investigation of cognitive phenomena until the mid 1950s. 
The widespread recognition and acceptance of Piaget s work 
resulted in a dramatic shift, so that American research and 
clinical psychology have given cognition central consid- 
eration over the past 20 years. 

Cinderella is finally coming into her own with American 
psychiatry as well. Several national conferences on cogni- 
tive issues in mental illness have been held recently, and an 
increasing number of volumes and articles have advocated a 
cognitive approach to therapy. The present volume, by a 
leading child clinical psychologist, extends this trend and re- 
ports in detail an approach to developmental theory and 
child therapy in which a concept of "cognitive controls" is 
given a central position. The concept is derived from the 
work of George Klein and colleagues. who. according to 
Santostefano, ''gave a central role to cognition as serving the 
individual in his efforts to manage. regulate. adapt to, and 
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learn from changing environments, needs, motives, and ten- 
sions '' (p. 65). f 

Specifically. the author defines cognitive controls as 
mechanisms or principles that 1) govern the amount and or- 
ganization of information, 2) cause the individual to use and 
adapt to the information, 3) evolve maturationally end ex- 
perientially, 4) mediate the influence of personality and envi- 
ronment, and 5) become enduring aspects of an individual s 
cognitive functioning and adaptive style. The author advo- 
cates Klein's model of integrating cognitive and psycho- 
analytic theory, explaining that Klein "tells us there is no 
such state of affairs as ‘cognition and motivation’: rather, 
cognition is motivation" (p. 69). 

santostefano first reviews extensively the child develop- 
ment literature of the past 15 years. with its emphasis on the 
complex, purposeful, and organized responses of which the 
neonate and young infant are capable and the extent to 
which the child is an active influence on his environment. 
The author proposes a developmental model called ''bio- 
developmental." This model is very similar to the inter- 
actionist-transactional formulations currently accepted by 
almost all students of developmental theory. The author ac- 
cepts uncritically the concept of critical periods without ac- 
knowledging the reviews that have questioned its validity 
and have urged that this term be abandoned (2, 3). 

The zuthor describes in detail quantitative methods for as- 
sessing cognitive controls in children, including a manual of 
instructions. He reports the findings of a number of studies 
using these methods and presents many statistical analyses 
of data in tabular and graphic form. He then applies the mod- 
el in a cognitive control therapy program, which he presents 
both conceptually and operationally, detailing procedures 
and rules to implement this therapy program and providing 
many speciüc clinical case illustrations. 

Dr. Santastefano presents his thesis clearly and carefully. 
His review of the developmental and clinical literature is ex- 
tensive, with a bibliography that includes more than 500 
items. He documents his methods of assessment, treatment, 
and evaluation with enough detail that the volume provides 
an adequate manual for those interested in applying his ap- 
proach. His integration of theory and practice makes for per- 
suasive reading. 

The volume can be recommended for its comprehensive 
review of cognitive research and theory as applied to child 
development and therapy. I feel, however, that the presenta- 
tion suffers seriously from the same problem that it seeks to 
resolve. Psychiatry over the years has been beset by general 
theories of behavior based on fragments rather than the to- 
tality of influencing mechanisms. The role of cognition needs 
the same attention given to emotion, motivation, or psycho- 
dynamic mechanisms, and this volume makes a positive con- 
tribution in this direction. However, when Dr. Santostefano 
would make "cognitive control" a ubiquitous central force 
in theory and therapy. he again elevates one psychological 
attribute to a special position. A truly interactionist (or ‘‘bio- 
developmental) approach would view the influence of any 
attribute— whether cognition, emotion, temperament, moti- 
vation, or psychodynamic mechanism—in its constantly 
evolving interaction with all other attributes of the individual 
and with external environmental stresses and opportunities. 

Lewis and Rosenblum put this concept well in regard to 
cognition and affect: 


The relationship between cognition and affect is de- 
pendent on the point of entry into the observation. If, 
for example, one's observation starts with the cogni- 
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tion, rhen zn affect will be seen as a consequence of this 
cognition. If, on the other hand, one starts with the de- 
tecticn of an affective response, cognition will appear as 
a corsequence of that affect. For us, neither is right: 
rathe-. there is a flow between both factors: affects giv- 
ing rise to cognitions that give rise to new affects and in 
turn 10 new cognitions. (4) 
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Practical Approaches to Alcoholism Psychotherapy, edited by 
Sheldor Zimberg, John Wallace, and Sheila B. Blume. New 
York, N.Y., Plenum Press, 1978, 277 pp.. $20.00. 


This book stands out among recent books on alcoholism 
because it lives up to its title. In fact, it does more than that 
because it is not limited to the topic of traditional psycho- 
therapy. Rather, it is a very practical review of a number of 
psychological approaches to alcoholism with "how to do it^ 
sections properly interspersed with theoretical sections. 

The editors are also really more than that: they authored 
10 of the 15 chapters with help from 7 other authors. As a 
result, this book does not have the usual fault of com- 
pilations of a number of opinions—contradictions and un- 
evenness. Clearly, all of the contributors are knowledgeable 
experts and also write well, making this a pleasant book to 
read and to review. 

After a unifying introduction by Zimberg, Wallace pre- 
sents ai excellent discussion of the frequently seen defen- 
sive system cf alcoholic patients, which includes denial, pro- 
jection, all-or-none thinking, conflict minimization, conflict 
avoidar ce, rationalization, self-centered selective attention, 
preference for nonanalytical modes of thinking and per- 
ceiving passivity versus assertion, and obsessional focus- 
ing. He emphasizes that these defenses should be used thera- 
peutica ly rather than attacked. This brings us appropriately 
to the third chapter. also by Wallace, which focuses on a 
series cf either-ors to avoid in treatment. 

The section on techniques of treatment includes *‘Psychi- 
atric Office Treatment of Alcoholism" by Zimberg, "Group 
Psycho:herapy in the Treatment of Alcoholism" and 
"Psycbodrama and the Treatment of Alcoholism" by 
Blume, "Behavioral Modification Methods as Adjuncts to 
Psycho:herapy'" by Wallace, ‘‘Family Therapy of Alcohol- 
ism" by Dulfano, Treatment of the Significant Other" by 
Howard and Howard, and “The Folk Psychotherapy of Al- 
coholics Anonymous" ' by Alibrandi. Although all are good 
chapters, Dulfano could have given more time to a theoreti- 
cal discussion of families and their treatment, the aggressive 
approach advocated by the Howards in working with family 
members is not without risk and Alibrandi could have given 
more sace to an in-depth discussion of AA rather than to 
his research project. 
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Specific population groups are discussed. Tamerin ob- 
serves tha: alcoholism in worfen is more likelysto be of short. 
duration with distinct precipitating events in comparison 
with alcoholism in men. Zimberg describes the differences in 
treatment programs for black and Puerto Rican alcoholics in 
Harlem because of cultural differences. Puerto Ricans are 
less accepting of AA and disulfiram (because of the associa- 
tion of the latter with impotence), and women alcoholics 
among these groups are more stigmatized. Fischer believes 
that abstinence may not be a realistic goal for early adoles- 
cent abusers and points out that the full-blown syndrome of 
alcoholism is not common in this age group. Zimberg cites 
data suggesting that one-third of elderly alcoholics are late 
starters and two-thirds have had long-standing alcoholism. 
Unfortunately, he discourages the use of traditional treat- 
ment approaches for this group of alcoholics, a point with 
which I am not in total agreement. 

In the last section Chalmers and Wallace list a series of 
behaviors and attitudes that indicate good and poor progno- 
sis. No data are presented to confirm their opinions. but 
most of their points make good sense. It is too bad they did 
not give more space to discussing how follow-up programs 
should be conducted. 

Not much attention is given in this book to the phenome- 
nology of the drinking act itself as important information for 
treatment or to the inability of alcoholics to recognize and/or 
express strong emotions. The latter point is referred to but 
never fully developed. Nevertheless. anyone working with 
alcoholic patients will find this book rewarding to read and 
helpful in a practical way. 


ROBERT A. Moore. M.D. 
San Diego, Calif. 


Severe and Mild Depression: The Psychotherapeutic Ap- 
proach, by Silvano Arieti, M.D., and Jules Bemporad, M.D. 
New York. N.Y., Basic Books, 1978, 441 pp., $20.00. 


Despite the current preoccupation with diagnosis as DSM- 
iii attains its final form, it seems that the immense vol- 
ume of energy hitherto devoted to the definition and classifi- 
cation of depression has now been diverted into a search for 
its biological and psychosocial causes and into the system- 
atic appraisal of various forms of treatment. One can only 
hope that these new endeavors will be spared some of the 
sterile disputes and doctrinaire positions typical of the 
"classification era.” 

Arieti and Bemporad are obviously aware of psychiatrists” 
proclivity to "split into warring camps of organically anc 
psychologically oriented practitioners" in presenting their 
views and experience of the psychotherapeutic approach tc 
depression. Their theoretical stance is basically psycho- 
analytic but also incorporates key ideas from other theories 
particularly in their emphasis on the depressed patient's dis- 
tortion in cognition. Indeed, there is much common grounc 
between their views and those propounded by cognitive 
therapists. The critical difference, they contend, is that Beck 
and his colleagues focus mainly on conscious and simple 
cognitive foundations whereas their own approach appor- 
tions central significance to unconscious factors in the 
etiology and maintenance of depression. As they put it. 
‘The first task of therapy involves the identification anc 
formulation of the patient's unconscious beliefs as derived 
from dreams, transference, and general comments about 
people . . . [so that] the patient becomes aware of these un- 
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derlying cognitive systems and begins to appreciate their ef- 
fect on his life." The therapist's goals are based on an idea 
that revolves around the question, ''Why do sadness and 
sorrow work fail in some individuals and depression ensue?" 
Arieti and Bemporad offer the possibility that sorrow work— 
a necessary reparative process to deal with normal sad- 
ness—cannot occur because the person is not psychological- 
ly equipped for it. His life circumstances and the psychologi- 
cal patterns he follows have left him unprepared. This does 
not negate the possibility that biological factors may contrib- 
ute to the patient's difficulty in doing the required sorrow 
work. 

The first section of this book contains a critical review of 
the major concepts of depression and a comprehensive clini- 
cal description of its various forms. As the title indicates, the 
authors distinguish between two main forms of depression, 
but the criteria for each are not clearly established. Like- 
wise, their classificatory scheme for adult depression seems 
unnecessarily complex. Not all psychiatrists would agree 
with the varieties of depression included, particularly in- 
volutional melancholia. 

The strength of the book lies in the section on the psycho- 
dynamics and psychotherapy of depression in adults and 
children. The case studies, described in the most vivid 
terms, made me feel as if I were actually present in the con- 
sulting room and serve as fine illustrations of the authors' 
treatment procedure. The observations by the two therapists 
of intricate clinical phenomena are keen and astute. 

This book comes at a time when there is growing excite- 
ment about the potential role of psychotherapy in the man- 
agement of depression. NIMH is preparing to mount what 
will no doubt be the largest collaborative study ever con- 
ducted of the effects of psychotherapy in depression. The 
two major psychotherapies to be evaluated are Beck's cogni- 
tive-behavior therapy and the interpersonal form of psycho- 
therapy as practiced in the Yale Depression Research Unit. 
Some psychiatrists, Arieti and Bemporad among them, are 
bound to question the choice of these forms of psychothera- 
py and argue that the psychoanalytically derived approach 
also merits close attention. Certainly in the present book the 
authors have staked a claim for the systematic assessment of 
their approach. They have also provided the practicing ther- 
apist with a wide range of interesting and useful theoretical 
and practical ideas for the treatment of depressed patients. 


SIDNEY BLocH, M.B., PH.D. 
Oxford, England 


Clinician's Handbook of Childhood Psychopathology, edited 
by Martin M. Josephson, M.D., and Robert T. Porter, M.D. 
New York, N.Y., Jason Aronson, 1979, 476 pp., $25.00. 


This is not in any sense of the term a readable book. This 
is not criticism but a reflection of how the book came about 
and the style and format used by its editors. Each chapter 
identifies a particular clinical issue in child psychiatry and 
presents it in a standard format. Each chapter and each clini- 
cal syndrome is presented in a somewhat rigid order: first the 
syndrome is defined, then there is a review of the literature, 
a discussion of incidence, ideology, and dynamics, a number 
of suggestions for exploring the treatment of the condition, 
and, finally, an overall discussion of the syndrome with a 
brief summary. À bibliography ends each chapter; most of 
the references are quite good and current through 1977. A 
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few of -he authors expanded their bibliographies by includ- 
ing a brief sentence regarding the particular value of each 
reference. I found this extremely valuable and feel disap- 
pointed that the editors did not require this of all of the au- 
thors. 

Clearly, this book was meant to provide the reader with 
selected, concise reviews of clinical conditions in child psy- 
chiatry. As such, I feel it is a valuable contribution and high- 
ly recommend it for residents in both adult and child psychi- 
atry as an important adjunct to their training experience as 
well as to other health professionals who deal with disturbed 
children and their families. 


JOHN C. Durrv, M.D. 
Bethesda, Md. 


Sociocultural Roots of Mental Illness: An Epidemiological Sur- 
vey, by John J. Schwab, M.D., and Mary E. Schwab, M.D. 
New York, N.Y., Plenum Medical Book Co., 1976, 326 pp., 
527.50. ` 


This basic text offers an introduction to the epidemiologi- 
cal method as applied to the study of mental illness. Schwab 
and Schwab, father and daughter, have collaborated in this 


survey of major findings to date. 


The reader will notice the gradual unfolding of a system- 
atic inquiry into the well-recognized idea that social and cul- 
tural factors affect the initiation of mental disease as well as 
its form., course, treatment, and public understanding. A civ- 
ilizing trend in society apparently needs to be present even 
to allow a public perception of mental illness. Economic con- 
ditions. migration, and urbanization have affected the eco- 
logical location of the ill and perhaps also the course for the 
individual and the community. Some social patterns appear 
to entail risky practices that alter the incidence of expression 
of genetically carried risks for such conditions as schizo- 
phrenia, affective disorders, substance abuse, and some 
forms of asociality. 

The strategic decisions represented by any activity to de- 
fine basic terms of discourse, such as "'illness," "case," 
"population-at-risk, " and '"'disablement," are discussed in 
this book. Many of the operating definitions in this field ap- 
pear to be moving along a trajectory that starts with deviant 
behavior and moves toward altered biology of the individual 
in interplay with ecological events in the social terrain. This 
evolution appears sharply in the unfolding understanding of 
schizophrenia, which was first seen as deviance, then as a 
characteristic life-course pattern, then as a poverty-linked 
condition, then as a genetically transmitted pattern of risk 
that can initiate a clinical conditon, resulting in disability and 
poverty. The reader will see the way in which methodologi- 
cal advances, such as the separated analyses of incidence 
and prevalence or of first-episode events versus all-episode 
events, form the camera for revealing some of this story. The 
contributions that pedigree, twin, orphan, and adoptee stud- 
ies can make are nicely shown by the authors, as is the im- 
portance of applying a design appropriate to the inquiry. 
Schwab and Schwab provide an approach to understanding 
the assets and limitations of such varying methods as cohort 
studies, prospective studies, census surveys, and studies us- 
ing death-register sources. 

The term ‘encyclopedic’ would apply to this text, partic- 
ularly in comparison with other similar efforts. I would have 
preferred the inclusion of studies of military populations as 
well. These populations have often provided especially clear 
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data (e.g., the strategic demonstration of the independence 
from any hazardous context of the incidence of schizophre- 
nia was uncovered in military populations). Also worth fuller 
treatment is the powerful relation between the condition of 
social isolation, as revealed in studies of people who are not 
married or living with relatives, and increased risk of several 
forms of psychiatric and physical illnesses. I would also have 
preferred that the authors had side-stepped any contact with 
currently trendy but trivial questions like ‘‘mythical”’ illness 
and *‘medical’’ models. 

Epidemiology has often given the most advanced signal 
historically in the unraveling of clinical mysteries, e.g., the 
demonstration of a water-born infectious agent for cholera in 
London tn 1855, 20 years before the identification of the cho- 
lera vibrio. Schwab and Schwab have provided a book psy- 
chiatris:s can use as a portal to the epidemiological study of 
their area of medicine. 


Norris HANSELL. M.D. 
Champaign, lll. 


Massachusetts General Hospital Handbook of General Hospi- 
tal Psychiatry, edited by Thomas P. Hackett, M.D., and Ned 
H. Cassem, M.D. St. Louis, Mo., C.V. Mosby Co., 1978, 
575 pp. $14.95 (paper). 


Inviting one of the directors of the Liaison/Consultation 
Service of Baston’s Beth Israel Hospital to review the Mas- 
sachusetts General Hospital Handbook of General Psychia- 
try may be somewhat like asking a member of the old Brook- 
lyn Dodgers for a reasoned and dispassionate discourse on 
the virtues of the way the Yankees used to play. Crosstown 
rivalries aside, reviewing an extensive compendium of some 
32 chapters by 24 authors is no easy assignment and without 
careful attention might even become a character-building ex- 
perience. At best, it is a little like sampling a restaurant’s 
entire fare at one sitting: after a while, it becomes difficult to 
distinguish the hors d’oeuvre from the entrées and it is al- 
ways ar. effort to dive into the desserts with complete gusto. 

In an attempt to be fair both to the authors and myself, I 
decided to sample a somewhat limited number of chapters 
with unlimited interest. I chose among those items of great- 
est interest to a liaison psychiatrist with considerable in- 
volvement in teaching psychiatric fellows and residents, 
medical house officers, and students. I read most closely 
those chapters covering delirium and dementia, intensive 
care settings, coping with illness, hysteria, and medical-psy- 
chiatric medication interactions. 

I ran into one immediate problem: what can one expect 
from a work that describes itself as a "handbook ? I've 
learned to expect handbooks to be in fact handy and veri- 
tably brimming with useful information offered in a format in 
which znswers to a house officer's worst dreams practically 
leap off the page. Although it would be unfair to hope that 
many cf the diverse topics of general hospital psychiatry 
might lend themselves to facile formulae and flow charts, it 
might not be totally unreasonable to wish for more con- 
sistency in the style of presentation, a clearer visual format 
allowing easier use as a source of rapid reference, and more 
carefully organized, developed, and findable suggestions for 
the management of the most common clinical problems con- 
fronted by the general hospital psychiatrist. 

J found Dr. Wiseman's thoughts on coping with illness and 
Dr. Lazare s overview of the question of hysteria elegant 
discussions worthy of close reading and consideration (hard- 
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ly the stuff of the "typical" handbook). The chapter by Drs. 
Hackett and Cassem on the mtensive care setting is inter- 
estingly written and displays their considerable experience 
in working as ‘‘psychosomatic”’ physicians in specialized en- 
vironments. It was in Dr. Bernstein's useful commentary on 
medical-psychiatric medication interactions, however, that I 
was most troubled by the book's format of highlighting in 
bold print only broad topic areas. Important and useful infor- 
mation tends to be deeply imbedded in the body of lengthy 
paragraphs that cover many points without clear division, 
making it difficult to find specific facts readily. 

The relevance, clarity of writing, and applicability of the 
chapters I read in greatest detail were quite acceptable, and I 
can say that the volume ts an earnest and useful attempt to 
cover a large number of important clinical problems faced by 
the general hospital psychiatrist. It represents a good basic 
addition to the literature in the rapidly growing field of liai- 
son/consultation psychiatry, but it might better have been 
titled "Topics in General Hospital Psychiatry" than called a 
handbook. 


DANIEL C. SILVERMAN, M.D. 
Boston, Mass. 


The Heroin Stimulus: Implications for a Theory of Addiction, 
by Roger E. Meyer, M.D., and Steven M. Mirin, M.D. New 
York, N.Y., Plenum Press, 1979, 247 pp., $22.50. 


The title of this fine book provides the clue to the way the 
authors approach heroin addiction—from the behavioral and 
physiological point of view. They report the results of a mul- 
tivariate study of opiate reinforcement in heroin-addicted 
volunteer subjects. Heroin was given to the patients on de- 
mand for a period of time, and the effects of the administra- 
tion of a narcotic antagonist (naltrexone), an antagonist plus 
heroin, and placebo interspersed with methodone-assisted 
withdrawal were studied in a double-blind design. The vol- 
unteer addicts were placed on a special ward where physio- 
logical data, mood, "phase-related"" psychiatric symptoms, 
"phase-related psychopathology, ward activity, and group 
interaction were observed and measured by a variety of 
methods. Special efforts were made to subjectively eval- 


-uate "craving." 


This kind of study permits certain observations of the ef- 
fect on addicted individuals of the intake of heroin, the in- 
take of "blocked" heroin, and the intake of placebo. From 
these studies the researchers conclude that "craving for 
the next dose of heroin is not produced by the effect of the 
drug wearing off and the distress of withdrawal setting in. 
Instead, Meyer and Mirin found evidence that "craving" is 
"the cognitive label applied by the addict to a predominantly 
dysphoric condition" (p. 233). These observations, as well 
as the addicts responses when heroin's effect was blocked 
by naltrexone and in response to being in a group of addicts, 
"confirm the importance of reinforcing, respondent, and 
discriminative stimulus properties of opioids and of operant 
and classical conditioning of stimuli associated with previous 
episodes of addiction” (p. 236). 

Craving increases when heroin is available, even as larger 
doses of it are taken, when the addict is in the presence of 
other drug users, is under stress, or when exposed to things 
associated with drugs or related paraphernalia. The addicts 
in this study felt sad when they experienced the drug effect; 
continuing drug use for 10 days made them increasingly in- 
toxicated and isolated. The authors describe an increase in 
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"manifest psychopathology with depression. some confu- 
sion, suspiciousness and hostility." They found no evidence 
that heroin improved either ,synthetic or reparative func- 
tions. They do not, however, consider the question of why, 
then, do addicts take heroin. The answer suggested by this 
study is that they have been conditioned to do so. In the 
presence of naltrexone. narcotic addicts try to challenge the 
blockade by repeating doses of heroin or placebo. Eventual- 
ly the "craving" diminishes, confirming the conclusions 
about the conditioning effects of opiate use. 

Endocrinological studies confirm the hypothesis that 
Opiates act by modifying noradrenergic effects on the rein- 
forcing (pleasure-producing) areas of the brain. The ob- 
served decline in the plasma of luteinizing hcrmone and an 
increase in urinary excretion of MHPG are consistent with 
the postulated effect on CNS catecholamine activity. 

The investigators have admirably fulfilled their objectives. 
One has the feeling, however, that the harvest is meager. 
The avoidance of the exploration of the addicts’ subjective 
state (other than by questionnaire) and the exzlusive depen- 
dence on diagnostic ‘instruments’ and behavioral observa- 
tions results in a paucily of information. This endeavor be- 
comes a self-fulfilling prophecy. The authors allow bias to 
determine their literature review: the references to the psy- 
choanalytic observations are so pithy as to be inaccurate. 
They portray all psychoanalytic views as armchair theo- 
rizing not derived from anything they would dignify with an 
observational, let alone scientific, basis. They say, '" Most of 
these writers, operating from a psychoanalytic or psycho- 
dynamic position, have failed to observe the specific phar- 
macological effects of drugs in the patients they were treat- 
ing. They relied instead on the retrospective accounts of the 
drug experience reported by their patients and on their own 
formulations of the pat:ent’s underlying dynamics” (p. 8). It 
is unfortunate that Mever and Mirin, having expended such 
enormous efforts to organize an exemplary endocrinological 
and behavioral-observational study, did not avail themselves 
of such “psychodynamic” participants, who might have in- 
terviewed the same patients simultaneously and provided 
the much needed dimension of the psychic reality of these 
patients. How long must we continue to behave like the five 
blind men with a pachvdermic problem? 


HENRY KRYSTAL, M.D. ` 


East Lansing, Mich. 


A Handbook for Specific Learning Disabilities, edited by Wil- 
liam C. Adamson, M.D., and Katherine K. Adamson, M.S. 
New York, N.Y., John Wiley & Sons, 1979, 501 pp., $27.50. 


The preface to this volume describes it as a "handbook for 
all educators and clinicians along with concerned parents 
who are interested in what can be done to help the children 
whose self-concept and personal pride have been hurt by 
their inability to learn in the classroom." The epilogue re- 
peats the theme; describing the book as "a multidisciplinary 
handbook for therapists, teachers, educators as well as inter- 
ested parents. This theme reflects both the strength 
and the weakness of the book. The strength is that it recog- 
nizes and practices the multidisciplinary approach needed to 
understand and treat the child with a learning disability. The 
weakness is that it attempts to do too much for too many, 
with perhaps too little. 

The book ts divided into four parts. The Arst is a short 
attempt to delineate the scope of "specific learning dis- 
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abilities" and to understand their relationship to minimal 
brain dysfunction and hyperkinetic impulse disorder. This is 
an important introductory section that, althqugh it carinot 
resolve the nosological dilemma, does state the varicus defi- 
nitions in use and indicates Adamson's view of specific 
learning disability as a broad and very inclusive category. 
The first illustrative case report, for example, concerns a 2- 
year-old boy who the referring pediatrician suspected was 
autistic. The diagnosis in this case was “‘organic brain dys- 
function, cause unknown, possibly related to factors revolv- 
ing around maternal toxemia and premature delivery." This 
diagnosis would hardly fit the standard definition of specific 
learning disability and suggests that Adamson considers the 
broad range of developmental disabilities as being in the do- 
main of specific learning disabilities. It would clarify the cat- 
egories to separate the "specific" disability from those for 
which we have presumptive etiologies, in this case organic 
brain dysfunction. To classify a child with an organic CNS 
dysfunction as having a "'specific"" (i.e., etiology unknown) 
disability muddies the nosological waters and does not con- 
tribute to differential diagnosis, prognosis, and treatment. 

Part two ts titled The Cornerstones: The Assessment Pro- 
cess and includes the following chapters: ‘‘Psychosocial, 
Medical and Neurological Assessments" by Adamson, 
"Cognitive" by Painting, "Education" by Champion, and 
"Visual Function" by Seiderman. It is in this section that 
the "handbook ' part of this book is most evident. For the 
most part, the assessment techniques are superficially de- 
scribed, especially the section on neurological and soft signs, 
and lists and outlines supplement scant discussion. This sec- 
tion offers only a quick overview of the assessment process, 
but it does touch on the contribution of various disciplines to 
the overall assessment. Unfortunately, there is considerable 
redundancy among the chapters in this section. Further. 
there is little attempt to evaluate critically the standard- 
ization, reliability, and validity of many of the tests recom- 
mended. For the beginning psychiatrist and child psychia- 
trist, however, the overview presented here can be helpful. 
This is particularly true in educational assessment, an area in 
which few psychiatrists are at ease. 

In part three, Many Pillars of Support: Interpretation and 
Prescriptions, the editors lose perspective. This is by far the 
longest section of the book, and it reflects the authors’ con- 
cern with the psychological and behavioral problems of chil- 
dren. The chapters in this section are ‘Individual Psycho- 
therapy" by Adamson, "Parent Counseling" by Ohrenstein, 
"Group Therapy" by Adamson, ‘The Time Out and Life 
Space Interview" by Adamson, ‘Therapy Within thé Fam- 
ily Constellation" by Kaslow. "Behavior Therapy" by 
Gamache, "Creative Art Therapies" by Levick and associ- 
ates, and "Medical Therapies" by Adamson. 

The various psychological therapies described here are in- 
teresting in themselves. Adamson's description of long-term 
individual psychodynamically oriented psychotherapy. for 
example, is a delight to read, but it is not specific to the prob- 
lem of specific learning disabilities. The various therapies de- 
scribed in this section tend to obscure the fact that children 
with learning problems are subjected to the same psychologi- 
cal stresses of living that beset most children. Specific learn- 
ing and specific developmental disabilities render the child 
more vulnerable to stress. and many children have specific 
emotional and behavioral responses to repeated learning fail- 
ures. Attacking the reactive emotional response psycho- 
therapeutically does not affect the basic reason for these re- 
sponses. The major treatment modality in children with spe- 
cific learning disabilities. therefore, must be educational. 
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The lonz section on psychological therapies tends to make it 
seem that psychological therapies are the mainstay of treat- 
ment fo- these children. This section obscures the major re- 
sponsib lity of remedial education. However, each chapter 
in this s2ctior. is a primer for the technique it describes. It is 
as though each author were trying to condense a brief course 
into a few pages and illustrate his or her techniques with a 
child who has emotional problems as well as problems with 
learning. 

The fourth section of this book, The Central Span: Plan- 
ning Educational Remediation, is relatively short; most of 
the sect on is devoted to a description of the early childhood 
intervertion program at Hahnemann College. I can testify 
from experience that the problem of funding an effective pro- 
gram of preschool and kindergarten intervention, involving 
state and city departments of education and mental health, 
requires a stout heart, saintly patience, and, above all, un- 
derstanding creditors. Even today, with the current empha- 
sis on prevention of emotional and cognitive problems, inter- 
agency cooperation — particularly financial cooperation —ap- 
pears tc be essential. Unfortunately, just where education 
stops and mental health begins is often decreed more by leg- 
islative iat than by children's needs. 

For tae clinician experienced in working with children 
who have learning disabilities this book will be superficial 
and anecdotal. For the beginning child psychiatrist, how- 
ever, the bock's review of assessment procedures will be 
valuable. He or she will find the chapters on psychological 
therapies interesting and generally informative and will find 
that the bibliographies offer clues for further reading. The 
section on remedial education offers only a brief glimpse of 
what can be cone educationally. 


ARCHIE À. SiLvER, M.D. 
Tampa, Fla. 


Group Therapy 1978: An Overview, edited by Lewis R. Wol- 
berg, M.D., Marvin L. Aronson, Ph.D., and Arlene R. Wol- 
berg, M.S.S. New York, N.Y., Stratton Intercontinental 
Medical Book Corp., 1978, 205 pp., $19.75 (paper). 


This i3 an unusually well organized and well edited book. 
The editors are to be congratulated for a highly competent 
job. Each chapter is preceded by an abstract, allowing the 
desultor; reader to pick and choose with a minimum of ef- 
fort, anc the final chapter is a collection of abstracts of re- 
zent journal articles compiled by the faculty and staff of the 
Postgracuate Center for Mental Health—one of the leading 
American institutions teaching some of the theories and 
practices that loosely congregate themselves under the ru- 
bric of group therapy. As an introductory and supplemental 
text for dledgling therapists this work should find fairly wide 
acceptar ce. 

The book's problems stem from the exclusions and selec- 
sive emphases. indigenous to any effort to construct a per- 
spective on a field that is so broad and so little unified. The 
3eld of group therapy is a “‘field’’ only in a very loose sense. 
There are at least as many competing voices in group thera- 
py as in the “field” of individual therapy. The editors have 
made some effort here by organizing the original contribu- 
tions thematically, but I do not think they have altogether 
succeeded. They show ideological and geographic biases. 

Lookiag simply at the geographic location of the contrib- 
Jtors one could conclude that the center of group therapy 
must be New York: 17 of the articles are written by New 
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Yorkers, 3 by Texans, 2 from California. 2 from the Mid- 
west, 2 from Washington. DeC., 2 from London, 2 from 
Switzerland, and | from Brazil. One may perhaps be forgiv- 
en a passing doubt that, for instance, California does only 
8% of the world's group therapy in contrast to New York's 
4495. A geographic bias is almost inevitable, however, be- 
cause editors talk to those they know. 

A more serious fault lies in an ideological bias. Conven- 
tional, insight-oriented *'psychoanalytic" group therapy re- 
ceives the lion's share of pages. The burgeoning field of fam- 
ily therapy gets brief treatment. Even in the final chapter, 
which summarizes 28 articles on group therapy, only 4 have 
anything to do with family or marital work, and these do not 
represent work done by any of the leading theorists in this 
field. As for other, more group-dynamic approaches (e.g., 
behavioral, Gestalt, and T groups), there is not a single 
word. One is left with the impression that this work is less a 
survey of group therapy practices and theories than an over- 
view from Manhattan's towers. 

The quality of the individual contributions is quite good. 
Some are very good— notably the delightful, chatty account 
of a visit with Michael Foulkes by Martin Grotjahn (the book 
is dedicated to the memory of Michael Foulkes) and the 
crisply written article by Beryce MacLennon on adoles- 
cents. Reading the other articles provides a sampling of clini- 
cal work with a variety of groups, ranging from short-term 
groups in a collge mental health center to long-term work 
with chronic schizophrenic patients. The contributions are 
divided into sections on psychoanalytic group therapy, de- 
velopmental stages of therapy groups, research, group and 
pharmacotherapy, specialized groups, and family therapy. 
For those with an interest in primarily East Coast group ther- 
apy, this is a worthwhile work. 


RoBERT C. MiscH. PH.D. 
Boston, Mass. 


The Psychiatric Foundations of Medicine, Vol. 1: Dimensions 
of Behavior, edited by George U. Balis, M.D., Leon Wurm- 
ser, M.D., Ellen McDaniel, M.D., and Robert G. Grenell, 
Ph.D. Boston, Mass., Butterworth Publishers, 1978, 530 pp.. 
$29.95. 


The Psychiatric Foundations of Medicine, Vol. 2: The Behav- 
ioral and Social Sciences and the Practice of Medicine. 500 
Dp., $39.95. 


The Psychiatric Foundations of Medicine, Vol. 3: Basic Psy- 
chopathology. 385 pp., $29.95. 


The Psychiatric Foundations of Medicine, Vol. 4: Clinical Psy- 
chopathology. 6/8 pp., $34.95. 


The Psychiatric Foundations of Medicine, Vol. 5: Psychiatric 
Clinical Skills in Medical Practice. 48/ pp., $24.95. 


The Psychiatric Foundations of Medicine, Vol. 6: Psychiatric 
Problems in Medical Practice. 456 pp., $34.95. 


The Comprehensive Textbook of Psychiatry (1) is being 
challenged, although the editors of the Psychiatric Founda- 
'ions of Medicine avoid direct confrontation by stating that 
their textbook meets the unfulfilled need for a comprehen- 
sive textbook of psychiatry that is exclusively oriented to- 
ward the needs of medical students and the continuing edu- 
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cation of physicians. Comparison of the texts, however, 
shows that there is considerable overlap in content. Thus, 
Psychiatric Foundations will surely be compared with the 
already established textbook§, which have a similar read- 
ership. 

The six volumes are designed to present the field of psy- 
chiatry as it is taught in a standard medical curriculum. The 
first two volumes cover subject matter typically taught in the 
first year of medical school. Volumes II] and IV are relevant 
to the second-year curriculum. Volumes V and VI are de- 
signed for the clinical years. The majority of the contributors 
are from the University of Maryland Medical School faculty. 

A number of selections deserve special note for their pre- 
sentation of new material or for their superior coverage of 
old territory. The second volume includes three fine chapters 
on the doctor-patient relationship, patient interviewing, and 
the patient and society, topics that are not as thoroughly pre- 
sented in other psychiatric texts. Grass and Bolis write a 
clear, informative chapter on the psychodynamic aspects of 
the doctor-patient relationship that elucidates its essential 
aspects, including the ideas of transference-counter- 
transference, patients’ personality types, and the dynamics 
of chronic illness. Lisansky's chapter on medical inter- 
viewing techniques, portions of which have already ap- 
peared in print elsewhere, will be of value to anyone teach- 
ing medical students or residents the importance of a holistic 
approach to the medical patient. This chapter is practical, 
with clear examples and guidelines for a medical interview 
that will elicit important psychosocial, interpersonal, and 
medical information. 

Basically, this is a textbook: most topics are presented 
clearly, succinctly, and in some detail. In addition, the refer- 
ences are complete and current. Most of the information ts 
contained in the established textbooks, but the format of 
these volumes 1s unique. One can choose the volume that 
appears most relevant. Throughout the six volumes, but es- 
pecially in Volumes II and VI, the presentations are clearly 
directed to the nonpsychiatric professional. The series has 
much to offer and merits comparison with the established 
textbooks. Certainly this textbook should be used as a refer- 
ence. 
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Behavioural Treatment of Obsessional States, by H.R. Beech 
and M. Vaughan. New York, N.Y., John Wiley & Sons, 
1978, 179 pp., $18.95. 


Drs. H. Reginald Beech and Margaret Vaughan, two psy- 
chologists at the University of Manchester, England, offer a 
concise account of the behavioral treatment approaches to 
obsessive-compulsive disorders. The review is critical and 
reasonably comprehensive. It will be useful to the clinician 
interested in applying some of the methods to the treatment 
of these difficult patients. In addition, it will serve as a valu- 
able reference work for investigators working in this area. 

The authors regard systematic desensitization as most ef- 
fective for treating compulsive rituals in which the stimuli 
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that elicit rituals are distinct and not always present in the 
patient's environment. However, the evidence they cite fa- 
vors the use of modeling, flooding. and response prevention 
in the treatment of most compulsive disordefs. For obses- 
sive ruminations they describe and evaluate the techniques 
of thought-stopping and satiation training. The latter consists 
of having the patient intentionally evoke and maintain the 
obsession for sustained periods of up to 15 minutes. The au- 
thors briefly review some of the recent work using self-rein- 
forcement and self-control procedures for treating both com- 
pulsive rituals and obsessive ruminations. 

On the basis of the controlled studies in this area and the 
few published long-term follow-up reports, the authors con- 
clude that the behavioral treatment of obsessional states is 
not as successful as is sometimes claimed in experimental 
reports and review articles. Results are mixed, and relapses 
often occur. They do not doubt, however, that these meth- 
ods are the most promising available and that strikingly good 
results are obtained with selected patients under some cir- 
cumstances. 

Quite in keeping with thinking in behavioral psychiatry in 
general, they suggest that a program consisting solelv of pro- 
cedures directed specifically at the compulsive rituals and 
obsessional thoughts may not be adequate. They argue that 
the presence of significant depression may be a factor sensi- 
tizing the patient to obsessive-compulsive disorders. There 
may also be a residual depression in the patient after amelio- 
ration of the original symptoms by behavioral techniques. 
Even though patients may improve in targeted areas, anxiety 
and depression may persist, and there may be substantial 
residual problems of everyday living, such as adjustment at 
work and relationships in the family and in the community. 
They propose the adjunctive use of appropriate psycho- 
pharmacological agents in cases in which anxiety or depres- 
sion persists. In patients with major adjustment problems, 
specific behavioral techniques for :mproving the marital rela- 
tionship, sexual functioning, and the general social adjust- 
ment of the patient may be necessary. 

One might conclude from this review that the specific be- 
havioral procedures currently available are promising but 
that treatment results may not be as good as has been sug- 
gested in some quarters. More treatment outcome research 
is needed. The systematic combined use of behavioral and 
psychopharmacological treatments has in general been ne- 
glected by clinicians, and the combined use of these two mo- 
dalities in the treatment of obsessive-compulsive states may 
be particularly fruitful. Much work needs to be done here. 
Also, as in the behavioral treatment of other psychiatric dis- 
orders, specific behavioral techniques aimed at the major 
symptoms may need to be complemented by additional psy- 
chological treatment, behavioral and otherwise, aimed at 
other aspects of the patient's adjustment. 


JOHN PAuL BRADY. M.D. 
Philadelphia, Pa. 


Clinical Diagnosis of Mental Disorders: A Handbook, edited 
by Benjamin B. Wolman. New York, N.Y., Plenum Press, 
1978, 909 pp., $50.00 


Following my careful reading of this book I felt somewhat 
like a conqueror; using that simile to refer to an earlier con- 
queror, Julius Caesar, who divided Gaul into three parts, 1 
will divide my review similarly. 

Clinical Diagnosis of Mental Disorders is a major under- 
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taking it is a big book in every sense of the word. Heavy in 
material as well as heavy in weight and in cost, it is an ex- 
cellent reference volume for any psychiatric library. For the 
most part the material presented is lucid and informative, 
and although it would be difficult to tuck the handbook into 
one's pocket for casual reading, I think it would be frequent- 
ly consulted as a definitive reference work. 

In format the volume is divided into two sections. Part 
one, t&led Diagnostic Techniques, consists of 16 chapters. 
Part two, titled Differential Diagnosis, has 9 additional chap- 
ters. The listing of the authors and their credentials is partic- 
ularlv nteresting in that there are only four M.D.s among the 
35 autnors. It might have been expected that psychologists 
would provide the bulk of the authorship, but this certainly 
adds a2 additional dimension that I feel is favorable. Rather 
surprising tn a multi-author volume, the quality is uniformly 
good cr evea excellent. 

Part one of the volume runs the gamut of psychological 
assessment .n considerable detail with substantial bibliogra- 
phies zt the end of each chapter. The opening chapter, 'Re- 
search in Clinical Diagnosis" by Joseph Zubin, is an ex- 
cellent begir.ning for the entire section. He stresses the obvi- 
ous as well as the not so obvious difficulties in diagnosis, 
which we psychiatrists still recognize as the cornerstone of 
appropriate treatment. The chapter by Joseph Matarazzo, 
“The -nterview: Its Reliability and Validity in Psychiatric 
Diagnosis, includes a passage in which he lists medicine, 
psychclogy, and psychiatry as three separate entities instead 
of the :wo of medicine and psychology. Psychiatry is still a 
speciakzed field of medicine as much as orthopedics and ra- 
diologv are. It is my hope that interprofessional jealousy was 
not bekind tne following comment in this same chapter: In 
our judgmert DSM-/I/ has the potential to be very bad for 
psychclogists despite the real and potential advances in 
scope, diagnostic reliability, etc.’ I feel that this type of 
comment polarizes rather than unites the two disciplines. 

EacF chapter in part one is devoted to a careful and de- 
tailed review of the many known psychological tests, and I 
founc these to be of excellent quality and informative as well 
as introducing me to many tests with which I was unfamiliar. 
I might timidly suggest that this might be true for many of my 
psychiatric colleagues. In addition, this section provided a 
vast amount of information about some of the old psycholog- 
ical standbys, such as the Rorschach, MMPI, TAT, and 
Wechs er. 

I particularly enjoyed the second section of the book be- 
cause this section has a clinical orientation. 

Chapter 18, “Diagnosing Brain Impairment’? by Thomas 
Boll, is especially stimulating from many points of view, not 
the least of which is its excellent overview of brain dysfunc- 
tion. Chase Patterson Kimball's chapter, '"Diagnosing So- 
matic Situations," is outstanding. He highlights many of the 
commcnly accepted psychosomatic syndromes and presents 
old as well as new information. 

The concept of the patient representative as described in 
the chapter "Diagnosis in Old Age" by Harold Wilensky is 
certainly innovative. The role of the patient representative 
has been har.dled capably and without fanfare for years and 
years Ey the old family doctor, who is fast disappearing. I 
can speak from some personal experience because I was one 
of thas2 old family doctors in rural Wisconsin for 15 years 
before specializing in psychiatry. I rated this chapter ex- 
ceedingly high. 

Martin Mayman and Jennifer Cole's chapter, "" Diagnosing 
Neurotic Disorders,’ is to be commended for its approach to 
diagnosis. These authors recognize diagnosis as essential be- 
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fore treatment begins and emphasize that diagnosis must nor 
be discarded as an unnecessary series of terms, as has been 
suggested by other, less enlightened authors. ` 

The final chapter, '* Diagnostic Procedures in the Criminal 
Justice Svstem" by Fred Pesetsky and Albert Rabin, pre- 
sents an outstanding contribution to the book with many par- 
ticularly appropriate comments. They found that “‘psychia- 
trists would frequently assume the role of a judicial expert by 
directing the decision-makers into prescriptive programming 
rather than answering the question of competency.’ This 
tends to highlight the tendency of all too many psychiatrists 
who become omniscient when they assume the role of a fo- 
rensic psychiatrist. Rather than confine their comments ta 
the areas in which they have expert knowledge, these psy- 
chiatrists tend to produce a scatter that dilutes their testimo- 
ny. Pisetsky and Rabin go on to say, ** Moving the focus fror. 
mental illness to an evaluation of cognitive functioning will 
prevent the evaluator from making a diversion into unrelatec 
issues, to which I say, Amen. 

The main negative is the fact that this book was printed ir. 
very small print and the inserts in even smaller print. I founc 
this to be a drawback but not serious enough to detract from 
the overall quality of the book. There is also a tendency or. 
the part of many psychologists to exclude psychiatry from 
medicine. The following example is from "'Diagnosing Per- 
sonality States" by Frederick Thorne and Vladimir Pishkin: 
"Clinical diagnosis as utilized classically in medicine anc 
psychiatry... . Psychiatry is a part of medicine, and I be- 
lieve it merits inclusion within the field of medicine anc 
should not be used as a separate appendage. Another criti- 
cism I would make is the frequent use of jargon, which rather 
than clarifying tends to muddy the waters. For example, I 
found myself trying to determine the definition of such terms 
as narcissistic-hypoinstrumental, depressive-dysmutual, and 
schizo-hypervectorial. 

In conclusion, | found Clinical Diagnosis of Mental Dis- 
orders to be a readable and valuable reference book that 
should find a place in every psychiatrist's library. It will con- 
stitute an excellent source for details on psychological test- 
ing, approaching both the theoretical as well as the practica. 
procedures in assessments and diagnosis. I heartily recom- 
mend this volume. 


HOWARD A. WINKLER, M.D. 
Tucson, Ariz. 


Culture and Curing: Anthropological Perspectives on Tradi- 
tional Medical Beliefs and Practices, edited by Peter Morley 
and Roy Wallis. Pittsburgh, Pa., University of Pittsburgh 
Press, 1978, 190 pp., $14.95. 


The editors tell us that this book focuses on beliefs and 
practices relating to traditional medical care in the non- 
Western world, and yet they include a description of prac- 
tices in Vermont. Is Vermont considered so esoteric as to be 
outside the influence of Western culture? The healing arts in 
Mexico, Serbia, the Philippines, Melanesia, Africa, and Ver- 
mont are quite diverse, and yet there are sporadic similar- 
ities between these and our own customs. For example, in 
cases where spirits or demons enter the body, ritual is re- 
quired to remove the malevolent spirit. Emetics are often 
used to induce vomiting to drive away the evil spirit, which 
reminds me of some American parents who wash their chil- 
dren's mouths out with soap and water in reaction to their 
children's use of profanity. 
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In Ensenada, Mexico, which is near Tijuana. spiritualists 
first dispel any doubt and diskelief in the patient before at- 
tempting a cure because doubt reduces the possibility of 
healing. In the same region, *spiritual operation" is prac- 
ticed; this leaves the patient in a postoperative state as if an 
incision had been made. Part of the recovery after the "'spiri- 
tual operation" is to remain in bed for 40 days, eat no greasy 
foods, and consume plenty of chicken soup. 

In a study of disease etiology in the Philippines, Donn 
Hart writes of gaba, a cause of illness, which is limited to 
younger couples who are disrespectful toward elder persons, 
especially parents. Lola Romanucci-Ross explores the origin 
of human species among the Mokerang in Melanesia. These 
people believe that the human race evolved from two drops 
of blood changed into fish, hawk, and snake before becoming 
human. To cure a sick child in this culture a group of women 
sit in acircle; the oldest woman utters a word not understood 
by anyone present, including herself. 

From Melanesia we go to Africa to look at the Yoruba, a 
tribe often studied by Western anthropologists. Four hun- 
dred men and 106 women in the study were asked whether 
they sought modern medical help or traditional practical help 
when they were ill. Seventy-one percent of the households 
reported that they used traditional remedies either some- 
times or always. However, the educated people used mod- 
ern medicine more often. It seems that one of the reasons 
that traditional medicine persists in the presence of modern 
medicinal care is the maldistribution of medical resources, 
which are concentrated in big cities. 

The last chapter quotes Jarvis, a physician who was deep- 
ly impressed by the folk practices of the people of Vermont 
and who explored their healing properties in his book Folk 
Medicine. In Vermont, cider vinegar is recommended for fa- 
tigue, headaches, high blood pressure, dizziness, and obesity. 
Honey is said to put one to sleep at bedtime, to act as a mild 
laxative that relieves muscle cramps, to sooth burns, and to 
control bedwetting in children. 

We may chuckle at times as we read this book but we 
should remember that empirical observation of old practices 
has its value. The least we can do is to be aware of this 
knowledge. This book has enough variety to evoke interest 
in practicing psychiatrists. It will acquaint them with meth- 
ods that have been used for ages with a fair degree of success 
despite the lack of scientific proof of their validity. 


Leon Tec. M.D. 
Norwalk, Conn. 


Psychiatry in Dissent: Controversial Issues in Thought and 
Practice, by Anthony Clare. Philadelphia, Pa., Institute for 
the Study of Human Issues, 1979, 426 pp., $15.00. 


The data in this book are timebound in that some are over 
three years old. However, this is a minor problem since the 
strength of this book is in the historical perspective in each 
of the nine chapters. So many data are presented in each 
chapter that one feels as if he or she were listening to an ex- 
tremely well-prepared debate with the leading authorities in 
the world all getting equal time. 

In chapter one, titled *‘The Concept of Mental IlIness, 
Thomas Szasz and R.D. Laing are pitted against an impres- 
sive array of physicians to argue the question of whether or 
not mental illness exists. 

In chapter two, three models of mental illness are ex- 
plained and debated: 1) "The Organic Orientation," 2) “The 
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Psychotherapeutic Orientation," and 3) “The Sociothera- 
peutic Approach." These arguments have waxed and waned 
throughout the twentieth century, but the succinct and fair 
presentations of the issues in this volume are impressive. 

“The Diagnostic Process” follows. D.L. Rosenhan’s ex- 
periment on psychiatric hospitalization (1) is the dissent side 
of this chapter. The argument revolves around the recogni- 
tion and diagnosis of schizophrenia. ‘What Is Schizophre- 
nia?" is the question in chapter four. The question is ex- 
plored by Morel, Kraepelin, Bleuler, Schneider, and others 
as well as by Szasz and Laing. 

In chapter five, ‘Causal Factors in Schizophrenia," ge- 
netics, family influences, biochemical factors, sociocultural 
effects, and the psychoanalytical view are presented. Again, 
we have Szasz and Laing pitted against the rest. À chapter 
on ECT follows, with the historical portion especially well 
done. It is slightly less than current, but this does not really 
cause much difficulty. Psychosurgery is heavily debated in 
chapter seven. 

The involuntary hospitalization issue is well covered in 
chapter eight. All those familiar with forensic psychiatry will 
find this chapter interesting. The last chapter portrays the 
same situation for British psychiatry that has confronted 
American psychiatry since 1972. Why have half as many 
people chosen a psychiatry specialty in the past five years? 


REFERENCE 


Il. Rosenhan DL: On Being Sane in Insane Places. Science 
179:250-258, 1973 


JAMES A. Davis. M.D. 
Omaha, Neb. 


Interpreting Transference, by Nathan Leites. New York, 
N.Y., W.W. Norton & Co., 1979, 160 pp., $10.95. 


Nathan Leites is a former professor of social sciences and 
currently an affiliate member of the Chicago Psychoanalytic 
society. He says, Not practicing, I have written the pages 
below in the hope that they will be useful to those who ana- 
lyze in the ‘Freudian’ manner" (p. 9). Ninety percent of this 
book is composed of quotations from more than 200 papers 
and books, most of which are psychoanalytically oriented. 

Leites's central thesis is :hat psychoanalysts assume 
everything in the analytic hour is transference and that only 
transference interpretations are effective. The references 
cited seem to prove this point. Leites also notes that some 
analysts are beginning to consider other possible ex- 
planations. He indicates that the overemphasis on transfer- 
ence is wrong. 

The book was difficult to read, not because of the content 
but because the style and sentences were complex. For ex- 
ample: “‘In the first third of the century such was, I suspect, 
a widespread belief, though rarely pronounced and coexist- 
ing with prominent declarations that the patient was, at the 
very least in the crucial phases of psychoanalysis, most ori- 
ented toward his analyst" (p. 15). A second problem was 
separating the author's opinions from the cited articles. 

I do not recommend this book to the general reader but 
fee] that it would be useful to a few dedicated and highly 
determined psychoanalytic scholars. It is a worthwhile guide 
to and summary of the literature. 


FRANK M. KLINE, M.D. 
Long Beach, Calif. 
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pp., $17.50. 
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1979, 266 pp., $17.50. 
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and Postmenopause, by Hardld E. Simmons: Sacramento, 
Calif., Psychogenic Disease &yblishing Co., 1979, 92 pp., 
$4.95 (paper). 


Adult Life: Developmental Processes, by Judith Stevens- 
Long. Palo Alto, Calif., Mayfield Publishing Co., 1979, 527 
pp., $14.95. 


Female Adolescent Development, edited by Max Sugar, M.D. 
New York, N.Y., Brunner/Mazel, 1979, 343 pp.. $19.50. 
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Ill Offenders, by Terence P. Thornberry and Joseph E. Ja- 
coby. Chicago, Ill.. University of Chicago Press, 1979, 285 
pp., $19.00. 
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coln, Neb., University of Nebraska Press, 1979, 787 pp., 
$35.00. 
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Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
3erson 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental ilinesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research ís also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
tne actions of citizens, professionals and government which have affected this historical development, 
end a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and Illness: 
The Ecopsychiatric Base, Task Force Report 16 


Frepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
v ronment with mental health and illness. A comprehensive bibliography, sections of which are an- 
tated, is given. 
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Send coupon to: 
Publication Sales Department 
American Psychiatric Association 
1700 1Bth St. N.W., Washington, D.C. 20009 
Please send me: ||  .copies of Task Force Report 14, order #228, @ $7.50 ea. 
Š — —— — copies of Task Force Report 15, order #146, @ $4.00 ea. 
— — —. COPies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of doilar amount, must be accompanied by payment.) 
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Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first vveek of treatment in- 
clude: insomnia, feelings of quilt 
or worthlessness, agitation, 
psychic and somatic anxiety, 
suicidal ideation and anorexia. 





Limbitrol. x 
Dual therapy with greater A 
specificity... without classical X 
phenothiazine drawbacks. . 


LIMBITROL® TABLETS Tranquilizer—Antidepressant 


Before prescribing, please consult complete product information, a summary of 
which follows: 
Indications: Relief of modsrate to severe depression associated with moderate to 
severe anxiety — * 
Contraindications: Known hypersensif#ity to benzodiazepines or tricyclic antide- 
pressants: Do not use with monoamingg&xidase (MAO) inhibitors or within 14 days 
following discontinuation C MAO intfiDitors since hyperpyretic crises, severe convul- 
sions and deaths have occurred with concomitant use; then initiate cautiously, gradu- 
ally increasing dosage unt! optimal response is achieved. Contraindicated during 
acute recovery phase follcwing myocardial infarction. 
Warnings: Use with great zare in patients with history of urinary retention or angle- 
closure glaucoma. Severe zonstipation may occur in patients taking tricyclic antide- | 
pressants and anticholinerjic-type drugs. Closely supervise cardiovascular 2atients.. | 
(Arrhythmias, sinus tachycardia and prolongation of conduction time reported with 
use|of tricyclic antidepres: ants, especially high doses. Myocardial infarction and 
stroke reported with use o this class of drugs.) | 
Usage in Pregnancy: Jse of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital 
malformations as suc gested in several studies. Consider possibility of 
pregnancy when inst tuting therapy; advise patients to discuss therapy if 
they intend to or do kecome pregnant. 
Since physical and psychclagical dependence to chlordiazepoxide have bear re- 
ported rarely, use caution f» administering Limbitrol to addiction-prone individüals or 
those who might increase dosage; withdrawal symptoms followir.g d scontinuation of 
either component alone heve been reported (nausea, headache anc malaise for ami- 
triptyline: symptoms [including convulsions] similar to those of barbiturate withdrawal 
for chiordiazepoxide). 
Precautions: Use with caution in patients with a history of seizures, in hyperthyroid 
patients or those on thyroid medication, and in patients with impaired renal o* hepatic 
function Because of the possibility of suicide in depressed patients, do not permit 
easy access to large quartities in these patients. Caution patients about possible 
combined effects with alcahol and other CNS depressants and against hazardous 
occupations requiring complete mental alertness (e.g., operating machinery, driving). 
Periodic liver function tests and blood counts are recommended during prolonged 
treatment. Amitriptyline component may block action of guanethidine or similar anti- 
hypertensivss. Concomitant use with other psychotropic drugs has not been eval- 
uated: sedative effects méy be additive. Dis- 
continue several days before surgery. Limit 
concomitant administratio 7 of ECT to essen- 
tial treatment, See Warnincs for precautions 
about pregnancy. Limbitra should not be 
taken during the nursing psríod. Not recom- 
mended in children under 12. 
In the elderly and debilitatsd, limit to smallest 
effective dosage to preciuJe ataxia, overse- 
dation, confusion or anticholinergic effects. 
Adverse Reactions: Mos frequently re- 
ported are those associated with either com- 


pation, blurred vision, dizaness and bloating 
Less frequently occurring "eactions include 
vivid dreams, impotence, remor, confusion 
and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weak- 
ness, restlessness and letrargy have been reported as side effects of both Limbitrol 
and amitrip'yline. Granulozytopenia, jaundice and hepatic dysfunction have been ob- 
served rare y. 

This list includes adverse eactions not reported with Limbitrol but requiring considera- 
tion because they have been reported with one or both components or closely related 
drugs: 

Cardiovascular: Hypotenson, hypertension, tachycardia, palpitations, myocardial in- 
farction, arrhythmias, heat block, stroke. 

Psychiatric. Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomania and increasec or decreased libido. 

Neurologic: Incoordinatiom, ataxia, numbness, tingling and paresthesias of the ex- 
tremities, extrapyramidal symptoms, syncope. changes in EEG patterns. 
Anticholinergic: Disturbarce of accommodation, paralytic ileus, urinary retention, di- 
latation of urinary tract. 

Allergic: Sk n rash, urticar a, photosensitization, edema of face and tongue, pruritus. 
Hematologic, Bone marrau depression including agranulocytosis, eosinophilia, pur- 
pura, throrr bocytopenia. 

Gastrointestinal: Nausea, 2pigastric distress, vomiting, anorexia, stomatitis, peculiar 
taste, diarrhea, black toncue. 

Endocrine: Testicular swe-ling and gynecomastia in the male, breast enlargement, 
galactorrhea and minor rrenstrual irregularities in the female and elevation and lower- 
ing of blood sugar levels. 

Other: Headache, weight jain or loss, increased perspiration, urinary frequency. 
mydriasis, jaundice, alopecia, parotid swelling. 

Overdosage: Immediately hospitalize patient suspected of having taken an overdose 
Treatment is symptomatic and supportive 1.V, administration of 1 to 3 mg phvsostig- 
mine salicylate has been eported to reverse the symptoms of amitriptyline poisoning. 
See complete product information for manifestation and treatment 

Dosage: Individualize according to symptom severity and patient response. Reduce 
to smallest effective dosa je when satisfactory response is obtained. Larger portion of 
daily dose nay be taken at bedtime. Single h.s. dose may suffice fo" some patients. 
Lower dosages are recon.mended for the elderly. 

Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased 
up to six tanlets or decreesed to two tablets daily as required. Limb-trol 5-12.5, initial 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate 
higher doses 

Supplied: _imbitro! 10-2E tabiets each containing 10 mg chlordiazepoxide and 25 mg 
amitriptylina (as the hydrcchloride salt) and Limbitrol 5-12.5 tablets each containing 

5 mg chlordiazepoxide amd 12.5 mg amitriptyline (as the hydrochloride salt) —bottles 
of 100 and 500; Tel-E-Dogs* packages of 100; Prescription Paks of 50. 


Roche Labo atories 
C ROCHE Divigron of Hoffmann-La Roche Inc. 
Nugey, New Jersey 07110 


hd 


Limbi 


; ; A each containing 10 mg chlordiazepoxide and 25 mg 
ponent alone: erowsiness dry Mouth, const Tablets 10-25 amitriptyline (as the hydrochioride salt) : 


h ining 5 hlordi de and 12.5 
Tablets 5-12.5 srivcisyine ps he Sydrochionae sat) s 


How to initiate and 
maintain therapy 


Select dosage strength appropriate for each 
patient 

_] Limbit-ol 10-25 is recommended for most patients 
D Limbit-ol 5-12.5 may be indicated for those 

who do not tolerate higher doses and for elderly 
patients 

Specify daily dosage based on symptom 

severi 

LIAn initial dosage of three tablets is recom- 
mended. : 

CiDosace may be increased to six tablets or de- 
creased to two tablets daily as necessary. 

Li Once a satisfactory response is obtained, eval- 
uate response and, if necessary, reduce dosage to 
smallest amount needed. 

Utilize dosage options to best accommodate 
Individual patient needs 

C T.D. or Q.LD., familiar regimens most suited for 
patients who tolerate medication without undue 
drowsiness 

Li Two tablets one hour before bedtime and one 
tablet m.dday may minimize daytime drowsiness 
and hele relieve a common target symptom— 
insomnia ue r 
C Entire dosage h.s, to take "od 
maximurn advantage 
of the sedative effect 






IV 


How to make each patient 
an informed patient 


1. Discuss with patients the probability that they 
will experience drowsiness, especially during the 
first week. 

2. Reassure your patients that drowsiness is one 
indication that the medication is working and 
that it rr ay help alleviate their insomnia. 

3. Encourage patients to report if drowsiness be- 
comes troublesome so that, if necessary, dosage 
schedule can be adjusted or the symptom 
treated. 

4. Caution patients about the ccmbined effects 
with alcohol or other CINS depressants. Let them 
know that the additive effects may produce a 
harmful level of sedation and CNS depression. 

5. Caution patients about activities requiring 
complete mental alertness, such as operating 
machinery or driving a car. 

6. Warr pregnant patients and patients of 
childbearing age that the safety of Limbitrol in 
pregnancy has not yet been established. 


Please see compiete product disclosure for other 
pertinen: informatlon, 


Limbitrol should not be used under the 
following circumstances: 

1. Hypersensitivity to benzodiazepines or tricyclic 
antidepressants. 

2. Shou d not be given with an MAO inhibitor. To 
replace an MAO inhibitor with Limbitrol, discon- 
tinue N AO inhibitor for a minimum of 14 days 
before cautiously initiating Limbitrol therapy. 

3. During the acute recovery phase following 
myocardial infarction. 


> 
P 
aye 
et 
eM CP as 
MOS, VIO Mace 
«es ec) S cw kis ` 
d NOT ceo ees es os 2 
2x "m so got ae ` 
* K TO WV S ce ym 
e She SACS M am gea gon 
eC NON oe, e gi * ES p> 2 
ee Oe Cae eS LESS OO eer" 
oe e ne a vo VO Ne cc 
No P vas ce [5 
e Na Oe E 


xw 
o 
ME c e 
RON M COS e VIN 
e FA co QM v E s 
M nee 





Tablets 10-25 
Tablets 5-125 


Please see summary cf product information on last page of this advertisement. 


C ROCHE 





each containing 10 mg chiordiazepoxide and 25 mg 
amitriptyline [as the hydrochtoride salt} N / 
each containing 5 mg chiordiazepoxide and 12.5 mg 

amitriptyline [as the hydrochloride sait) 


ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL E 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 





with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 
Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 


ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result à 
of the deinstitutionalization programs of the past decade and the continuing growth of high | 1 
risk populations that generate chronically ill, the problems associated with the care of these o 


patients constitute a national crisis. " i 
| | 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the ''Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENTOF$. | | | A) . 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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| Everybody 
knows somebody 
who's been helped. 











The United Way is reaching out. It goes into 
every neighborhood. 'l'o every age group. Across 
every income level. 


To help. In a thousand ways. Thanks to you . 
A neighbor. A relative. Maybe someone down the it works Y Z 


street who’s out of work. Or sick. Or in trouble. % 
Chances are the United Way helps someone you know. 
Maybe someday it’ll be helping you FOR ALL OF US 

United Way 


A Public Service of This Magazine & The Advertising Council PAYO 
8 United Way tos eI 
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We now have everything we need to save 
We want to cure cancer in your lifetime. 


about half the people who get cancer. 
Please don’t quit on us now. 


in from research laboratories all over the world. 
We're halfway there. 


American Cancer Soc 


39 


combine the “eyes” of X-ray machines with the 
“brains” of computers. And successful new 
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Thanks to your help, the tide is beginning 
And there are promising reports coming 


to turn. The past few years have brought new 


discoveries in chemotherapy. 
And new diagnostic techniques that 


programs of combination therapies. 
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Lithobid ! 
Slow-Release Lithium Carbonate 300 mg. 


Before prescribing, see complete a information in Rowell literature. The 


following is a brief summary. 





WARNING 

Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 


Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. If persistent, discontinue dosage. 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels, 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. ' 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System— blackout spells, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular — cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal — anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ta and T4. 1131 uptake may be elevated; 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice per week until serum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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Doflithíu n 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Lithobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 





The Joint Information Service of the American Psychiatric Association 


| Focus on the 
Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel "Neighborhood Family” providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of "respite hospitalization," which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a "Lucy Booth," patterned after the Peanuts comic strip, which provides easy 
access to many kinds of services 

e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world's most experienced 
practitioners of "the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief . . . the 
guidelines for action are right here." 

190 pages. Casebound. Price $8.50. 





Elderly 


Raymond Glasscote 
Jon E. Gudeman 
Donald Miles 


PREFACE BY JACK WEINBERG 


JOINT INFORMATION SERVICE 








OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 
well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

The teams were surpised to learn that care and quality of life in many of the nursing 
and board-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


AT HOMES 


a field study of nursing 
& board-and-care homes 


' Raymond Glasscote 
and 
Allan Beigel Lee Gurel 
Alex Butterfield, Jr. Ruth Lewis 


Eleanor Ciark Donald Miles 
Bonnie Cox James Raybin 
Richard Elpers Clifford Reifler 
don E. Gudeman Edward Vito 


Denmen e | 
THE JOINT INFORMATION SERVICE 





Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send: 





copies of Old Folks at Homes @ $6.50 per copy 








over the regular combined price of $15.00) 
ENCLOSED IS TOTAL PAYMENT OF $ 


copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 


sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regard- 


less of dollar amount, must be accompanied by payment.) 
Name 

Address 
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The Prolixin(Fuphenazine) l 
system of schizophrenia 
management— : 


spanning virtually _ 
every clinical situation 


There is scarcely a patient-type presenting with schizophrenia 
that cannot be successfully managed with one of the numerous 
forms of Prolixin (Fluphenazine). 

For the newly admitted, agitated patient, a first choice 
would be short-acting Prolixin Injection (Fluphenazine 
Hydrochloride Injection USP). 

For long-term management of more “dependable” 
patients, you have the titration flexibility of four potencies of 
Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP). 

For patients who “cheek” or otherwise resist tablet 
medication, you can utilize pleasant tasting, orange-flavored 
Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP). 

For long-term maintenance of less compliant patients, 
you can employ unique, long-acting Prolixin Decanoate 
(Fluphenazine Decanoate Injection) and achieve effective 
neuroleptization for up to four weeks and longer with a single 
injection. 


Prolixin Decanoate“ 
Fluphenazine 
Decanoate Injection 
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Unimatic * Single Dose Syringe 
25 mg in 1 ml 


5 ml 
Prolixin® Injection multiple dose vial 


Fluphenazine 25 mg per ml Prolixin^ Elixir 
Hydrochloride Ne Fluphenazine 
Injection USP Hydrochloride 


10 ml multiple dose vial Elixir USP 
2.5 mg per ml 


Prolixin" Tablets 
Fluphenazine 
Hydrochloride 
Tablets USP 
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0.5 mg per ml 


See next page for brief summaries. 





PROLIXIN* (Fluphenazine Hydrochloride) 

TABLETS/ELIXIR/INJECTION 

Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5, or 10 mg fluphen- 
azine hydrochloride per tablet. Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP) provides 
0.5 mg fluphenazine hydrochloride per ml (2.5 mg per 5 ml teaspoonful) with 1496 alcohol by 
volume. Prolixin Injection (Fluphenazine Hydrochloride Injection USP) provides 2.5 mg flu- 
phenazine hydrochloride per ml; it contains 0.1% methylparaben and 0.01% propyl- 
paraben as preservatives. 

CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver Gamage, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 
WARNINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. Safety 
and efficacy in children have not been established because of inadequate experience in use in 
children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choles- 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insecticides; 
in patients with a history of convulsive disorders since grand mal convulsions have occurred; and 
in patients with special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy there is the 
possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present, no adequate 
epidemiological studies, the relevance to human mammary cancer risk from prolonged exposure 
to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
flupnenazine. “Silent pneumonias” are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. How- 

ever, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported following 
abrupt cessation of high dose therapy; reports suggest that these symptoms can be reduced if 
concomitant antiparkinsonian agents are continued for several weeks after the phenothiazine is 
withdrawn. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity but dosage level anc patient age are also determinants. As these reactions 
may be alarming, the patient should be forewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Fersistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by 
antiparkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early sign of the syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve iciency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur; Levartereno! Bitartrate Injection is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its action. 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control these 
effects. Blurred vision, glaucoma, bladcer paralysis, fecal impaction, paralytic ileus, tachycardia, 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men and 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions —ltching. erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory 'eukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic —Liver damage manifested by cholestatic jaundice, particularly during the first 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation in- 
crease, sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly befcre death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings nave usually revealed acute fulminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as Opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have occurred 
with phenothiazines. 

For full prescribing informatior, consult package inserts. 

HOW SUPPLIED: Tab/ets —1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® Vra doe cartons of 100; 10 mg in bottles of 50 and 500. Elixir —in bottles 
of 473 ml (1 pint) and ih 60 ml dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 ml (0.5 mg), 1.5 ml (0.75 mg), and 2 ml (1 mg). /njection—in multiple-dose vials of 10 ml. 
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PROLIXIN DECANOATE* 

Fluphenazine Decanoate Injection 

Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg fluphenazine decanoate 
per ml in a sesame oil vehicle with 1.2% (w/v) benzyl alcohol as a preservative. 
CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. Ir 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses o 
hypnotics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. i 
WARNINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Physicians should be alert to the possibility tha! 
severe adverse reactions may occur which require immediate medical attention. Potentiation o! 
effects of alcohol may occur. Safety and efficacy in children have not been established because 
of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigt 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choles: 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergc 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate Cautiously in patients exposed to extreme heat or phosphoru: 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions have 
occurred; and in patients with special medical disorders such as mitral insufficiency or othe 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therap' 
there is the possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physician experi 
enced in the clinical use of psychotropic drugs. Periodic checking of hepatic and renal function: 
and blood picture should be done. Renal function of patients on long-term therapy should bt 
monitored; if BUN becomes abnormal, treatment should be discontinued. "Silent pneumonias 
are possible. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy 

chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasm: 
in rodents under the appropriate conditions. There are recognized differences in the physiolog 
ical role of prolactin between rodents and humans. Since there are, at present, no adequati 
epidemiological studies, the relevance to human mammary cancer risk from prolonged exposurt 
to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symptoms are most fre 
quently reported Most often these symptoms are reversible, but they may be persistent. The 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reporte 
following use of fluphenazine decanoate. One can expect a higher incidence cf such reaction. 
with fluphenazine decanoate than with less potent piperazine derivatives or straight-chaii 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, bu 
dosage level and patient age are also determinants. As these reactions may be alarming, thi 
patient should be forewarned and reassured. These reactions can usually be controlled b' 
administration of an antiparkinsonian drug such as benztropine mesylate anc by subsequen 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometime: 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occu 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, or 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewinc 
movements) and may be accompanied by involuntary movements of extremities. There is nc 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated b 
antiparkinsonism agents. If the symptoms appear, discontinuation of all antipsychotic agents i: 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongut 
may be an early sign of the syndrome which may not develop if medication is stopped at that time 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsines: 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recom 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have beel 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebre 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficienc' 
appear to be particularly prone to this reaction and should be observed carefully Supportiv 
measures including intravenous vasopressor drugs should be instituted immediately shouk 
severe hypotension occur; Levarterenol Bitartrate Injection is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its actior 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control thes: 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, tachycardia 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine—Weight change, peripheral edema, abnormal lactation 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men ant 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions —lItching, erythema, urticaria, seborrhea, photosensitivity, eczema an 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoit 
reactions should be borne in mind. 

Hernatologic —Blood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic o 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed witl 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiraton 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy shoult 
be discontinued and other appropriate measures instituted immediately. 

Hepatic—Liver damage manifested by cholestatic jaundice, particularly during the firs 
months of therapy, may occur; treatment should be discontinued. A cephalin flocculation in 
crease, sometimes accompanied by alterations in other liver function tests, has been reported it 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines 
Previous brain damage or seizures may be predisposing factors. High doses should be avoidec 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia o 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a genera 
feature of fluphenazine, potentiation of central nervous system depressants such as Opiates 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fata 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, alterec 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have occurrec 
with phenothiazines. Local tissue reactions occur only rarely with injections of fluphenazint 
decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic* single-dose preassembled syringes anc cartridge-needk 
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a valuable link : 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 











FACILITY 








ADDRESS 





CILY STATE ZIP CODE 


MAIL TO: E 
ospilal & e 
Communit y 
hiat ry 
m AMERICAN PSYCHIATRIC ASSOCIATION 
rvice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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p osupure to express the painful 


. depression he once experienced. 


He remembers it as 


“a lowering of the flame of life. 
My energies ebbed, 

my will to live decreased, 
and | found myself retreating 
from the activities of life to a 
more introverted existence.” 





WHEN - -— 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQUAN 


(DOXEPIN HCI) 


ANTIDEPRESSANT 
EFFECTIVENESS 


with convenient 
once-a-day 
hs dosage 


15O-MG 
CAPSULE 


Also available in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg copsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 











See Brief Summary on next page for information on. * 
contraindications, warnings, precautions and adverse 
reactions. . 


ANTIDEPRESSANT 
EFFECTIVENESS 


SINEQUAN 


(DOXEPIN HCI) 
150-mg 
CAPSULE 





CONVENIENT ONCE-A-DAY A. s. DOSAGE 


which may improve patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob 
served side effect. Dry mouth, blurred vision. consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 


for flexibility in individualizing therapy. 





BRir.F SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the drug, 
andin patients with glaucoma or a tendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
current illness or patients taking other medications should be carefully adjusted. This is 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition. 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks prior to the cautious initiation oftherapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use alcohol excessively. 

Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that their response to alcohol may be potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy. Prescriptions should be written for the smallest feasible amount 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 

necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dty mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe. it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness. paresthesias, ataxia, and extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascu ar effects including hypotension and tachycardia have been 
reported occasionally 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactgrrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adverse effects 
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Dosage and Administration. For most patients with illness of mild to mocerate severity, 
Starting daily dose of 75 mg is recommended. Dosage may subsequently be increased ¢ 
decreased at appropriate intervals and according to individual response. Thea usual optimur 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients higher doses may be required with subsequent gradual increaset 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding 
dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accompanying organi 
disease, lower doses may suffice. Some of these patients have been controlled on doses as lo 
as 25-50 mg/day 

The total daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or once-a-da 
dosage schedule. If the once-a-day schedule is employed the maximum recommended dose i 
150 mg/day. This dose may be given at bedtime. The 150 mg capsule strength is intended fc 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect Optimal antidepressant effec 
may not be evident for two to three weeks 
Overdosage. 

A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2. Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias an: 
tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressivi 

supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions ti 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbec 
The use of activated charcoal has been recommended, as has been continuous gastric lavag: 
with saline for 24 hours or more. An adequate airway should be established in comatose patient; 
and assisted ventilation used if necessary EKG monitoring may be required for several days 
since relapse after apparent recovery has been reported. Arrhythmias should Ee treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond tc 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 
Supply. SINEQUAN is available as capsules containing doxepin HCl equivalent to: 10 mg, 75 mg 
and 100 mg doxepin: bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). 25 mganc 
50 mg doxepin: bottles of 100, 1000, 5000, and unit-dose packages of 100 (70 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 10's). SINEQUAN Oral 
Concentrate (10 mg/ml) is available in 120 ml bottles with an accompanying cropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with a number of 
carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadone sy'up can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang", or water; but not with 
grape juice. Preparation and storage of bulk dilutions is not recommended. 


More detailed professional information available on request. 
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“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. T bey are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 
review committees of district branches....It should help them to move ahead in the development of a peer review for American 
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Robert W. Gibson, M.D. 
President 
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ibliography. 
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He has 
five years 
to fight for 

your life 









He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these ciseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
for your life. 


Please give generously to the 
Ameyican Heart Association $) 


WE'RE FIGHTING FOR YOUR LIFE 





Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e.. more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for thé individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawa! symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg kg day No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/ day) Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G I. disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule. nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients. most frequent adverse reaction is sedation (15.996), followed by dizziness (6 996), 
weakness (4 2%) and unsteadiness (3.4%). Less frequent are disorientation. depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: In management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined 


Ativan:: 
For,(orazepam) 


ety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 





Wyeth Laboratories 


| i EU 


Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 
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Hep for T 
wittidrawn 
geriatric 
For the aged person suffering 
from withdrawn or apathetic senile 
behavior, Ritalin can often help 
relieve bothersome symptoms. In 
one double-blind study! of with- 
drawn, apathetic geriatric patients, 
Ritalin elicited notable improve- 
ment in competence, interest and 
retardation. While no side effects 
were reported in this study, blood 
pressure and pulse variations were 
noted in both groups but were not 


considered of exceptional magnitude. 













Help 


for narcoleptic 
patients 


The narcoleptic patient can 
fall asleep anytime...anyplace... 
and the consequences can be 

rave, or at the least, embarrass- 
ing. Although there is no 
known cure for narcolepsy, 
Ritalin acts promptly to coun- 
teract sleepiness and is the 
medication most frequently used 
by cited investigators.*»? Occa- 
sional problems of tolerance may 
be managed by complete with- 
drawal of Ritalin during vacation 
or holidays, then reinstating the 
drug at lower dosage.? 


* Ritalin has been evaluated as possibly effec- 
tive in these indications. 


JF RITALIN € 


|. (methylpheni 


Help for. 
patients with 
depression’ 


As Ritalin acts promptly to 
relieve symptoms of mild de- 
pression, mood and outlook 


usually improve, and the patient j 


can cope again. Generally, one 

rescription is sufficient. Ritalin 
1s contraindicated in severe de- 
pression. 
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Help for the 
MBD child 


For the child with Minimal Brain 
Dysfunction (MBD), adjunctive 
Ritalin is often highly effective when 
medication is needed to help reduce 
symptoms such as distractibility,^ dis- 
organized behavior,* and hyperactivity.^ 
MBD children responding to Ritalin 
usually exhibit better classroom perfor- 
mance and improved interpersonal 
relationships. Mdibovet. as MBD 
zi toms are curbed, the affected 
child often responds more positively 
to nonpharmacologic modalities.5 
Ritalin should be periodically discon- 
tinued to assess the child's condition. 
Improvement may be sustained when 
the drug is temporarily or permanently 
discontinued. 


Please turn page for prescribing information. 
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RITALIN’ ] 


enidate) 





SO MUCH HELP FOR SO MANY PATIENTS 


Ritalin® hydrochloride Œ 
(methylphenidate hydrochloride USP) 


TABLETS 


INDICATIONS 

Based on a review of this drug by the National 
Academy of Sciences-Nationa!l Research 
Council and/or other information, FDA has 
classified the indications as follows 

Effective: Minimal Brain Dysfunction in 
Children—as adjunctive therapy to other re- 
medial measures (psycho ogical, educational, 
social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single 
diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psy- 
chological, educational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, distract- 
ibility, emotional lability, impulsivity, and mod- 
erate to severe hyperactivity; minor neurologi- 
cal signs and abnormal EEG. Learning may or 
may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these char- 
acteristics. 

Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary 
to environmental factors and/or primary psy- 
chiatric disorders, including psychosis. 
Appropriate educational placement is essen- 
tial and psychosocial intervention is generally 
necessary. When remedial measures alone are 
insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's 
assessment of the chron city and severity of 
the child's symptoms. 

Effective: Narcolepsy 

"Possibly" effective: Mild Depression; 
Apathetic or Withdrawn Senile Behavior 
Final classification of the less-than-effective 
indications requires further investigation. 





CONTRAINDICATIONS 

Marked anxiety, tension, and agitation are contrain- 
dications to Ritalin, since the drug may aggravate 
these symptoms. Ritalin is contraindicated also in 
patients known to be hypersensitive to the drug and 
in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
nave not been established 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dysfunc- 
tion are not yet available. Although a causal relation- 
ship has not been established, suppression of 
growth (ie, weight gain, and/or height) has been re- 
ported with the long-term use of stimulants in chil- 
dren. Therefore, patients requiring long-term therapy 
should be carefully monitored. 

Ritalin should not be used for severe depression of 
either exogenous or endogenous origin. 

Ritalin should not be used for the prevention or 
treatment of normal fatigue states. 
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There is some clinical evidence that Ritalin may 
lower the convulsive threshold in patients with prior 
history of seizures, with prior EEG abnormalities in 
absence of seizures, and, very rarely, in absence of 
history of seizures and no prior EEG evidence of 
seizures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. In the pres- 
ence of seizures, the drug should be discontinued. 
Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension. 

Symptoms of visual disturbances have been 
encountered in rare cases. Difficulties with accom- 
modation and blurring of vision have been reported. 
Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors 

Human pharmacologic studies have shown that 
Ritalin may inhibit the metabolism of coumarin anti- 
coagulants, anticonvulsants (phenobarbital, 
diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desip- 
ramine). Downward dosage adjustments of these 
drugs may be required when given concomitantly 
with Ritalin 


Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of 
the physician, the potential benefits outweigh the 
possible risks 


Drug Dependence 

Ritalin should be given cautiously to emotion- 
ally unstable patients, such as those with a 
history of drug dependence or alcoholism, be- 
Cause such patients may increase dosage on 
their own initiative. 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with vary- 
ing degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially with 
parenteral abuse. Careful supervision is re- 
quired during drug withdrawal, since severe 
depression as well as the effects of chronic 
overactivity can be unmasked. Long-term 
follow-up may be required because of the 
patient's basic personality disturbances 


PRECAUTIONS 

Patients with an element of agitation may react 
adversely; discontinue therapy if necessary 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include hypersen- 
Sitivity (including skin rash, urticaria, fever, arthral- 
gia, exfoliative dermatitis, erythema multiforme with 
histopathological findings of necrotizing vasculitis, 
and thrombocytopenic purpura); anorexia; nausea; 
dizziness; palpitations; headache; dyskinesia: 
drowsiness; blood pressure and pulse changes, 
both up and down; tachycardia; angina: cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 





longed therapy. Toxic psychosis has been reported. 
Although a definite causal relationship has not been 
established, the following have been reported in pa- 
tients taking this drug: leukopenia and/or anemia; a 
few instances of scalp hair loss 

In children, loss of appetite. abdominal pain, weight 
loss during prolonged therapy. insomnia, and 
tachycarcia may occur more frequently; however, 
any of the other adverse reactions listed above may 
also occur 

DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times daily, 
preferably 30 to 45 minutes before meals. Dosage 
will depend upon indication and individual re- 
sponse 

Average dosage is 20 to 30 mg daily. Some patients 
may require 40 to 60 mg daily. In others, 10 to 15 mg 
daily will be adequate. Patients who are unable to 
sleep if medication is taken late in the day should 
take the last dose before 6 p.m 

Children with Minimal Brain Dysfunction 

(6 years and over) 

Start with small doses (eg. 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after 
appropriate dosage adjustment over a one-month 
period, the drug should be discontinued 

If paradoxical aggravation of symptoms or other ad- 
verse effects occur, reduce dosage. cr, if necessary, 
discontinue the drug 

Ritalin should be periodically discontinued to assess 
the child's condition. Improvement may be sus- 
tained when the drug is either temporarily or perma- 
nently discontinued 

Drug treatment should not and need not be indefinite 
and usually may be discontinued after puberty 
HOW SUPPLIED 

aes 20 mg (peach, scored); bottles of 100 and 

1 

Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak* blister units of 100. 
SM 9 mg (pale yellow): bottles of 100. 500 and 
1000 


665381 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit. New Jersey 07901 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education óf Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P. A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 
ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign 
orders, regardless of dollar amount, must be accompanied by payment.) 


Name: 
Address 
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In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There ere now five tablet strengths of TRIAVIL for ease of dosage adjustment. For many 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to cverdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 





For marked 
agitation with depression 


Triavil 


containing perphenazine and amitriptyline HCI € 
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Copyright © 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 
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More dosage strengths ze 
than any other formulation containing 
a tranquilizer and an antidepressant 


Triavil 


containing perphenazine and amitriptyline HCI 





Available: 

TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines); evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its action is 

blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: In manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and gareful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 
gic-type drugs. 
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Caution is advised if patients receive large doses of ethchlorvynol concurrently. 
Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should be 
limited to patients for whom it is essential. Discontinue severaPdays before elective 
surgery if possible. Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and/or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue, face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. 'f treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia); 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy: incoordination; ataxia; tremors; sei- 
zures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling: black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness; alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged administration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 


mE | MSD 

For more detailed information. consult your MSD Representative MERCK 

or see full Prescribing Information. Merck Sharp & Dohme, Division SHARES 
M 


of Merck & Co., INC., West Point, Pa. 19486. 


Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me . . copy(ies) of The Rape Victim, order #243, @ $5.00 ea. (Paper- 
back). 
(Please Print) LJBill Me OCheck Enclosed 


Name 
Address 
Lia cuc oe ee es is MD 











Zip 
Send Coupon to: American Psychiatric Association 
Publication Sales 


1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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IMPRISONED BY 
DISTURBING 
THOUGHTS 





PS. Sa 
HELPS LEAD 
THE WAY OUT norena 


in a private world of hallucinations, delusions and anxiety. For such patients, Stelozine 
provides effective control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
‘Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


After 19 years of extensive clinical and laboratory research and clinical experience, NO 
other antipsychotic agent has demonstrated significantly greater overall effectiveness 
and significantly fewer adverse effects than ‘Stelazine’. These facts make 'Stelazine' a first 


choice for therapy. 


Before prescribing, see complete 
prescribing information in SKGF 
literature or PDR. The following is a 
brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
Notional Research Council and/or 
other information. FDA has classified 
the indications as follows 


Effective: For the management of the 
manifestations of psychotic disorders 


Poss bly effective: To control excessive 


anxiety. tension anc agitation as seen 
in neuroses or associated with somatic 
CONCINONS 


Srelozine has not been shown effec- 
tive in the management of behavioral 
complications in patients with mental 
retardation 

Final classification of the less-than- 


effective indications requires further 
Investigation 





Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants 
b'ood Cyscrasias: bone marrow depres 
sion: liver damage 


Warnings: Generally avoid using in 
patients hypersensitive (e.g.. blood 
dyscras. cs jaundice) to any phenothiazine 
Caution patients about activities requiring 
alertness (e.g. operating vehicles or 
machinery). especially during the first few 
days therapy 


Use in pregnancy only when necessary for 
parient s welfare 


Precautions: Use cautiously in angina 
Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Anriemeric effect may mask 
sians of foxic drug overdosage or physical 
disorders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 


administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur. discontinue drug. Agranulocyrosis 
thrombocytopenia. pancytopenia 
anemia, cholestatic jaundice liver 
damage have been reported 


Patients on long-term therapy especially 
high doses. should be evaluated periodi 
cally for possible adjustment or discon- 
tinuance of drug rnerapy 


Adverse Reactions: Drowsiness. dizziness 
skin reactions, rash. dry mouth. insomnia 
amenorrhea, fatigue. muscular weakness 
anorexia. lactation. blurred vision. Neuro- 
muscular (extrapyramidal) reactions 
motor restlessness dystonias. pseudo- 
parkinsonism. persistent tardive dyskinesia 


Other adverse reactions reported with 
Stelozine (trifluoperazine HCI, SAGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g. mitral insufficiency 
or pheochromocytoma) 


Grand mol convulsions: altered cerebro 
spinal fluid proteins: cerebral edema 
prolongation and intensification of the 
action of C.N.S. depressarts, atropine. heat 
and organophosphorus insecticides: nasal 
congestion. headache. nausea. constipo- 
tion. obstipation odynamuc ileus. inhibition 
of ejaculation: reactivation of psychotic 
processes, cararonic-like states: hyporen 
sion (sometimes faral): cardiac arrest 
leukopenia, eosinophilia. pancytopenia 
agranulocytosis. thrombocytopenic 


STELAZINE 


brand of 


purpura: jaundice biliary stasis: menstrual 
irregularities. galactorrhea. gynecomastia 
false positive pregnancy tests: photo- 
sensitivity itching, erythema. urticaria 
eczema up to exfoliative dermatitis: 
asthma. laryngeal edema. angioneurotic 
edema, anaphylactoid reactions: periph- 
eral edema: reversed epinephrine 

effect: hyperpyrexia: a systemic lupus 
erythemafosus-like syndrome: pigmentary 
retinopathy: with prolonged administra- 
nion of substantial doses. skin pigmentation 
epithelial keratopathy. and lenticular and 
corneal deposits. EKG changes have been 
reported. but relationship to myocardial 
damage is not confirmed, Discontinue 
long-term, high-dose therapy gradually 
NOTE: Sudden death in patients taking 
phenothiazines (apparently due to cardiac 
arrest or asphyxia due to failure of cough 
reflex) has been reported. but no causal 
relationship has been established 
Supplied: loblers. | mg.. 2 mg.. 5 mg. and 
10 mg.. in bottles of 100: in Single Unit 
Packages of 100 (intended for institutional 
use only): Injection. 2 mg./ml.: and Concen- 
trate (intended for institutional use only) 
10 mg./ml 


SIXGF CO. 


a SmithKline company 


Manufactured and distributed by 
SKGF Co.. Carolina P.R. 00630 
Stelazine * trademark licensed from 
SmithKline Corporation 


TABLETS: 
5 and 10 mg. 


TNFLUOPCRAZINC HCI 
A First Choice for Therapy 
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AMRIA OFTEN DOES NC 
BUT IT ALMOST ALWAYS STANE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology' 


Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 
remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 
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WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANE«c 
tlurazepam HC! /Roche 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 


Please see next page for a summary of product information. 





DALMANE« : 
flurazepam HCI / Roche 


One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychological 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 


sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ousoccupationsrequiring complete mental 
alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 
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congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/ Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein persons under 
15 years of age. Though physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 
stimulation and hyperactivity, and elevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/derly or debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 


California's 
METROPOLITAN 
HOSPITAL 


provides wide-range 
psychiatric services for 
Los Angeles area. 


A Climate of Professional Growth... 


e CONTINUING MEDICAL EDUCATION 
* POTENTIAL FOR UNIV. APPOINTMENTS 


PSYCHIATRISTS 


* NEW HIGHER SALARIES 
* MALPRACTICE COVERAGE 
* APPROXIMATELY $10,000 IN BENEFITS 


STAN NIELSEN, Recruitment Manager 
744 P Street 
Sacramento, CA 95814 
(916) 322-1221 Collect 


BRENTWOOD-A UCLA PSYCHIATRIC 
TEACHING HOSPITAL — is seeking psychia- 
trists for clinical and administrative positions. 
Ward Chief: 20-bed active teaching program pro- 
viding acute inpatient care and community follow- 
up services through multidisciplinary staff. Out- 
patient Team Leader: Highly active Mental 
Hygiene Clinic offers a wide range of outpatient 
services. Chief, Day Hospital: Established pro- 
gram provides intensive care as an alternative to 
hospitalization. Assistant Chief, Psychiatry Ser- 
vice: Assist in the management of 420 inpatient 
beds, large outpatient, drug and alcohol, crisis, and 
community programs. All applicants must qualify 
for UCLA faculty appointment; involvement in 
teaching and research encouraged; salary to 
$53,000 depending upon qualifications, plus gen- 
erous U.S. Government fringe benefits; licensure in 
any state acceptable; and opportunity for profes- 
sional growth and personal enrichment in a fine 
seaside community with clean air and unexcelled 
academic, cultural and recreational resources. 
Write Fredrick C. Redlich, M.D., Chief of Staff 
(530/11), V.A. Medical Center, Brentwood, Wil- 
shire & Sawtelle Blvds., Los Angeles, CA. 90073. 
Phone (213) 824-3276. Brentwood is an affirm- 
ative action employer; women & minority group 
members are encouraged to apply. 





Psychiatric 
Associatéships at 
National Institute of 
Mental Health 








The National Institute of Mental Health Associate 
Program at the National Institutes of Health is offering 
two or three year Associateships for intensive training in 
virtually all areas of clinical and basic psychobiological 
research in adult and child psychiatry. The program is 
currently approved for the fourth post-graduate year 
(PGY-4) of residency training. Applicants should be in 
their last year of training or should have completed 
training by the start of the appointment and should be 
U.S. citizens or eligible for naturalization within four years 
of the expected appointment date. Applications are due 
by January 15, 1980 for appointments which begin July 
1981. 


Excellent facilities are available at The Clinical Center on 
the 306-acre NIH campus in Bethesda, Maryland, and at 
nearby St. Elizabeths Hospital in Washington, D.C. 
Clinical Associates are assigned clinical responsibility in 
caring for adults and children who are admitted for both 
therapeutic and research purposes. Research Associates 
engage in laboratory research under the preceptorship of 
one of the senior staff. All associates may participate in 
tutorial seminars and other teaching programs. 


A competitive salary is available for candidates qualifying 
for appointment in the Commissioned Corps, United States 
Public Health Service.A portion of the salary is tax 
exempt. Moving and travel expenses are paid and health 
care is free. Appointment as a Staff Fellow is also 
available. 


For a detailed catalog about the program, write or call 
collect: 


Associate Program 

The Clinical Center 

Bldg. 31, Room 4B04 
National Institutes of Health 
Public Health Service 
Bethesda, Maryland 20205 


Phone: (301) 496-2427 


An NIH Associate Training Program 
An Equal Opportunity Employer . 
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Marshfield Clinic, a multispecialty 
group practice of 470 physicians, 
is seeking a board certified or 
board eligible psychiatrist. The 
position involves general out-pa- 
tient psychiatric consultation and 
treatment at Marshfield Clinic. The 
position also includes practice at 
St. Joseph's Hospital, a new 500- 
bed facility, with in-patient adult 
practice, a child and adolescent 
unit, and consultation and liaison 
services. All inquiries treated con- 
fidentially. Call or write Warren 
Garitano, M.D., Chairman, Depart- 
ment of Psychiatry, Marshfield 
Clinic, Marshfield, Wisconsin 
54449. 





COMMUNITY PSYCHIATRISTS 


Attractive opportunities exist for specialist psychiatrists in a 
system of community mental health clinics in the province of 
New Brunswick. Available openings provide options to 
practice in either one or both of the official languages. 


Applications are invited from specialists with a certificate in 
psychiatry of the Royal College of Physicians and Surgeons 
of Canada or the College of Physicians and Surgeons of the 
Province of Quebec (or equivalent), or eligibility to be ex- 
amined for certification. 


The salary scales (currently under review) are: 


Clinical 4 — eligibility for certification 

exams $35,200-$46,000 
Clinical 5 — certified specialists 44,000- 50,000 
Clinical 6 — clinical director 47,000- 53,000 


Limited supplementary fee-for-service, private office and 
hospital practice is permitted in certain cases. 


Generous fringe benefits and resettlement allowances are 
available. 


Interested candidates should send a curriculum vitae or re- 
quests for additional information to: 

Executive Director, 

Mental Health Services 

Department of Health 

P. O. Box 6000 

Fredericton, NB 

E3B 5HI 


Telephone: (506) 453-2235 





Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg/ day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg/day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have hac 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressan! 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged ir 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship tc 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there wa: 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lowe! 
doses. Clinical significance of these findings is not known. However, increased risk of congeni 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam anc 
meprobamate) during first trimester of pregnancy has been suggested in several studies 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this perioc 
should almost always be avoided. Possibility that a woman of child-bearing potential may bt 
pregnant at institution of therapy should be considered. Advise patients if they become preg 
nant to communicate with their physician about desirability of discontinuing the drug 

In humans. blood levels from umbilical cord blood indicate placental transfer of lorazepan 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like othe 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug sinct 
many drugs are excreted in milk. 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generall 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxiou: 
patients, most frequent adverse reaction is sedation (15.996), followed by dizziness (6.996) 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eyt 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressur! 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: |n management of overdosage with any drug, bear in mind that multiple agent 
may have been taken. Manifestations of overdosage include somnolence, confusion and come 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlle: 
with Levarterenol Bitartrate Injection U.S.P. Usefulness of dialysis has not been determined. 


Ativa ne 


fo (lorazepam) 





Dosage: Individualize for maximum beneficial effects. Increase dos: 
gradually when needed, giving higher evening dose before increasin 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosag: 
may vary from 1 to 10mg/day in divided doses. For elderly or debili 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa 
tional stress, 2-Amg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| | PA 19101 


TM 


Copynght © 1973, Wyeth Laboratorie 
Div. of AH PC, N.Y., N.Y. All rights reserve 
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the antidepressant 
to turn to... 





When the first tricyclic fails 


“AS amitriptyline and desipramine represent 
the extremes of the differences among the 
tricyclics, many Clinicians start treatment 
with one or the other and then follow with 
the alternative drug if response to the first 
Was unsatisfactory.” 


when side effects are a problem 


Desipramine might be more appropriate for 
patients who are sensitive to anticholinergic 
effects or in whom sedative action is not 
desirable.” ? 


when activity is important 


Desipramine seems ideally suited to use in 
an active ambulatory patient population. ..''? 


References: |. Hollister, L.E.: Treatment of depression with drugs, Ann. Intern. Med. 89:78, 1978. 2 Blackwell, B 
et al.: Anticholinergic activity of two tricyclic antidepressants, Am. J. Psychiatry !35:722, 1978. 3. Barnes, R. J.: 
Clinical depression: Double-blind study of desipramine and amitriptyline in depressive neurosis, Scientific Exhibit, 
Southern Medical Convention, Miami, Fla., Nov. 16-19, 1975 
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hen the first tricyclic fails 


e 

Indication: For relief of mental depression. Contraindications: 

Do not use MAO inhibitors concomitantly or within 2 weeks of the 

use of this*drug. Hyperpyretic crises or severe convulsive seizures 

may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 

(desipramine HCl) in patients receiving an MAO inhibitor, allow 

an interval of at least 14 days. Initial dosage in such patients 

should be low and increases should be gradual and cautiously 

prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 

tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 

atropine-like effects and sympathomimetic potentiation, use only 

with the greatest care in patients with narrow-angle glauconia 

or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 

coronary heart disease with EKG abnormalities, progressive 

heart failure, angina pectoris, paroxysmal tachycardia and 

active seizure disorder (may lower seizure threshold). This drug 

may block the action of the antihypertensive, guanethidine, and 

related adrenergic neuron-blocking agents. Hypertensive 

episodes have been observed during surgery. The concurrent use 

of other central nervous system drugs or alcohol may potentiate 

adverse effects. Since many such drugs may be used during 

Surgery, desipramine should be discontinued prior to elective 

procedures. The potentiation resulting from excessive use of 

alcohol may increase the danger inherent in a suicide attempt or 

overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 

use in women who are or may become pregnant, or in children 

under 12 years of age, unless the clinical situation warrants the 

potential risk. Because of increased sensitivity to the drug, use 

lower than normal dosage in adolescent and geriatric patients. 
Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 

Should be limited to small quantities. Discontinuation of the 

drug may be necessary in the presence of increased agitation 

and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 

Susceptible patients and in those receiving anticholinergic drugs 

(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 

transient cardiac arrhythmias have occurred in rare instances. 
Periodic blood and liver studies should supplement careful 

clinical observations in all patients undergoing extended courses 

of therapy. Adverse Reactions: The following have been reported: 

Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and at 
higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur. 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 

impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 

urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg/day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Geriatric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may not tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 


WUSV USV Laboratories Inc. 


LABORATORIES Manati, P.R. 00701 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 
CITY STATE ZIP 
APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. r 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department | 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 





NDICATIONS — LIDONE (molindone hydro- 
nloride) is indicated in the management of the 
ianifestations of schizophrenia. 


'ONTRAINDICATIONS — LIDONE (molindone 
ydrochloride) is contraindicated in severe 
entral nervous system depression (alcohol, bar- 
iturates, narcotics, etc.) or comatose states, and 
| patients with known hypersensitivity to the 
rug. 


'ARNINGS — Usage in Pregnancy: Studies 
| pregnant patients have not been carried out. 
eproduction studies have been performed in the 
lowing animals: 


regnant Rats Oral Dose — 
) mg/kg/day — 10 days, no adverse effect 
) mg/kg/day — 10 days, no adverse effect 


regnant Mice Oral Dose — 

) mg/kg/day — 10 days, slight increase resorp- 
ons 

) mg/kg/day — 10 days, slight increase resorp- 
ons 


regnant Rabbits Oral Dose — 
mg/kg/day — 12 days, no adverse effect 
) mg/kg/day — 12 days, no adverse effect 
) mg/kg/day — 12 days, no adverse effect 


nimal reproductive studies have not demon- 
rated a teratogenic potential. The anticipated 
nefits must be weighed against the unknown 
sks to the fetus if used in pregnant patients. 


ursing Mothers: Data are not available on 
ie content of LIDONE (molindone hydrochlo- 
de) in the milk cf nursing mothers. 


sage in Children: Use of LIDONE (molindone 
rdrochloride) im children below the age of 
relve years is rot recommended because safe 
id effective conditions for its usage have not 
en established. 

LIDONE has nct been shown effective in the 
anagement of behavioral complications in pa- 
nts with mental retardation. 


RECAUTIONS — Some patients receiving 
DONE (molindone hydrochloride) may note 
owsiness initially and they should be advised 
fainst activities requiring mental alertness un- 
oci response to the drug has been estab- 
ihed. 
Increased activity has been noted in patients 
ceiving LIDONE. Caution should be exercised 
here increased activity may be harmful. 
LIDONE does not lower the seizure threshold in 
perimental animals to the degree noted with 
ore sedating antipsychotic drugs. However, in 
imans, convulsive seizures have been reported 
a few instances. 
LIDONE has an antiemetic effect in animals. A 
nilar effect may occur in humans and may 
scure signs of intestinal obstruction or brain 
mor. 


DVERSE REACTIONS 
NS Effects — The most frequently occurring 
‘ect is initial drowsiness that generally sub- 
les with continued usage of the drug or lower- 
of the dose. 
oted less frequently were depression, hy- 
ractivity and euphoria. 


eurological Extrapyramidal Reactions — Ex- 
apyramidal reactions noted below may occur in 
sceptible individuals and are usually revers- 
with appropriate management. 


cathisia — Motor restlessness may occur early. 


irkinson Syndrome — Akinesia, charac- 
"ized by rigidity, immobility and reduction of 
luntary movements and tremor, have been ob- 
rved. Occurrence is less frequent than 
athisia. 


A Brief Summary of Prescribing Informationefor . 





Effective therapy 


Lidone molindone HCI. 


with less chance of certain troublesome 


antipsychotic side effects 


Dystonic Syndrome — Prolonged abnormal 
contractions of muscle groups occur infre- 
quently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent 
(other than L-dopa), small doses of sedative 
drugs, and/or reduction in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry 
mouth and salivatien have been reported. Uri- 
nary retention and constipation may occur par- 


ticularly if anticholinergic drugs are used to 


treat extrapyramidal symptoms. 


Hematological — There have been rare reports 
of leucopenia and leucocytosis. If such reactions 
occur, treatment with LIDONE may continue if 
clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and 
red blood cells have not been considered 
clinically significant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenor- 
rheic women has been reported. Initially heavy 
menses may occur. Galactorrhea and 
gynecomastia have been reported infrequently. 
Increase in libido has been noted in some pa- 
tients. Impotence has not been reported. 
Although both weight gain and weight loss have 
been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with 
LIDONE. 


Cardiovascular — Rare, transient, non-specific 
T wave changes have been reported on E K G. 
Association with a clinical syndrome has not 
been established. Rarely has significant hypoten- 
sion been reported. 


Ophthalmological — Lens opacities and pig- 
mentary retinopathy have not been reported 
where patients have received LIDONE (molin- 
done hydrochloride). In some patients, 
phenothiazine induced lenticular opacities have 
resolved following discontinuation of the 
phenothiazine while continuing therapy with 
LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with 
LIDONE usage alone. 


LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsy- 
chotic agents. Because adverse reactions are 
often extensions of the pharmacological activity 
of a drug, all of the known pharmacological 
effects associated with other antipsychotic drugs 
should be kept in mind when LIDONE is used. 
Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been 
noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) 
symptoms were reversible upon discontinuation 
of therapy. 

Tardive dyskinesia associated with other 
agents has appeared in some patients on long- 
term therapy and has also appeared after drug 
therapy has been discontinued. The risk appears 
to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are 
persistent and in some patients appear to be ir- 
reversible. The syndrome is characterized by 
rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). There may be involuntary 
movements of extremities. 

There is no known effective treatment of tar- 
dive dyskinesia; amtiparkinsonism agents 


usually do not alleviate the symptoms of this syn- 
drome. It is suggested that all antipsychotic 
agents be discontinued if these symptoms ap- 
pear. Should it be necessary to reinstitute treat- 
ment, or increase the dosage of the agent, or 
switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported 
that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the 
medication is stopped at that time the syndrome 
may not develop. 


DOSAGE AND ADMINISTRATION — Initial 
and maintenance doses of LIDONE (molindone 
hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 

— Increase to 100 mg/day in three or four 
days. 

— Based on severity of symptomatology, 
dosage may be titrated up or down depend- 
ing on individual patient response. 

— An increase to 225 mg/day may be required 
in patients with severe symptomatology. 


Elderly or debilitated patients should be started 
on lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a 
day. 

2. Moderate — 10 mg to 25 mg three or four 
times a day. 

3. Severe — 225 mg/day may be required. 


DRUG INTERACTIONS — Potentiation of 
drugs administered concurrently with LIDONE 
(molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not 
shown increased toxicity when LIDONE is given 
concurrently with representative members of 
three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE — Symp- 
tomatic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindi- 
cated. Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, 
this blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2% of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may 
justify use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the 
use of diphenhydramine and the synthetic anti- 
cholinergic antiparkinson agents. 


HOW SUPPLIED — LIDONE (molindone hydro- 
chloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 


c) ABBOTT LABORATORIES 
North Chicago, IL60064 
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PERSISTENT 

Tardive 

Dyskinesia 

Not reported with Lidone 


molindone HCI 








Even after 13 years of clinical experience, only a 
few late-occurring dyskinesias have been noted. Ang all 
were reversible upon discontinuation of medication. 


Also no reports of lens opacities, pigmentary retinopathy, 
impotence, excessive weight gain. Significant hypotension 
has been rare. Other side effects resemble comparable 
agents, seldom interrupt therapy. 


Offers effective control of schizophrenic symptoms 
such as hallucinations, conceptual disorganization, 
hostility, unusual thought content, emotional withdrawal. 


molindone HCI 


Effective therapy with less chance of 
certain troublesome antipsychotic side effects 


Please see overleaf for Brief Summary 9083320 
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| JKLAZINC ` 
HELPS LEAD 
IDE WA LODIT moeone 


in a private world of hallucinations, delusions and anxiety. For such patients, ‘Stelazine’ 
provides effective control of these and other psychotic symptoms. 


Also important, ‘Stelazine’ can help patients participate in your therapeutic programs. 
Stelazine’ usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


After 19 years of extensive clinical and laboratory research and clinical experience, no 
other antipsychotic agent has demonstrated significantly greater overall effectiveness 


and significantly fewer adverse effects than Stelazine'. These facts make 'Stelazine' a first 


choice for therapy. 


Before prescribing, see complete 
prescribing information in SKGF 
literature or PDR. The following is a 
brief summary. 






Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
Notional Research Council and/or 
other information FDA has classified 
rhe indications as follows 


Effective: For the management of the 
manifestations of psychotic disorders 





Possibly effective: To control excessive 
anxiety tension and agitction as seer 
in neuroses or associated with somatic 
conditions 












Stelazine hos not been shown effec 


tive in the management of behaviora 
complications in patients with menta 





rerardation 









Final classification of rhe less-than 
effective indications requires further 


nvestigatio 





Contraindications: Comatose or greatly 
Jepressed states due ro C.N.S. depressants 


D'OOO Gyscrasias: bone marrow oepres 


sion: liver damage 


Warnings: Generally avoid using in 
patients hypersensitive (e.g. blood 
dyscrasias jaundice) to any phenothiazine 
Caution patients about activities requiring 
Thess eg operating vehicles or 
achinery) especially during rhe first few 


jo yS therapy 


rINess 'e i 


Ole 
Y^. 4% 


Use in pregnancy only when necessary for 
patient s welfare 


Precautions: Use cautiously in angina 
Avoid high doses and parenteral adminis 
trrofion when cardiovascular system is 
mpoired. Anriemeric effect may mask 
signs of roxic drug overdosage or physico 
disorders. Additive effect is possible with 
other C.N S. depressants. Prolonged 















administration of high doses may result in 
cumulative effects with severe C N S or 


vasomotor symptoms. If retinal changes 
occur discontinue drug. Agranulocytosis 
thrombocytopenia pancytopenia 
anemia cholestatic jaundice. liver 


damage have been reported 


Patients on long-term therapy especia ly 
high doses should be evaluated periodi 
cally for possible adjustment or ciscon 


tinuance of drug therapy 


Adverse Reactions: Drowsiness dizziness 
Sin reactions. rash dry mouth insomnia 
amenorrhea fatique musculor weakness 
anorexia. lactation. blurred vision Neuro 
musculor (extrapyramidal) reactions 
motor restlessness. dystonias. pseudo 


parkinsonism persistent tardive dyskinesia 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCl. SKGF) or 
other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g. mitral insufficiency 
or pheochromocytoma 


Grand mal convulsions: altered cerebro 
spinal fluid proteins: cerebral edema 
prolongation and intensification of the 
action of CN S depressants. atropine heat 
and organophosphorus insecticides: nosal 
congestion. headache nausea. constipa- 
tion. obsripanon adynamic ileus. inhibition 
of ejaculation: reactivation of psychotic 
processes. ccroronic-likke states: hypoten 
sion (sometimes fatal) cardiac arrest 
leukopenia eosinophilia. pancytopenia 


agranulocytosis thrombocytopenic 


STELAZINE 


brand of 


purpura: jaundice. biliary stasis: menstrual 
rregulorities. galactorrhea. gynecomastia 
false positive pregnancy tests: photo- 
sensitivity itching. erythema, urticaria 
eczema up to exfoliative dermatitis 
asthma laryngeal edema angioneurotic 
edema anaphylactoid reactions: periph: 
eral edema: reversed epinephrine 

effect: hyperpyrexia: a systemic lupus 
eryrhemoatosus-like syndrome: pigmentary 
rennopathy: with prolonged odministra 
non of substantial doses. skin pigmentation 
epirhelial keratopathy. and lenticular and 
corneal deposits. EKG changes have. been 
reported bur relationship ro myocardial 
damage is not confirmed. Discontinue 
long-term high-dose therapy gradually 
NOTE: Sudden death in patients taking 
phenothiazines (apparently due ro cardiac 
arrest or asphyxia due to failure of cough 
reflex) has been reported. bur no causal 
relationship has been estoblished 
Supplied: Tablets. | mg. 2 mg.. 5 mg. and 
10 mg. in bottles of 100: in Single Unit 
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GENERAL POLICIE 
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publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 


Copyright 
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American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
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In consideration of the American Journal of Psychiatry's tak- 
ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 
Psychiatric Association in the event that such work is pub- 
lished by the American Psychiatric Association. 

Work done as part of an individual's duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

In addition. authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 
500 words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case 
reports and elsewhere. Identifying information such as 
names, initials, hospital numbers, and dates must be avoided. 
In addition, authors should disguise identifying information 
about a patient's characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality. validity, and significance of content and con- 
clusions. Authors will usually be advised within 2-3 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 


SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 
Nemian, M.D., Editor, American Journal of Psychiatry . 1700 
Eighteenth St.. N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 








otherwise specified. Papers that are not accompa nied by the 
appropriate cover letter, including the copyright transfe 
statement. will not be reviewed until such*a statement is re 
ceived, 

Authors will be notified as soon as possible of the recelp! 
of their paper: at this time, the paper will be assigned à num 
ber that must be included in all further correspondence. It i 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 


Annual Meeting Papers 


The Journal has first refusal rights for numbered paper: 
accepted for presentation at the Association’s annual meet 
ings. Authors of annual meeting papers should follow in 
structions they will receive in a letter from the Editor befor: 
the meeting. Annual meeting papers may be submitted fo 
review before the meeting only if they are in final form. i.e. 
are ready for review. Authors must nor submit their paper 
before the meeting if they expect any substantive revision 
due to discussion at the meeting, further research. etc. Thes 
papers are subject to the same peer review criteria as othe 
submissions, and not all papers can be published in the Jour 
nal. Authors who wish to submit their papers elsewhen 
must secure permission from the Editor. The Journal wil 
assign its own number to each paper received for review 
this number must appear in any further communication 
about the paper. The copyright transfer statement describe 
above must accompany annual meeting papers submitted fo 
review. 


Length 


The length of submitted material should not exceed thi 
following specifications unless a special arrangement ha 
been made with the Editor, Regular articles—3.300 words o 
the equivalent, including references, tables, and figure 
(about 15 manuscript pages). Brief Communications—2 S01 
words or equivalent (about 10 manuscript pages}. Clinica 
and Research Reports-—1.000 words, 10 references, | tabl 
(no figures can be used in this section). Letters to the Edi 
tor—500 words, 5 references. The number of words. tables 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele 
vant information on a topic of general interest to psychiatry 
Thev are usually written at the invitation of the Editor; au 
thors who have ideas for overview articles are advised t 
check with the Editor to ensure that a similar work is not i 
preparation. Overviews should not exceed 25 double-space 
pages (about 7,500 words) and should have no more than 10 
references. All overviews, including those written by ir 
vitation, are given the same peer review received by othe 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of paper 
is length. The "brief communication" designation does nc 
imply less sophisticated or complete work: it merely mean 
that the content can be expressed within the upper limit € 
2,500 words. There is no difference in the review procedur 
or scheduling of these articles. Authors who submit unneces 
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; his. section contains very brief articles (maximum of 
1,000 words, 10 references, I table, and no figures) reporting 
new research fincings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones, 3) indicate a new thera- 
peutic procedure of potential value, or 4) describe adverse 
effects or previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 





Prompt Publication Policy 


_ Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wantng rapid review in a cover letter to the 
Editor. It :s important to think carefully about the nature 
of the paper before requesting prompt publication; a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters te the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
lion “for publication” in the upper right corner. Letters criti- 
zal. of an article published in the Journal will automatically 
9€ sent to the authors for reply. The Journal is unable to 
1otify authors of receipt of letters or to return those not pub- 
ished. All letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper: 
‘WO copies are required. Letters that are not typed appropri- 
itely or do not conform to Journal reference style will be 
'eturned to the author for revision. 

Book Reviews. Books for review or listing may be sent di- 
ectly to the Editor, American Journal of Psychiatry, 1700 
Zighteenth St. N.W.. Washington, D.C. 20009. Book re- 
Hews are usually solicited by the editor. Authors interested 
n reviewing a particular book are urged to contact the edito- 
ial office to see if the Editor wishes the book to be reviewed 
ind to ascertain whether it has been previously assigned to 
mother reviewer. Reviews are usually less than 500 words 
ong, seldom contain references, and will be edited. 


[YPING AND ARRANGING THE PAPER 


“All manuscripts must be typed in upper- and lowercase on 
ide omy of 22 x 28 cm (812 x 11 inches) nonerasable 
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Title Page 


Title. The ttle should be informative but as brief as 
possible. Headline style (declarative sentences) should be - 
avoided. Abbreviations and acronyms are rarely used in - 
titles. P 

By-line. Authors named in the by-line should be limited to - 
principal researchers and/or writers: collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or © 
undergraduate degrees) should be included after the authors? 
names. 

Previous presentation. If the paper has been presented 
orally, please give the name of the meeting, the place, and 
inclusive dates, 

Author affiliations. The authors’ position titles and afila- 
tions should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests, 

Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number, Individual acknowledgments should be as brief as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone 
number for the corresponding author in the lower right. 


Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
places a summary. 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or "Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "differences be- 
tween the groups were significant." In cases of lengthy com- 
plicated analyses; the authors may summarize results and 
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indicate that details are available from them on request. 

Abbreviations. All abbrviations (other than those for 
metric units) should be expllüned the first time they are used. 
Idiosyncratic abbreviatiogS should be avoided: overuse of 
abbreviations may hinder,rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 

Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 


References 


References should be restricted to closely pertinent mate- 
rial; a complete review of the literature is rarely desirable. 
Accuracy of citation is the author's responsibility. Refer- 
ences should conform exactly to the original spelling. ac- 
cents, punctuation, etc. Authors should be sure that all refer- 
ences listed have been cited in text; no bibliographies can be 
used. 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘tin press" may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 
authors past the third "et al." Abbreviations of journal 
names should conform to the style used in /ndex Medicus: 
journals not indexed there should not be abbreviated. 
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Tables 


Tables should be self-explanatory and should supplement 
rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
for table style. Please note that no vertical rules or internal 


horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 
Figures 

Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (314 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in thi 
Journal must be secured from the APA Publications Serv 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C 
20009: there is usually a charge for such permission, excep 
in cases of nonprofit use for educational purposes or of at 
author who wishes to reprint his/her own material. Request: 
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mission from the author of the material. 
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prints will be sent to authors prior to publication of their pa 
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ASSACHUSETTS GENERAL HOSPITAL HANDBOOK 
_ OF GENERAL HOSPITAL PSYCHIATRY 
;.. The Psychiatric Service of the Massachusetts General Hospital 





.; announces the publication of a new comprehensive and practical 


< handbook on consultation liaison psychiatry. This useful new book 


VENT. 


.. € designed, edited and written by individuals whose professional 
careers have been devoted to general hospital psychiatry 

(09 itoffers diagnostic clues and strategies of therapy that have been 
- tested over years of experience 

(19 each chapter is practical and offers useful su ggestions for easier 
«recognition cf psychiatric syndromes and plans of action. 

-. Edited by Thomas P. Hackett, M.D. and Ned H. Cassem, M.D.: with 
. 22contributors. November, 1978. 612 pages, 13 illustrations. Price, 


- $16.95. 


_ New 6th Edition. A SYNOPSIS OF CONTEMPORARY 

_ PSYCHIATRY. By George A. Ulett, M.D., Ph.D. and Kathleen 

. Smith, M.D. Use the new edition of this popular synopsis to find a 

. brief outline of any aspect of mental illness. References have been 
updated and integrated with pertinent areas of the text. Highlights 
include a new chapter on sleep disorders ... a new listing from the 

College of Psychiatry with classifications for mental retardation ... 

- and a glossary that features new nomenclature and contemporary 
vocabulary. June. 1979. 448 pp., 10 illus. Price, $16.95. 


ORDER BY PHONE! Dial toll-free (800) 325-4177 ext. 10. In Missouri, 


..A90679. 


IMOSBY 


TIMES MIRROR 


THE C. V. MOSBY COMPANY 
* 1830 WESTLINE INDUSTRIAL DRIVE 
ST. LOUIS, MISSOURI 63141 



















pp., 7 illus. Price, $10.95. 


A New Book. HEADACHE AND HEAD PAIN: Diagnosis and ^ 
Treatment. By Robert E. Ryan,Sr.,M.S. (Otolaryngology), M.D, qu 
F.A.C.S, and Robert E. Ryan, Jr., M.D. How many of your patients — 
describe headache or head pain among their symptoms? This new: 
reference can help you identify the myriad conditions that can 

cause head pain, including cranial neuralgias, psychogenic ee | 
headache, headache of ophthalmic, dental and neurologic origin, — 
and migraine. Each chapter suggests effective methods for. | us 
treatment and management. October, 1978. 444 pp., 30 illus. Price, © ue 
$41.50. vou 


2nd Edition. THE LANGUAGE OF MENTAL HEALTH. By William E. ^ — 
Fann, M.D. and Charles E. Goshen, M.D. Carefully updated, this 

edition presents the most modern terminology of the fivemental — 
health fields: mental disorders; human behavior: treatment: ms 
administration and law; and related sciences. Two appendices. 
encompass: slang, abbreviations, and colloquial English terms; 

and historical biographies — and a valuable index of terms is — 
arranged according to individual chapter subjects. 1977. 175 pp. 

Price, $11.50. 


call collect (314) 872-8370, ext. 10 during regular business hours. 


Yes! | want to inspect an on-approval copy of the book(s) I've 
checked below. 


—— —MASSACHUSETTS GENERAL HOSPITAL HANDBOOK 
(0931-3) $16.95 mte 
A SYNOPSIS OF CONTEMPORARY PSYCHIATRY (5176-X) = ^. 
$16.95 | E 

. THE CHILD AND DEATH (4288-4) $10.95 

HEADACHE AND HEAD PAIN (4242-6) $41.50 

THE LANGUAGE OF MENTAL HEALTH (1548-8) $11.50 

All prices subject to change. 
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VOICES  : 


accusatory, derogatory, 
condemning, commanding. 


Navane (thiothixene) rapidly controls auditory hallucinations as well as 
the agitation and hostility patterns they frequently generate. 











Rapid control of psychotic symptoms on admission 

Navane provides effective, rapid control of the major symptoms of psychosis 
including hallucinations, delusions, agitation, hostility, and thought disorders.” 
Navane promotes rapid progress, usually without the over-sedation or cardio- 
vascular problems that can impede the therapeutic course. 


Continued long-term improvement 

Because Navane provides long-term outpatient control of psychotic symptoms, 
it can enable many patients to function effectively at home and on the job and to 
adjust rapidly to the community.’ 


Effectiveness rarely compromised by adverse reactions 

Navane allows patients to remain alert and active, seldom causing over- 
sedation or drowsiness’ Hypotension and other cardiovascular reactions”** are 
seldom reported and the occurrence of unpleasant anticholinergic side effects such 
as dry mouth or constipation is rare? If extrapyramidal symptoms occur, they are 
usually readily controlled through dosage adjustments or antiparkinson agents. 


Rapid control 
Long-term improvement 


Navane’ 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 


ROeRIG «Z2» 


For prescribing information, including adverse reactions and A division of Pfizer Pharmaceuticals 
contraindicaticns, please see following page of this advertisement. New York New York 10017 
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Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 n. 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml . 


e 
BRIEF SUMMARY OF ( 
PRESCRIBING INFORM ATION 
Navane® (thiothixene) af 


Capsules | mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane is contraindicated in patients with 
circulatory collapse, comatose states, central nervous system 
depression due to any cause, and blood dyscrasias. Navane is 
contraindicated in individuals who have shown hypersensitiv- 
ity to the drug. It is not known whether there is a cross- 
sensitivity between the thioxanthenes and the phenothiazine 
derivatives, but this possibility should be considered. 
Warnings. Usage in Pregnancy—Safe use of Navane during 
pregnancy has not been established. Therefore, this drug 
should be given to pregnant patients only when, in the judg- 
ment of the physician, the expected benefits from the treatment 
exceed the possible risks to mother and fetus. Animal reproduc- 
tion studies and clinical experience to date have not demon- 
strated any teratogenic effects. 

In the animal reproduction studies with Navane, there was 
some decrease in conception rate and litter size, and an increase 
in resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After re- 
peated oral administration to rats (5 to 15 mg/kg/day), rabbits 
(3 to 50 mg/kg/day), and monkeys (1 to 3 mg/kg/day) before 
and during gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in children under 
12 years of age is not recommended because safety 
and efficacy in the pediatric age group have not been 
established. 

As is true with many CNS drugs, Navane may impair the 
mental and/or physical abilities required for the perfor- 
mance of potentially hazardous tasks such as driving a 
car or operating machinery, especially during the first few 
days of therapy. Therefore, the patient should be cautioned 
accordingly. 

As in the case of other CNS-acting drugs, patients receiv- 

ing Navane should be cautioned about the possible additive 
effects (which may include hypotension) with CNS depres- 
sants and with alcohol. 
Precautions. An antiemetic effect was observed in animal 
studies with Navane; since this effect may also occur in man, it 
is possible that Navane may mask signs of overdosage of toxic 
drugs and may obscure conditions such as intestinal obstruc- 
tion and brain tumor. 

In consideration of the known capability of Navane and 
certain other psychotropic drugs to precipitate convulsions, 
extreme caution should be used in patients with a history of 
convulsive disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Although Navane 
potentiates the actions of the barbiturates, the dosage of the 
anticonvulsant therapy should not be reduced when Navane is 
administered concurrently. 

Caution as well as careful adjustment of the dosage is 
indicated when Navane is used in conjunction with other CNS 
depressants other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known 
or suspected to have glaucoma, or who might be exposed to 
extreme heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pig- 
mentation has been noted in a small number of patients treated 
with Navane for prolonged periods). Blood dyscrasias (agranu- 
locytosis, pancytopenia, thrombocytopenic purpura), and liver 
damage (jaundice, biliary stasis) have been reported with 
related drugs. 

Undue exposure to sunlight should be avoided. Photosensi- 
tive reactions have been reported in patients on Navane. 

Intramuscular Administration—As with all intramuscular 
preparations, Navane Intramuscular should be injected well 
within the body of a relatively large muscle. The preferred 
sites are the upper outer quadrant of the buttock (i.e. gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well developed, 

such as in certain adults and older children, and then only 
with caution to avoid radial nerve injury. Intramuscular 
injections should not be made into the lower and mid-thirds 
of the upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent injection 
into a blood vessel. 
Adverse Reactions. Note: Not all of the following adverse 
reactions have been reported with Na vane (thiothixene). How- 
ever, since Navane has certain chemical and pharmacologic 
similarities to the phenothiazines, all of the known side effects 
and toxicity associated with phenothiazine therapy should be 
borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, 
lightheadedness, and syncope. In the event hypotension oc- 
curs, epinephrine should not be used as a pressor agent since a 
paradoxical further lowering of blood pressure may result. 
Nonspecific EKG changes have been observed in some pa- 
tients receiving Navane. These changes are usually reversible 
and frequently disappear on continued Navane therapy. The 
incidence of these changes is lower than that observed with 
some phenothiazines. The clinical significance of these changes 
is not known. 4 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navanetherapy. The inci- 
dence of sedation appears similar to that of the piperazine group 
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of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have 
been noted with Navane (thiothixene). Seizures and paradoxi- 
cal exacerbation of psychotic symptoms have occurred with 
Navaneinfrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 


akathisia, and dystonia have been reported. Management of 


these extrapyramidal symptoms depends upon the type and 


severity. Rapid relief of acute symptoms may require the use of 


an injectable antiparkinson agent. More slowly emerging symp- 
toms may be managed by reducing the dosage of Navane 
and/or administering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic 
agents tardive dyskinesia may appear in some patients on long 
term therapy or may occur after drug therapy has been discon- 
tinued. The risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symptoms are persis- 
tent and in some patients appear to be irreversible. The syn- 
drome is characterized by rhythmical involuntary movements 
of the tongue, face, mouth or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary move- 
ments of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms 
of this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, 
the syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the 
medication is stopped at that time, the syndrome may not 
develop. 

Hepatic effects: Elevations of serum transaminase and 
alkaline phosphatase, usually transient, have been infre- 
quently observed in some patients. No clinically confirmed 
cases of jaundice attributable to Navane have been 
reported. 

Hematologic effects: As is true with certain other psycho- 
tropic drugs, leukopenia and leukocytosis, which are usually 
transient, can occur occasionally with Navane. Other antipsy- 
chotic drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia and pancy- 
topenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with 
certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlarge- 
ment and amenorrhea have occurred in a small percentage of 
females receiving Navane. If persistent, this may necessitate a 
reduction in dosage or the discontinuation of therapy. 
Phenothiazines have been associated with false positive preg- 
nancy tests, gynecomastia, hypoglycemia, hyperglycemia, and 
glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, 
and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates 
there is a relationship between phenothiazine therapy and the 
occurrence of a systemic lupus erythematosus-like 
syndrome. 

NOTE: Sudden deaths have occasionally been reported in 
patients who have received certain phenothiazine derivatives. 
In some cases the cause of death was apparently cardiac arrest 
or asphyxia due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be es- 
tablished that death was due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity 
of the condition. In general, small doses should be used initially 
and gradually increased to the optimal effective level, based on 
patient response. 

Some patients have been successfully maintained on once-a- 
day Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution — For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior 
is desirable, the intramuscular form of Navane may be 
indicated. It is also of benefit where the very nature of the 
patient’s symptomatology, whether acute or chronic, ren- 
ders oral administration impractical or even impossible. 

For treatment of acute symptomatology or in patients 
unable or unwilling to take oral medication, the usual dose is 
4 mg of Navane Intramuscular administered 2 to 4 times 
daily. Dosage may be increased or decreased depending on 
response. Most patients are controlled on a total daily dosage 
of 16 to 20mg. The maximum recommended dosage is 
30 mg/day. An oral form should supplant the injectable form 
as soon as possible. It may be necessary to adjust the dosage 


when changing from the intramuscular to oral dosage forms. 
Dosage recommendations for Navane Capsules and Con- 
centrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate—l1n milder condi- 
tions, an initial dose of 2 mg three times dai y. If indicated, a 
subsequent increase to 15 mg/day total daily dose is often 
effective. 

In more severe conditions, an :nitial dose of 5 mg twice 
daily. 

The usual optimal dose is 20 to 30 mg daily. If indicated, an 

increase to 60 mg/day total daily dose is often effective. 
Exceeding a total daily dose of 60 mg rarely increases the 
beneficial response. 
Overdosage. Manifestations include muscular twitching, 
drowsiness, and dizziness. Symptoms of gross overdosage may 
include CNS depression, rigidity, weakness, torticollis, tremor, 
salivation, dysphagia, hypotension, disturbences of gail, or 
coma. 

Treatment: Essentially symptomatic and supportive. For 
Navane oral, early gastric lavage is helpful. For Navane oral and 
Intramuscular, keep patient under careful observation and 
maintain an open airway, since involvement of the extra- 
pyramidal system may produce dysphagia und respiratory 
difficulty in severe overdosage. If hypotension occurs, the 
standard measures for managing circulatory shock should be 
used (1.V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and phenyl- 
ephrine are the most suitable drugs. Other pressor agents, 
including epinephrine, are not recommended, since 
phenothiazine derivatives may reverse the usual pressor action 
of these agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended stimulants 
include amphetamine, dextroamphetamine, or caffeine and 
sodium benzoate. Picrotoxin or pentylenetetrazol should be 
avoided. Extrapyramidal symptoms may be treated with 
antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, 

but they are known to be of little value in phenothiazine 
intoxication. 
How Supplied. Navane (thiothixene) is available as capsules 
containing | mg, 2 mg. 5 mg, and 10 mg of thiothixene in 
bottles of 100 and 1,000. Navane ts also available as capsules 
containing 20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concentrate is 
available in 120 ml (4 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, 5 mg, 6 mg, 8 mg, and 
10 mg, and in 30 ml (1 oz.) bottles with an accompanying 
dropper calibrated at 2 mg, 4 mg, and 5 mg. Each ml con- 
tains thiothixene hydrochloride equiva ent to 5 mg of 
thiothixene. Contains alcohol, L.S.P. 7.0% v/v (small loss 
unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 
is available in a 2 ml amber glass vial in packages of 10. Each ml 
contains thiothixene hydrochloride equivalent to 2 mg of 
thiothixene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and 
propyl gallate 0.02% w/v. 

References. |. Stotsky BA: Relative efficacy of parenteral 
haloperidol and thiothixene for the emergency treatment of 
acutely excited and agitated patients. Dis Nerv Syst 38:967-973, 
1977. 2. Bressler B, Friedel RO: A comparison between 
chlorpromazine and thiothixene in a Veterans Administration 
hospital population. Psychosomatics 12:275-277,1971.3. Denber 
HCB, Turns D: Double blind comparison of thiothixene and 
trifluoperazine in acute schizophrenia. Psychosomatics 13:100- 
104, 1972. 4. Sterlin C, Ban TA, Lehman HE, Saxena BM: The 
place of thiothixene in the treatment of schizophrenic patients. 
Can Psychiatr Assoc J 15:3-4, 1970. 5. Brauzer B, Goldstein BJ: 

Comparative effects of intramuscular thicthixene and tri- 
fluoperazine in psychotic patients. J Clin Pharmacol 8:400-403, 
1968. 6. Engelhardt DM, Rudorfer L: The chronic schizo- 
phrenic outpatient in an urban community: Social and voca- 
tional adjustment. Presented as a Scientific Exhibit at the 1 30th 
Annual Meeting, American Psychiatric Association, Toronto, 
Canada, May 2-6, 1977. 7.1til TM, Unverdi C, Wohlrabe J, 
Larsen V, Levitt J: Drug therapy of psychosis associated with 
organic brain syndrome, presented as a scientific exhibit at the 
American Public Health Association Centennial, Atlantic City, 
New Jersey, November 12-16, 1972. 8. Dillenkoffer RL, et al: 

Electrocardiographic evaluations of schizophrenic patients. 
Presented asa Scientific Exhibit at the 125th Annual Meeting of 
the American Psychiatric Association, Dallas, Texas, May 1-4, 
1972.9. Goldstein B, Weiner D, Banas F: Clinical evaluation of 
thiothixene in chronic ambulatory schizophrenic patients, in 
Lehmann HE, Ban TA (eds): Modern Problems in Pharmacopsy- 
chiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane, 
please consult your Roerig representative or 
write to: Roerig Medical Department, 235 East 
42nd Street, New York, NY 10017. 


ROeRIG CZ» 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 





THE COLLAMORE PRESS 


: : D. C. Heath and Company has been a leader in professional and educational publishing | 
M | since its beginnings in 1885. One out of three Americans has studied from a Heath book. : 


| | Our offices are in Lexington, Massachusetts, New York, and Toronto. 





; IT HE COLLAMORE PRESS will publish for medical practitioners, researchers, and | M — 
M | students. We will specialize in geriatrics, primary care, psychiatry, and nutrition, but we M — 


| will not limit ourselves to these areas. 


Our book production will use traditional techniques of typesetting, printing, and binding. 1 0 
| Medical research moves quickly, and speed of publication will be important to us. Our | M 


-| principal concern, however, will be to produce accurate and handsome books in a manner 


W | best suited to the market. 


-| Marketing channels for THE COLLAMORE PRESS already exist at Heath, and we shall 


| expand them for this new venture. Our international system of agents, subsidiaries, and 


| booksellers extends to every country, including China. Individual promotion will be | 
.| undertaken for every book, since each has its own combination of markets. 


This is a general description of THE COLLAMORE PRESS. For more information, please 
| | feel free to call or write: 


Sarah Boardman, Editor 
THE COLLAMORE PRESS 
D. C. Heath and Company 
125 Spring Street 


EN Lexington, Massachusetts 02173 m — S — 
- SD 862-6650 (212) 924-6460 i 











Psychopathology 


Its Causes and Symptoms 
Revised Edition 
F. Krdupl Taylor, M.D. 
This classic guide to the symptoms of 
mental disorders, now in a revised and 
updated edition, is an invaluable refer- 
ence work for psychiatrists, physicians, 
and psychiatric social workers. Writing 
with a minimum of technical jargon. 
Dr. Taylor covers perceptive disorders, 
delusions and dementia, manic-depres- 
sive syndromes, neuroses, and psycho- 
pathologies of mobility, memory. and 
consciousness. In addition. he draws 
on genetic. physiological. and patholog- 
ical data to discuss such themes as the 
mind-brain relationship. the nature of 
disease. and the problems of classifi- 
cation. $22.50 


Research in the 
Psychobiology of 


Human Behavior 


edited by Eugene Meyer III 
and Joseph V. Brady 


This review of the current frontiers of 
research in psychiatry and behavioral 
science covers such topics as new hy- 
potheses of psychiatric disorders. genetic 
aspects of schizophrenia (a study of 
biological and adoptive relatives of 
adoptees who became schizophrenic), 
psychosomatic effects of learning. soma- 
topsychic effects of interoception. and a 
classification of affective disorders based 
on a synthesis of new and old concepts. 

$14.00 


Johns Hopkins 


The Johns Hopkins University Press 
Baltimore. Maryland 21218 


- p T AO M UE x URS VE { 
Brief Summary of Prescribing information 


indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability an 
insomnia associated with anxiety neuroses and transient situational disturbances, anxiet 
associated with depressive symptoms and as a treatment of symptoms of anxiety if Such sym 
toms are a significant feature of functional or organic disorders. particularly gastrointestinal c 
cardiovascular. e 

Effectiveness in long-term use, Le., more than 4 months, has not been assessed by syster 
atic clínical studies. Reassess periodically usefulness of the drug forghe individual patient. 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 
Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and c 
diminished tolerance for alcohol and other CNS depressants. D. = 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barb 
turates and alcohol have occurred following abrupt! discontinuance of benzodiazepine 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating), Addic 
ton-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillanc 
when on benzodiazepines because of their predisposition to habituation and dependence 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzod. 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result i 
symptoms hke those being treated: anxiety. agitation. irritability tension, insomnia and occ: 
sional Convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety. note that lorazepar 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compe 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year < 
ómg kg day No effect dose was 1. 25mg'/kg;dav (approximately 6 times the maximum huma 
therapeutic dose of 1t0mg day). Effect was reversible only when treatment was withdrawn withi 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for prc 
longed penods and in genatric patients requires caution and frequent monitoring for symptom 
of upper Gi disease 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS Some patients have developed leukopenia: some have ha 
elevations of LDH As with other benzodiazepines, periodic blood counts and tiver function test 
are recommended dunng long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Senzadiazepines produce CNS depressar 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged i 
rats during an 18-month study. No studies regarding mutagenesis have beer performed. 


PREGNANCY: Reproductive studies were performed in mice. rats, and 2 strains of rabbits 
Occasional anomalies (reduction of tarsals. tibia, metatarsals, mairotated limbs. gastroschisis 
malformed skull and microphtnaimia) were seen in drug-treated rabbits without relationship t 
dosage. Although all these anomalies were not present in the concurrent control group, the 
have been reported to occur randomly in historical controls. At 40mg.'kg and higher, there wa 
evidence of fetal resorption and increased feta’ loss in rabbits which was not seen at lowe 
doses Clinical significance of these findings is not known. However, increased risk of congeni 
lai malformations associated with use of minor tranquilizers (chtordiazepoxide, diazepam ani 
meprobamate) during first trimester of pregnancy has been suggested in several studies 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this perio: 
should almost always be avoided Possibility that a woman of child-bearing potential may bi 
pregnant at institution of therapy should be considered. Advise patients if they become preg 
nant to communicate with their physician about desirability of discontinuing the drug 

in humans. blood levels from umbilical cord blood indicate placental transfer of lorazepar 
and its glicuronde 
NURSING MOTHERS: it is not known if oral lorazepam is excreted in human milk like othe 
benzodiazepines As a general rule, nursing should not be undertaken while on a drug sinc 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generali 
disappear on continued medication or on decreasing dose. in a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (5.995) 
weakness (4.255) and unsteadiness (3.495). Less frequent are disorientation. depression, nau. 
sea. change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
'unction disturbance. various gastrointestinal symptoms and autonomic manifestations. inci. 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manitestations of overdosage include somnolence, confusion and coma 
induce vomiting and/or undertake gastric lavage followed by general suppcrtive care, monitor. 
ing of vital signs and close observation. Hypotension, though unlikely. usually may be controllec 
with Levarterenot Sitartrate Injection U S.P Usefulness of dialysis has not been determined. 


Ativan 
for(orazepam) 
Anxiety 


Dosage: individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasinc 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili: 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-ámg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 






Wyeth Laboratories 


| te PA 10101 


Caopynght © 1979. Wyeth Laboratories 
Div. of AH PC, ALY. N Y. All rights reservet 
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And without a 
phenothiazine. 











Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first week of treatment in- 
clude: insomnia, feelings of quilt 
or worthlessness, agitation, 
psychic and somatic anxiety, 
suicidal ideation and anorexia. 





Limbitrol. 

Dual therapy with greater 
specificity... without classical 
phenothiazine drawbacks. 





LIMBITROL* TABLETS Tranquilizer—Antidepressant 


Before prescribing, please consult cdmplete product information, a summary of 
which follows: ‘ 
indications: Relief of moderate to severe depression associated with moderate to 
severe anxiety. | 
Contraindications: Known hypersensitivity to benzodiazepines or tricyclic antide- 
pressants; Do not use with monoamirfe oxidase (MAO) inhibitors or within 14 days 
following discontinuation of MAO inhi®itors since hyperpyretic crises, severe convul- 
sions and deaths have occurred with concomitant use; then initiate cautiously, gradu- 
ally increasing dosage until optimal response is achieved. Contraindicated during 
acute recovery phase fallowing myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle- 
closure glaucoma. Severe constipation may occur in patients taking tricyclic antide- 
pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients. 
(Arrhythmias, sinus tachycardia and prolongation of conduction time reported with 
uselof tricyclic antidepressants, especially high doses. Myocardial infarction and 
stroke reported with use of this class of drugs.) 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital 
malformations as suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients to discuss therapy if 
they intend to or do become pregnant. 

. Since physical and psychological dependence to chlordiazepoxide have been re- 
ported rarely, use Caution in administering Limbitrol to addiction-prone individuals or 
those who might increase dosage: withdrawal symptoms following discontinuation of 
either component alone have been reported (nausea, headache and malaise for ami- 
triptyline. symptoms [including convulsions] similar to those of barbiturate withdrawal 
for chiordiazepoxidae). 

Precautions: Lise with caution in patients with a history of seizures, in hyperthyroid 
patients or those on thyroid medication, and in patients with impaired renal or hepatic 
function. Because of the possibility of suicide in depressed patients, do not permit 
easy access to large quantities in these patients. Caution patients about possible 
combined effects with elcohol and other CNS depressants and against hazardous 
occupations requiring complete mental alertness (e.g. operating machinery. driving). 
Periodic liver function tests and blood counts are recommended during prolonged 
treatment. Amitriptyline component may block action of guanethidine or similar anti- 
hypertensives. Concomitant use with other psychotropic drugs has not been eval- 
uated: sedative effects may be additive. Dis- 

continue several days before surgery Limit 

concomitant administration of ECT to essen- 

tial treatment. See Warnings for precautions 


about pregnancy. Limbitro! should not be 
faken during the nursing period. Not recom- 
mended in children under 12. 

In the eiderly and debilitated, limit to smallest 
effective dosage to preclude ataxia, overse- 
dation, confusion or anticholinergic effects. 
Adverse Reactions: Most frequently re- 


ported are those associated with either com- 


ponent alone orowsness ay moun cons Tabjets 10-25 Sich sonarins 10 Teatre and 25 mo 


Table 5 12 5 each containing 5 mg chlordiazepoxide and 12.5 mg 
ts "Mess amitriptyline [as the hydrochloride salt) 


pation, blurred vision. dizziness and bloating. 
Less frequently occurring reactions include 
vivid dreams, impotence, tremor, confusion 
and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weak- 
ness, restlessness and lethargy have been reported as side effects of both Limbitrol 
and amitriptyline. Granulocytopenia, jaundice and hepatic dysfunction have been ob- 
served rarely 


This list includes adverse reactions not reported with Limbitral but requinng considera- 


tion because they have been reported with one or both components or closely related 
drugs: 

Cardiovascular. Hypotension, hypertension, tachycardia, palpitations. myocardial in- 
farction, arrhythmias, heart block, stroke 

Psychiatric: Euphoria, apprehension, poor concentration, delusions, haltucinations, 
hypomania and increased or decreased libido. 

Neurologic: incoordination, ataxia. numbness, inging and paresthesias of the ex- 
tremities, extrapyramidal symptoms, syncope, changes in EEG patterns 
Anticholinergic: Disturbance of accommodation, paraiytic deus, urinary retention, di- 
latation of urinary tract, 

Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. pruntus. 
Hematoiogic: Bone marow depression including agranulocytosis, eosinophilia, pur- 
pura, thrombocytopenia. 

Gastrointestinal. Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar 
taste. diarrhea, black tongue. 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement. 
galactorrhea and minor menstrual irregularities in the female and elevation and lower- 
ing of blood sugar leve s. 

Other: Headache. weight gain or loss. increased perspiration, urinary frequency. 
mydriasis, jaundice, alopecia, parotid swelling. 


Overdosage: immediately hospitalize patient suspected of having taken an overdose. 


Treatment is symptomatic and supportive. LV. administration of 1 fo 3 mg physostig- 
mine salicylate has been reported to reverse the symptoms of amitriptyline poisoning 
See complete product nformation for manifestation and treatment, 

Dosage: Individualize according to symptom severity and patient response. Heduce 
to smallest effective dosage when satisfactory response is obtained. Larger portion of 
daily dose may be taken at bedtime. Single h.s. dose may suffice for some patients. 
Lower dosages are recommended for the elderly. 

Limbitrol 10-25. initial dosage of three to four tablets daily in divided doses, increased 
up to six tablets or dec-eased to two tablets daily as required. Limbitrol 5-12 5, initial 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate 
higher doses. 

Supplied: Limbitrol 10-25 tablets each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt! and Limbitrot 5-12.5 tablets each containing 

5 mg chiordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) —bottles 
of 100 and 500: Te-E-Dose" packages of 100; Prescription Paks of 50. 


Rodhe Laboratories — 
C ROCHE » Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
Gey 
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- How to initiate and - 


maintain therapy 

Select dosage strength appropriate for each 
patient 

[2 Limbitrol 10-25 is recommended for most patients 
[.] Limbitrol 5-12.5 may be indicated for these 

who do not tolerate higher doses and for elderly 
patients — | T 

Specify daily dosage based on symptom 

severi | | 7 

[J An initial dosage of three tablets is recom- 
mended. 

C Dosage may be increased to six tablets or de- 
creased to two tablets daily as necessary 

C Once a satisfactory response is obtained, eval- 
uate response and, if necessary, reduce dosage to 
smallest amount needed. 

Utilize dosage options to best accommodate 
individual patient needs 

CITLD. or Q.D., familiar regimens most suited for 
patients who tolerate medication without undue 
drowsiness 

Lj Two tablets one hour before bedtime and one 
tablet midday may minimize daytime drowsiness 
and help relieve a common target symptom— 
insomnia ds 

LI Entire dosage h.s. to take 
maximum advantage 
of the sedative effect 







IV 


How to make each patient 
an informed patient 


t. Discuss with patients the probability that they 
will experience drowsiness, especially during the 
first week. 

2. Reassure your patients that drowsiness is one 
indication that the medication is working and 
that it may help alleviate their insomnia. 

3. Encourage patients to report if drowsiness be- 
comes troublesome so that, if necessary, dosage 
schedule can be adjusted or the symptom 
treated. 

4. Caution patients about the combined effects 
with alcohol or other CINS depressants. Let them 
know that the additive effects may produce a 
harmful level of sedation and CNS depression. 

5. Caution patients about activities requiring 
complete mental alertness, such as operating 
machinery or driving a car. 

6. Warn pregnant patients and patients of 
childbearing age that the safety of Limbitrol in 
pregnancy has not yet been established. 


Please see complete product disclosure for other 
pertinent information. 


Limbitro! should not be used under the 
following circumstances: 

1. Hypersensitivity to benzodiazepines cr tricyclic 
antidepressants. 

2. Should not be given with an MAO inhibitor. To 
replace an MAO inhibitor with Limbitrol, discon- 
tinue MAO inhibitor for a minimum of 14 days 
before cautiously initiating Limbitrol therapy. 

3. During the acute recovery phase following 
myocardial infarction. 






= Working with the Impulsive Person 
. edited by Heward A. Wishnie 
and Jovce Nevis-Olesen 


|. This volume focuses on the origins and dynamics of the 
impulsive personality, as well as clinical treatment, 
research findings and attitudes encountered in working 

i with such persons. Specific areas covered include 

| interactions between women therapists and impulsive 

violent patients, the integration of the social and 

psychological factors of impulsive behavior, and mental 

_ health counseling within the criminal justice system. 

"^ approx. 185 pp., 1979, $19.50 


. Becoming Female 

, Perspectives on Development 

| edited by Claire B. Kopp | 
án collaboration with Martha Kirkpatrick 


Becoming Female presents a provocative approach to 
female development highlighting those characteristics, 
dynamics, and processes that have shaped society's 
interpretation of "femaleness." The contributors represent 
such fieids as anthropology, genetics, pediatrics, psychia- 
try, sociologv, and psychology. A volume in the Women in 
Context Development and Stresses series. approx. 465 
pp. tHlus., 1979, $25.00 


The Woman Patient 
Medical and Psychological Interfaces 
Volume 1 


Sexual and Reproductive Aspects 


= of Women's Health Care 


edited by Malkah T. Notman, M.D. 
and Carol C. Nadelson, M.D. 


"Both men and women psychiatrists can profit from 
familiarizing themselves with the views so cogently 
expressed in this book. Few physicians would be hesitant 
to recommend the book to patients. By reading this book, 
all health-care professionals who deal with women would 
. have a fuller understanding of these patients and their 

c many worries. We can all look forward to the future 

- , volumes of this promising series.” 

|. - Nancy A. Durant, M.D., American Journal of Psychiatry 

0376 pp. illus., 1978, $19.50 


|. Short-Term Dynamic Psychotherapy 
~~ Evaluation and Technique 
a Peter E. Sifmeos, M.D. 


3 . highly informative, richly documented, elegant in style 

$ i pleasantiy readable... . This book should, in my 

— opinion, have a place of preference i in the library of any 
psychotherapist, psychiatrist or Pee E whether he is 
pe a beginner or a master inthe tiéld-of psychotherapy." 

pus | D., Athens University 

Medicine, Greece 
try series, 266 









|. Avolume in the T 
A pe 1979, $18. 95 
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Crazy Talk l 


mE Speakers _ 


É research in: 











A Study of the Discourse of Schizophrenic | t. 























is Feld over the past sixty years; presents the 
results of an extensive study of schiz ohrenic and. normal | 
speakers, and analyzes the way in which cohesive 
conversation is created, A volume in Cognition and 
Language: A Series in Psycholinguistics. SEHEN 225 pp., 
illus., 1979, $25.00 














Brain Acetylcholine and 


Neuropsychiatric Disease 
edited by Kenneth L. Davis and Philip A. Berger 


Brain Acetylcholine and Neuropsychiatric Disease dis- 
cusses brain acetylcholine and its relationship to cognitive 
function and psychiatric and movement disorders. The 
interactions of brain acetylcholine with other neurotrans- 
mitters, the electrophysiology of cholinergic agents, and 
the biochemical and pharmacological aspects of choliner- 
gic treatments are examined as well. 514 pp., 1979, 
$39.50 





Dying, Death, and Grief 

A Critically Annotated Bibliography and Source 
Book of Thanatology and Terminal Care 

by Michael A. Simpson 


"What a tour de force... 1 give the annotated bibliography 
=e., a superb piece of thinking and organization.” 

—Herman Feifel, Ph.D., Veterans Administration 

Outpatient Clinic, Los Angeles, California 

Dying, Death, and Grief provides a concise bibliographic 
reference source, written by a major authority in the field, 
which critically appraises 750 books, as well as over 200 
films, audio- and videotapes and cassettes, teaching 
materials, journals, and other relevant publications. 300 
pp., 1979, $21.95 


The Interface between the 
Psychodynamic and 


Behavioral Therapies 


edited by Judd Marmor, M.D. 
and Sherwyn M. Woods, M.D., Ph.D. 


The Interface between the Psychodynamic and Behavioral 
Therapies is a compilation of the most important 
theoretical and clinical papers published to date on the 
interrelationship between psychodynamic and behavioral 
therapies. The editors offer incisive commentary on the 
many contributions. Operant conditioning, learning 
theory, sex therapy, and psychodynamic behavior therapy 
are among the topics covered, A volume in the Critical 
Issues in Psychiatry series. approx. 325 pp. Hus., 1979, 
$22.50 





Prices slightly higher outside the U.S. 


p le THE LANGUAGE OF SCIENCE 


PUBLISHING CORPORATION 


227 Westi 1 7th Sut New York, N.Y. 10011 e 





















— for R 
valituvn 
geriatric’ 

For the aged person suffering 
from withdrawn or apathetic senile 
behavior, Ritalin can often help 
relieve bothersome symptoms. In 
one double-blind study! of with- 
drawn, apathetic geriatric patients, 
Ritalin elicited notable improve- 
ment in competence, interest and 
retardation. While no side effects 
were reported in this study, blood 
pressure and pulse variations were 
noted in both groups but were not 
considered of exceptional magnitude. 
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Help 


for narcoleptic 
patients 


The narcoleptic patient can 
fall asleep anytime. ..anyplace... 
and the consequences can be 
"rave, or at the least, embarrass- 
ing. Although there is no 
known cure for narcolepsy, 
Ritalin acts promptly to coun- 
teract sleepiness and is the 
medication most frequently used 
by cited investigators.?:» Occa- 
sional problems of tolerance may 
be managed by complete with- 
drawal o Ritalin during vacation 
or holidays, then reinstating the 
drug at lower dosage.? 


* Ritalin has been evaluated as possibly effec- 


a tive in these indications. 
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JFRITALIN*' | 


Help for 


patients with 


mild 
depression 


As Ritalin acts prom 
relieve symptoms of mil 
pression, mood and outlook 
usually improve, and the patient 
can cope again. Generally, one 
prescription is sufficient. Ritalin 
Is contraindicated in severe de- 


pression. 
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Help for the 
MBD child 


For the child with Minimal Brain 
Dysfunction (MBD), adjunctive 
Ritalin is often highly effective when 
medication is needed to help reduce 
symptoms such as distractibility, + dis- 
organized behavior,* and hyperactivity.* 
MBD children responding to Ritalin 
usually exhibit better classroom perfor- 
mance and improved interpersonal 
relationships. Moreover, as MBD 
symptoms are curbed, the affected 
child often responds more positively 
to nonpharmacologic modalities. 
Ritalin should be periodically discon- 
tinued to assess the child's condition. 
Improvement may be sustained when 
the drug is temporarily or permanently 
discontinued. 


Please turn page for prescribing information. 
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SO MUCH HELP FOR SO MANY PATIENTS 


Ritalin® hydrochloride C 
(methylphenidate hydrochloride USP) 


TABLETS 


INDICATIONS 

Based on a review of this drug by the National 
Academy of Sciences-National Research 
Council and/or other information, FDA has 
classified the indications as follows 

Effective: Minimal Brain Dysfunction in 
Children—as adjunctive therapy to other re- 
medial measures (psychological, educational, 
social) 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single 
diagnostic test. Adequate diagnosis requires 
the use not only of medical but of special psy- 
chological, educational, and social resources 
Characteristics commonly reported include 
chronic history of short attention span. distract- 
ibility, emotional lability, impulsivity, and mod- 
erate to severe hyperactivity; minor neurologi- 
cal signs and abnormal EEG. Learning may or 
may not be impaired. The diagnosis of MBD 
must be based upon a complete history and 
evaluation of the child and not solely on the 
presence of one or more of these char- 
acteristics. 

Drug treatment is not indicated for all children 
with MBD. Stimulants are not intended for use 
in the child who exhibits symptoms secondary 
to environmental factors and/or primary psy- 
chiatric disorders, including psychosis 
Appropriate educational placement is essen- 
tial and psychosocial intervention is generally 
necessary. When remedial measures alone are 
insufficient, the decision to prescribe stimulant 
medication will depend upon the physician's 
assessment of the chronicity and severity of 
the child's symptoms. 

Effective: Narcolepsy 

"Possibly" effective: Mild Depression; 
Apathetic or Withdrawn Senile Behavior 
Final classification of the less-than-effective 
indications requires further investigation. 





CONTRAINDICATIONS 

Marked anxiety, tension. and agitation are contrain- 
dications to Ritalin, since the drug may aggravate 
these symptoms. Ritalin is contraindicated also in 
patients known to be hyoersensitive to the drug and 
in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dysfunc- 
tion are not yet available. Although a causal relation- 
ship has not been established, suppression of 
growth (ie, weight gain, and/or height) has been re- 
ported with the long-term use of stimulants in chil- 


dren. Therefore, patients requiring long-term therapy 


should be carefully monitored. 

Ritalin should not be used for severe depression of 
either exogenous ®r endogenous origin 

Ritalin should not be used for the prevention or 
treatment of normal fatigue states. 
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There is some clinical evidence that Ritalin may 
lower the convulsive threshold in patients with prior 
history of seizures, with prior EEG abnormalities in 
absence of seizures, and, very rarely, in absence of 
history of seizures and no prior EEG evidence of 
seizures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. In the pres- 
ence of seizures, the drug should be discontinued 
Use cautiously in patients with hypertension. Blood 
pressure should be monitored at appropriate inter- 
vals in all patients taking Ritalin, especially those 
with hypertension 

Symptoms of visual disturbances have been 
encountered in rare cases. Difficulties with accom- 
modation and blurring of vision have been reported 
Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. 

Human pharmacologic studies have shown that 
Ritalin may inhibit the metabolism of coumarin anti- 
coagulants, anticonvulsants (phenobarbital, 
diphenylhydantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipramine, desip- 
ramine). Downward dosage adjustments of these 
drugs may be required when given concomitantly 
with Ritalin 

Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is 
available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion of 
the physician, the potential benefits outweigh the 
possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emotion- 
ally unstable patients, such as those with a 
history of drug dependence or alcoholism, be- 
Cause such patients may increase dosage on 
their own initiative. 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with vary- 
ing degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially with 
parenteral abuse. Careful supervision is re- 
quired during drug withdrawal, since severe 
depression as well as the effects of chronic 
overactivity can be unmasked. Long-term 
follow-up may be required because of the 
patient's basic personality disturbances 





PRECAUTIONS 

Patients with an element of agitation may react 
adversely: discontinue therapy if necessary 
Periodic CBC. differential, and platelet counts are 
advised during prolonged therapy 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include hypersen- 
sitivity (including skin rash, urticaria, fever, arthral- 
gia, exfoliative dermatitis, erythema multiforme with 
histopathological findings of necrotizing vasculitis, 
and thrombocytopenic purpura); anorexia; nausea; 
dizziness; palpitations; headache; dyskinesia; 
drowsiness; blood pressure and pulse changes, 
both up and down, tachycardia: angina; cardiac ar- 
rhythmia; abdominal pain; weight loss during pro- 


longed therapy. Toxic psychosis has been reportec 
Although a definite causal relationship has not bee 
established, the following nave been reported in pi 
tients taking this drug leukopenia and/or anemia; i 
few instances of scalp hair loss 

In children, loss of appetite. abdominal pain, weigt 
loss during prolonged therapy. insomnia, and 
tachycardia may occur more frequently; however, 
any of the other adverse reactions listed above ma 
also occur. 

DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 3 times dail 
preferably 30 to 45 minutes before meals. Dosage 
will depend upon indication and ir dividual re- 
sponse 

Average dosage is 20 to 30 mg daily. Some patient 
may require 40 to 60 mg daily. In others, 10 to 15 m. 
daily will be adequate. Patients who are unable to 
sleep if medication is taken late in the day should 
take the last dose before 6 p.m. 

Children with Minimal Brain Dysfunction 

(6 years and over) 

Start with small doses (eg. 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after 
appropriate dosage adjustment over a one-month 
period, the drug should be discontinued 

If paradoxical aggravation of symptoms or other a 
verse effects occur, reduce dosace. or, if necessa! 
discontinue the drug 

Ritalin should be periodically discontinued to asse 
the child's condition. Improvement may be sus- 
tained when the drug is either temporarily or perm: 
nently discontinued 

Drug treatment should not and need not be indefin 
and usually may be discontinued after puberty. 
HOW SUPPLIED 

MN 20 mg (peach, scored); bottles of 100 and 
1 

Tablets, 10 mg (pale green, scored); bottles of 100, 
500, 1000 and Accu-Pak* blister units of 100 
ar" 5 mg (pale yellow). bottles of 100. 500 and 
1000 
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Unraveling 
the mystery; 


of depressi 
(Electron WA. | dem 


of human synaptic cleft.*) 





Current evidence suggests that many .— 
depressions have a biochemical basis in the forr 
of arelative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. 





Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 


Storage Vesicle Releasing 
Neurotransmitter 


Empty Storage Vesicle Release 
Presynaptic Neuron m Postsynaptic Neuron 


Mitochondria 
Re-uptake 
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Figure 1. Diagrammatic representation of the normal process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 
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Norpramin NE 
desipramine hydrochloride 
tablets NF | 25,50,75,100,150 mg. 


otent blocker 
>f norepinephrine re-uptake 


\ccording to current theory?? some depressions may respond to 
lesipramine when other tricyclic antidepressants that block the 
e-uptake of a different neurotransmitter have been ineffective. 
herefore, if your patient is unresponsive to treatment with one 
ricyclic, consider switching to a tricyclic that blocks the 

e-uptake of a different neurotransmitter. 





Helps patient remain calm but active 


Jorpramin does not usually inhibit normal activity, although patients should 
ie cautioned against driving or operating machinery if drowsiness occurs. 
See Warnings, Precautions, and Adverse Reactions.) 


 egins to improve sleep patterns 
within one week in some patients’ 


\s the depression is relieved, difficulty in falling asleep, 
estlessness, and early morning awakening diminish. 


Less anticholinergic activity 


See Warnings.) 


studies in animals*and in normal human subjects®’ have shown 
hat desipramine, with its single bond side chain, has less 
inticholinergic activity than amitriptyline or doxepin. This 

nay mean: 


B less cry mouth 
B less blurred vision 
B less urinary retention 


Merrell 


eferences: 1. Ress, S.B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 
4-noradrenaline and '*C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 
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entral biogenic amines and theories of depression and mania. In, Phenomenology and Treatment of Depression, W.E. Fann, 
Karacan, A.D. Pokorny, and R.L. Williams, Ed., New York, Spectrum Publications, Inc., 1977, pp. 17-32. 4. Zung, WW.K.: The 
harmacology cf disordered sleep. A laboratory approach. J.A.M.A. 211:1532-1534, 1970. 5. Snyder, S.H. and Yamamura, H.I.: 
ntidepressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34: 236-239, 1977. 6. Blackwell, B., 





tefopoulos, A.. Enders, P, Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 

sychiat. 135:722-724, 1978. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R., and Adolphe, A.B.: Anticholinergic e 
ctivity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 

harmacol. 2:145-150, 1978. 
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AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
9-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants, including Norpramin, may have greater 


activity in blocking the re-uptake of norepinephrine. 


Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 
Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) is substituted for 
an MAO inhibitor, at least 2 weeks should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gracually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior nypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma. because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established; therefore, if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible nazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the pental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. 8. In 
patients who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 





A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove Clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 


administration of ECT and antidepressant drugs is limited. 


Thus, if such treatment is essential, the possibility of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g., chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight), 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 


Gastrointestinal: anorexia, nausea and vomiting, epi- 


gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling; eleva- 


tion or depression of blood sugar levels. 

Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 

Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg/day are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 

The best available evidence of impending toxicity 
from very high doses of Norpramin is prolongation of the 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. dailv. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg./ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 
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WOMEN WHO DRINK: Alcoholic Experience and Psychotherapy edited by 
Vasanti Burtle, Los Angeles. Forewords by Phyllis K. Snyder, Jan DuPlain 
and George Staub. (14 Contributors) Contributors from a variety of disci- 
plines present ideas and experiences about women alcoholics and about those 
issues related to the gender-specific alcoholism treatment process. In demon- 
strating that the female alcoholic's experience differs significantly from that 
of the male, this book covers the drinking patterns of women alcoholics, the 
training needs of alcoholism caregivers, and special therapeutic applications. 
Other areas explored include women and sex, skid row women, alcoholism 
among Third World women, and family counseling issues. '79, 370 pp., 3 il., 
9 tables, $21.00 


NEUROCHEMISTRY OF AMINOSUGARS: Neurochemistry and Neuropa- 
thology of the Complex Carbohydrates by Eric G. Brunngraber, Univ. of 
Missouri, Columbia. This volume provides an organized compilation of all 
available literature on the structure, metabolism, function and neuro- 
pathology of the gangliosides, glycosaminoglycans and glycoproteins. Evi- 
dence used in detecting the presence or absence of the complex carbohydrates 
is reviewed, as are the effects of ontogenic development, aging, disease, injury 
and other factors on the biochemistry of aminosugars. The author discusses 
multi-enzyme systems, metabolic functions and intracellular logistics, genetic 
lesions, and the effects of neuronal function on the subcellular organelles re- 
sponsible for biosynthesis and degradation. The gangliosidoses, the mucolipi- 
doses, the mucopolysaccharidoses and related diseases are reviewed. Over 7000 
references augment the text. 79, 720 pp., 9 il., 7 tables, $34.75 


THE COUNSELOR AND SUICIDAL CRISIS: Diagnosis and Intervention 
by John L. Hipple and Peter Cimbolic, both of North Texas State Univ., 
Denton. The discussions in this book will help the professional counselor 
provide quality treatment for the actively suicidal client and his or her family. 
Chapters offer detailed information on determining the depth of depression, 
esumating lethality, providing protection during crisis, assisting in identifi- 
cation and resolution of conflicts, and terminating treatment appropriately. 
Also presented are ideas on use of the telephone as an adjunct to face-to-face 
counseling. 79, 136 pp., $9.75 


EARLY RECOLLECTIONS: Their Use in Diagnosis and Psychotherapy 
compiled and edited by Harry A. Olson, Private Practice, Reisterstown, Mary- 
land. Foreword by Raymond J. Corsini. (34 Contributors) This book is both 
an exhaustive com pendium of the literature and an up-to-date manual for the 
use of early recollections in diagnosis and psychotherapy. Contributions in- 
clude specific techniques for the use of early recollections with children, to 
reduce unwanted feelings of clients, and to enhance vocational counseling. 
Retrieval and use of early recollections under hypnosis are also examined. A 
presentation of the complete Manaster-Perryman scoring manual is featured. 
79, 400 pp., 4 il., 10 tables, $27.50 


SOCIAL CONFLICT AND MENTAL HEALTH SERVICES by Robert D. 
Borgman, Univ. of Southern Mississippi, Hattiesburg. The author integrates 
social conflict theory with phenomenological, developmental, and problem- 
solving techniques to provide a singularly effective framework for under- 
standing and intervening in the lives of troubled and troublesome individuals 
and families. Social conflict theory is related to the problems of mental health 
organizations and professional relationships. A sampling of other topics in- 
cludes mental patienthood, suicide and homicide, sexual oppression, school 
aversion, social conflicts of adolescence, and problems of the elderly. Brief 
case studies are presented to elucidate the concepts discussed. '79, 356 pp., 
cloth-$24.50, paper-$18.50 [ 


SENSORY ISOLATION AND PERSONALITY CHANGE compiled and 
edited by Mark Kammerman, Labyrinth Corp., Beverly Hills, California. (13 
Contributors) World-renowned authorities in experimental psychology and 
psychiatry examine the status of sensory isolation and assess its potential as a 
tool for personality change. The effects of sensory deprivation in both bed 
confinement and water suspension isolation are documented, and the uses of 


sensory isolation as a method of exploring the unconscious mind are detailed. 
'77, 324 pp., 2 il., 39 tables, $14.75 
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IN PSYCHIATRY 
A Living History 





By Roy R. Grinker, Sr., Michael Reese 
Hospital and Medical Center, Chicago. 
This peerless review of the past five de- 
cades in psychiatry offers a fascinating 
look at the subject through the eyes of 
one of the discipline's most respected 
practitioners. The book is indeed a living 
history in that it conveys the essence of 
change, both progressive and regressive, 
that impersonal documents alone cannot 
provide. 


In the book, the author critically dis- 
cusses several broad topical issues and the 
events that gave rise to these issues. The 
rise of psychiatry is portrayed with its ini- 
tial optimism and enthusiasm, succeeded 
by disappointment in the results, the loss 
of much financial support, and the frag- 
mentation of the mental health field. 


Following an introductory chapter, the 
author relates his experiences as an early 
student of psychiatry and as an analysand 
of Sigmund Freud. His reminiscences of 
that period and of Professor Freud will be 
particularly interesting to contemporary 
psychiatrists. Other chapters cover: 


e The Return to Civilian Life: A New 
Psychiatric Institute Is Founded 

è Psychiatry in the 1950s and 1960s: 
Changes in Treatment, Education 
and Research 

e Definition, Diagnosis, and Classifi- 
cation 

e General Systems and Unified The- 
Ories 

e Psychosomatic ‘‘Medicine’’: Its Psy- 

chiatric Linkages 

Coping with Stress and Anxiety 

Depressions 

Schizophrenia 

Borderline States 

Therapies, Services, and Peer Groups 

Psychoanalysis 

Education 

Research 


A chapter on current issues in psychiatry 
brings the reader up to date. It outlines 
the author's credo with respect to psychi- 
atry and offers a prediction concerning 
the future of the discipline, indistinct 
though it may be. '79, 280 pp., 1 table, 
$15.50 
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[he mie TID 
system of schizophrenia 
management— 


spanning virtually 
every clinical situation 


There is scarcely a patient-type presenting with schizophrenia 
that cannot be successfully managed with one of the numerous 
forms of Prolixin (Fluphenazine). 

For the newly admitted, agitated patient, a first choice 
would be short-acting Prolixin Injection (Fluphenazine 
Hydrochloride Injection USP) 

For long-term management of more “dependable” 
patients, you have the titration flexibility of four potencies of 
Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP). 

For patients who "cheek" or otherwise resist tablet 
medication, you can utilize pleasant tasting, orange-flavored 
Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP). 

For long-term maintenance of less cm patients, 
you can employ unique, long-acting Prolixin Decanoate 
(Fluphenazine Decanoate Injection) and achieve effective 
neuroleptization for up to four weeks and longer with a single 
injection. 


Prolixin Decanoate 
Fluphenazine 
Decanoare Injection 


SE Pe E siu 


Unimatic” Single Dose Syringe 
25 mg in 1 ml 


5 mi 
Prolixin* Injection multiple dose vial 
Fluphenazine 25 mg per mi Prolixin* Elixir 
Hydrochloride Fluphenazine 
infection USP Hydrochloride 


Elxir USP 


10 mi multiple dose vial 
2.5 mg per ml 


mi £9) P414 MB [1e] [C 
Fluphenazine 
Hydrochloride 
Tablets USP 

















PROLIXIN* (Flupbenazine Hydrochioride) 
TABLETS/ELIXIRANJECTION 

Prolixin Tablets (Fiuphenazine Hydrochloride Tablits USP) provide 1.2.5. 5. or 10 mg fluphen- 
azine hydrochioride per tablet Prolb.xin Elixir (Flubhenazine Hydrochloride Eibar USP) provides 
0.5 mg fluphenazine hydrochloride per mi (2.5 mg per 5 ml teaspoontu!) with 14% alcoho! by 
volume. Pro&xin Injection (Fiupherazine Hydrochioride Injection USP) provides 2.5 mg Hu- 
phenazine hydrochloride per mi, it contains 0.1% methylparaben and 0.01% propyl- 
paraben as oreservatives. 

CONTRAINDICATIONS: In presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or livedamage, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. in patients who have shown hypersen- 
sitivity to tuphenazine; cross-sens:tivity to phenothiazine derivatives may occur 
WARNINGS: Menta! and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. Safety 
and efficacy in children have not been established because of inadequate experience in use in 
children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established; weigh 
possible hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choes- 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity. When psychotic patients on large doses of a phenothiazine drug are to undergo 
Surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required, Because of added anticholinergic effects, fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insecticides: 
in patients with a history of convulsive disorders since grand mal convulsions have occurred; and 
in patients with special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy there is the 
possibility of liver damage. pigmentary retinopathy, lenticular and corneal deposits, and devel- 
opment of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are. a! present, no adequate 
epidemiological studies, the relevance to human mammary cancer risk rom prolonged exposure 
to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
rena! function of patients on long-term therapy. if BUN becomes abnormal. discont-nue 
fluphenazine. 'Silent pneumonias' are possible. 

Abrupt Withdrawal: In general, phenothiazines do not produce psychic dependence. How- 

ever, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported following 
abrupt cessation of high dose therapy; reports suggest that these symptoms can be reduced if 
concomitant antiparkinsonian agents are continued for several weeks after the phenothiazine is 
withdrawn. 
ADVERSE REACTIONS: Centra! Nervous System---Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia. dyskinesia, akathisia, oculogync crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity but dosage level and patient age are also determinants. As these reactions 
may be alarming, the patient shouid be forewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The risk seems greater in elderly patients. especially females, on 
high dosagas. The syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g.. protrusion of tongue. pulling of cheeks, puckenng of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia: usually the symptoms are not alleviated by 
antiparkinsonism agents. if the symptoms appear, discontinuation of ali antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted. or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements ot the tongue 
may bean early sign of the syndrome which may not develop if medication is stopped at that time. 

Phenothiazine derivatives have been known to cause restiessness. excitement, or bizarre 
dreams, reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System-—Hypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a probiem. patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully Supportive 
measures inciuding intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur, Levarterenoi Bitartrate Injection is the most suitable drug; epinepnrine 
should not be used since phenothiazine derivatives have been found to reverse its action. 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing cr temporarily discontinuing the dosage will usually control these 
effects. Blurred vision, glaucoma. oiadder paralysis. fecal impaction. paralytic ileus, tachycardia, 
Or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change, peripheral edema, abnormal lactation. 
gynecomastia, menstrual irregularities, faise results on pregnancy tests, impotency in men and 
increased 'ibido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions—itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions should be borne in mind. 

Hematologic —Blood dyscrasias including leukopenia. agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura, eosinophilia., and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms ot upper respiratory 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic-—Liver damage manifested by cholestatic jaundice. particularly during the first 
months of therapy, may occur, treatment should be discontinued. A cephalin flocculation in- 
crease, sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no Clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Previous brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fuiminating pneumonia or 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as omates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroenicephalographic tracings. aitered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema: with long-term use, skin pgmentation and lenticular and comeai opacities have occurred 
with phenothiazines, 

For full prescribing information, consult package inserts. 

HOW SUPPLIED: Jab/ets.—1 mg in botties of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
$00 and in Unimatic® single-dose cartons of 100: 10 mg in bottles of 50 and 500. Elíxir-—in bottles 
of 473 mi (1 pint) and in 60 mi dropper-assembty bottles with dropper calibrated at 0.5 mi (0.25 
mg), 1 mi (0.5 mg), 1.5 mi (0.75 mg), and 2 mi (1 mg). Injection-—in multiple-dose vials of 10 mi. 
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PROLIXIN DECANOATE* 

Fluphenazine Decanoate Injection 

Prolixin Decanoate (Fluphenazine Decanoate Iniection) provides 25 mg fluonenazine decano: 
per ml in a sesame oil vehicle with 1.2% {wv} benzyl aiconoi as a preservative. 
CONTRAINDICATIONS: in presence of suspected or estabiishec subcorical brain damage. 
patients who have a blood dyscrasia or liver damage. or who are recening large doses 
hypnotics, or who are comatose or severely depressed. In patients who have shown hyperse 
sitivity to fluphenazine, cross-sensitivity to phenothiazine derivatives may occur. 

Not intenced for use in children under 12. 4 
WARNINGS: Mental and physical abilities required for driving a car or cperating heavy m 
chinery may be impaired by use of this drug. Physicians shouid be alen to the possibility tr 
severe adverse reactions may occur which require immediate medica! attention, Potentiation 
effects of alcohol may occur. Safety and efficacy in children have not bees established becau 
of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been established: wei 
possible hazards against potential benefits if administering this drug to«cregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused chole 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cros 
sensitivity When psychotic patients on large doses ol a phenothiazine drug are to unden 
surgery. hypotensive phenomena should be watched for: less anesthetics or central nervo 
system depressants may be required. Because of added anticholinergie affects, fluphenazi 
may potentiate the effects of atropine. 

Use fiuphenazine decanoate Cautiously in patients exposed to extreme heat or phosphor 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions ha 
occurred, and in patients with specia! medical disorders such as mitra’ nsufficiency or ott 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged thera 
there is the oossibility of liver damage, pigmentary retinopathy lenticular and corneal depos: 
and development of irreversible dyskinesia. 

Fluphenazine decanoate should be administered under the direction of a physician expt 
enced in the ciinical use of psychotropic drugs. Penodic checking of hepatic and renal functic 
and blood picture shouid be done. Renal function of patients on long-term therapy should 
monitored; f BUN becomes abnormal, treatment should be discontinued "Silent pneumoni 
are possible. 

There i$ sufficient experimental evidence to conclude that chronic administration of antip: 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplas! 
in rodents under the appropriate conditions. There are recognized differences in the physiolc 
ical role of prolactin between rodents and humans. Since there are, at present. no adequ: 
epidemiologica: studies, the relevance to human mammary cancer risk frem prolonged expost 
to fluphenazine decanoate and other antipsychotic drugs is not known 
ADVERSE REACTIONS: Centra! Nervous System-—Extrapyramidal symptoms are most f 
quently reported. Most offen these symptoms are reversible, but they may be persistent. Th 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyriz crises, opisthoton 
hyperrefiexa. Muscle rigidity sometimes accompanied by hyperthermia has been report 
following use of fiuphenazine decanoate. One can expect a higher incicence of such reactia 
with lluphenazine decanoate than with less potent piperazine derivatives or straight-ché 
phenothiazines. The incidence and severity wil depend more on individuai patient sensitivity E 
dosage level and patient age are also determinants. As these reactions may be alarming, t 
patient should be forewarned and reassured. These reactions can usually be controlled 
administration of an antiparkinsonian drug such as benztropine mesylate and by subseque 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometim 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occ 
after discontinuation of drug. The risk seems greater in elderly patients especially females, . 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tóngt 
face, mouth, or jaw (e.g., protrusion of tongue. puffing of cheeks, puckering of mouth, chewii 
movements) and may be accompanied by involuntary movements of extremities. There is 
known effective therapy for tardive dyskinesia: usually the symptoms are not alleviated 
antiparkinsonism agents. If the symptoms appear, discontinuation of allantipsychotic agents 
suggested The syndrome may be masked # treatment is reinstituted, or drug dosage increase 
or à different antipsychotic agent used. Reports are that fine vermicular movements of the tong 
may be an eariy sign of the syndrome which may not develop if medicaticn is stopped at that tin 

Phenothiazine derivatives have been known to Cause restlessness. excitement, or biza 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsine 
or lethargy occur, the dosage may need to be reduced. Dosages. far m excess of the reco 
mended amounts, may induce a catatomc-like state. 

Autonomic Nervous System— Hypertension and fluctuations in blood pressure have be 
reported. Although hypotension is rarely a prcblem, patients with pheoer romocytoma, cereb 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficien 
appear to be particularly prone to this reaction and should be observed carefully Supporti 
measures inciuding intravenous vasopressar drugs should be instituled immediately shor 
severe hypotension occur, Levarterenoi Bitartrate Injection is the most suitable drug: epinephrü 
should not be used snce phenothiazine derivatives have been found to reverse its actic 
Nausea. loss of appetite, salivation, polyuria, perspiration. dry mouth, headache and constic 
tion may occur Reducing or temporarily discontinuing the dosage wil usually control the 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction. paralytic ileus. tachycard 
of nasa! congestion have occurred in some oahients on phenothiazine derivatives, 

Metabolic and Endocnne—Weight change, peripheral edema, abnormal lactatio 
gynecomastia, menstrual ireguiantes, faise results on pregnancy tests, impotency in men al 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactons—itching, erythema. unicana, seborrhea, photosensitivity, eczema al 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactc 
reactions should be borne in mind. 

Hematoiogic-—-Blood dyscrasias including ‘eukopema, agranulocytosis, thrombocytopenic 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia hawe been observed w 
phenothiazines. If soreness of the mouth. gums or throat or any symptems cf upper respiratc 
infection occur and confirmatory leukocyte count indicates celiular depression, therapy shor 
be discontinued and other appropriate measures instituted immediately 

Hepatic-—Liver damage manifested by cholestatic jaundice, parucularly during the fir 
months of therapy, may occur, treatment should be discontinued. A sephalin flocculation i 
crease, sometimes accompanied by alterations in other liver function tests. has been reported 
patients who have had no Clinical evidence of liver damage. 

Others~-Sudden deaths have been reported in hospitalized patients on phenothiazine 
Previous brain damage or seizures may be predisposing factors. High cases should be avoid 
in known seizure patients. Shortly before death, several patients showed flare-ups of psycho: 
behavior patterns. Autopsy findings have usually revealed acute fuiminating pneumonia 
pneumonitis, aspiration of gastric Contents, or intramyocardial lesions. Although not a gener 
feature of fiuphenazine, potentiation of central nervous system depressants such as opiate 
anaigesics, antihistamines, barbiturates. and alcohol may occur. 

systemic lupus erythematosus-like syndrome, hypotension severe enough to Cause fat 
Cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altere 
cerebrospina! fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurot 
edema; with long-term use, skin pigmentation and lenticular and corneai opacities have occurre 
with phenothiazines. Local tissue reactions occur only rarely with irections of Huphenazir 
decanoais. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic* single-dose preassembled syringes and cartridge-need 


units and 5 mi vials. © 1979 E. R. Squibb & Sons. Inc. 429-5t 


S UIBB "The Priceless Ingredient of every product 
is the honor and integrity of its maker. '"* 
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GROVE SCHOOL 






A residential treatment center for 
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- LIVING WITH STRESS: 
WORKSHOPS ON 


e |.Q. NORMAL & GIFTED 
e AGES: 12—18 
e GRADES: 6—12 


e 12 MONTH PROGRAM 
STATE ACCREDITED 


STRESS-MANAGEMENT TECHNIQUES 
for physicians and psychologists 
December 2-5, Chicago 


e DIPLOMA AWARDED 


COLLEGE ADMITTED Co-sponsored by The University of Chicago and 


e STUDENTS: 80 
e STAFF: 50 


PSYCHIATRISTS: 6; 
PSYCHOLOGISTS: 2; 


TEACHERS: 22; 


PSYCHIATRIC SOCIAL 


WORKER 


e 2 INDIVIDUAL THERAPY 


SESSIONS WEEKLY 


e GROUP, RELATIONSHIP, & 


MILIEU THERAPY 


MADISON, CONNECTICUT 
(203) 245-2778 


Brochure upon Request 





The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident's changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 


for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


BROWN 
SCHOOLS 


An equal opportunity employer. 


All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 


Hospitals. 





the Institute for the Study of Human Knowledge 


Salvatore Maddi, Remaining Healthy Despite 
Stress 


Johann Stoyva, Relaxation and Biofeedback 
Donald Meichenbaum, Stress Innoculation 
Ray Rosenman, Assessment of Type A 
Behavior 
Continuing education credit available. 


For further details contact: 
Mr. Claude M. Weil, Associate Director 
Center for Continuing Education 
1307 East 60th Street 
Chicago, Illinois 60637 
(312) 753-3186 
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In marked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


Rapid relief of marked agitation in many patients 

The tranquilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and feelings cf hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


More prescribing convenience 

There are now five tablet strengths of TRIAVIL for ease of dosage adjustment. For man 
patients with agitation and depression, you can now initiate therapy with one TRIAVIL" 4-50, 
containing 4 mg perphenazine and 50 mg amitriptyline HCI, b.i.d. The regimen is simple, 
economical, and may well enhance patient compliance. 


Treatment with TRIAVIL— a balanced view: 
TRIAVIL is contraindicated in CNS depression from drugs, in the presence of evidence of 
bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 

in patients who have received an MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 
tasks and may enhance the response to alcohol. Antiemetic effect may obscure toxicity 
due to overdosage of other drugs or mask other disorders. The possibility of suicide in 
depressed patients remains until significant remission occurs. Such patients should not 
have access to large quantities of the drug. Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


For marked 
agitation with depression 


Triavi 


containing perphenazine and amitriptyline HCI € 


& 





" 








Copyright € 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 
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than any other formulation containing 
a tranquilizer and an antidepressant 





containing perphenazine and amitriptyline HCI 


> Awailable: 


TRIAVIL* 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI, 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL* 4-50: Each tablet contains 

4 mg perphenazine and 50 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL* 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI, 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, analgesics, antihistamines), evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Should 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minirnum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use curing acute recovery phase following myocardial 
infarction. 
WARNINGS: TRIAVIL should not be given concomitantly with guanethidine or 
similarly acting compounds since TRIAVIL may block the antinypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, increased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-closure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCl, have been reported to produce arrhythmias. 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Not recommended in 
children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 
Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

if hypotension develops, epinephrine should not be employed, as its action is 
blocked and partially reversed by perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, at 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 
Amitriptyline: in manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelihood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 
* 
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.'  Cautionis advised if patients receive large doses of ethchlorvynol concurrently. 


Transient delirium has been reported in patients who were treated with 1 g of 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 
Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. " ! 
Concurrent administration of amitriptyline HCI and electroshock therapy may 


increase the hazards associated with such therapy. Such treatment should be . 
“imited to patients for whornitis essential. Discontinue severaldiays before elective 


surgery if possible, Elevation and lowering of blood sugar levels have both been 
reported. Use with caution in patients with impaired liver function. 


ADVERSE REACTIONS: Similar to those reported with either constituent alone. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, 
hyperreflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and / or by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therapy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in elderly patients on high-dose 
therapy, especially temales. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical involuntary 
movements of the tongue. face, mouth, or jaw. Involuntary movements of the 
extremities sometimes occur. There is no known treatment for tarcive dyskinesia; 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If treatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma. 
laryngeal ederna, angioneurotic edema, anaphylactoid reactions); peripheral 
edema; reversed epinephrine effect: hyoerglycemia; endocrine disturbances 
(lactation, galactorrhea, gynecomasta, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect); reactivation of psy- 
chotic processes; catatonic-like states; autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, Diurred vision, nasai congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convuisions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced biood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia). 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur after long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL., the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically similar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction; 
arrhythmias; heart block; stroke. CNS and Neuromuscular: Confusional states; 
disturbed concentration; disorientation; delusions; hallucinations; excitement; 
anxiety; restlessness: insomnia; nightmares; numbness, tingling, and paresthesias 
of the extremities; peripheral! neuropathy; incoordination; ataxia; tremors; sei- 
zZures, alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth; 
blurred vision; disturbance of accommodation; increased intraocular pressure; 
constipation; paralytic ileus; urinary retention; dilatation of urinary tract. Allergic: 
Skin rash; urticaria: photosensitization; edema of face and tongue. Hematologic: 
Bone marrow depression including agranulocytosis; leukopenia; eosinophilia; 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit- 
ing; anorexia; stomatitis; peculiar taste; diarrhea; parotid swelling; black tongue. 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic- 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhea 
in the female; increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or loss; 
increased perspiration; urinary frequency; mydriasis; drowsiness: alopecia. With- 
drawal Symptoms: Abrupt cessation after prolonged adrrinistration may produce 
nausea, headache, and malaise. These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an overdosage should be 
admitted to a hospital as soon as possible. Treatment is symptomatic and 
supportive. However, the intravenous administration of 1-3 mg of physostigmine 
Salicylate is reported to reverse the symptoms of tricyclic antidepressant poison- 
ing. Because physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs such as 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrip- 
tyline combinations, symptomatic treatment of central anticholinergic effects with 
physostigmine salicylate should be considered. J8TR32 (DC6613215) 
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| Find out more about 
psychiatric advances 


from these new books 
BSP 
Blackwell Scientific Publications 


ORGANIC PSYCHIATRY: The Psychological Consequences of Cerebral 
Disorder. By William Alwyn Lishman, B.Sc., M.D., F.R.C.P., F.R.C.Psych., D.P.M. 
This important British publication focuses special attention on the 
psychological disturbances and psychiatric disorders that are the effects of 
cerebral disease. This book's unique approach (considers both 
neurology/psychiatry plus over 2,000 references) makes this the 
preeminent reference in neuropsychiatry. Put it to work for you — order 
your copy today! 1978. 1,000 pages. Price, $65.00. 





A New Book! ESSENTIALS OF CHILD PSYCHIATRY. By Helen Connell, M.B., 
B.S., B.Sc., D.CH., D.P.M., M.A.N.Z.C.P., M.R.C.Psych. August, 1979. Approx. 
352 pages, 12 illustrations. Price, $16.95. 


A New Book! CHILD AND ADOLESCENT PSYCHIATRY. By John Evans, M.B.. 
M.R.C.P., M.R.C.Pysch. January. 1980. Approx. 500 pages. About $47.50. 


For faster service, orif coupon hasbeen removed, CALL US! Dial (800) 325- 
4177, ext. 10; in Missouri, call collect (314) 872-8370, ext. 10 during our 
regular business hours. A90768 


MOSBY 


TIMES MIRROR 


THE C. V. MOSBY COMPANY 
11830 WESTLINE INDUSTRIAL DRIVE 
ST. LOUIS, MISSOURI 63141 


Clip this coupon and examine these prestigious 
Blackwell Scientific Publications for 30 days! 


YES! | want to inspect an on-approval copy of the book(s) I've 
checked below. 


— — ORGANIC PSYCHIATRY: The Psychological Consequences of 
Cerebral Disorder, (B3062-2) $65.00 


—— ESSENTIALS OF CHILD PSYCHIATRY, (B1097-4) 
$16.95 


— — CHILD AND ADOLESCENT PSYCHIATRY, (B1590-9) 
About $47.50* 


Clip and mai! to: The C. V. Mosby Company. 11830 Westline Industrial 
Drive, St. Louis, Mo. 63141 


“Estimated price. subject to revision prior to publication. 


OQ Bill me D Payment enclosed 
OQ  mastercharge * 
O VISA * 

Name 

Adcress 

City 
Sg s Lr Zin Cade 
30-day approval good in U.S. and Canada. 
Prices effective in U.S. only. 

All prices su5ject to change. A90768 




















THE 
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RECOMMENDS 


ryp[acin 


BRAND OF \-TRYPTOPHAN 
Essential Amino Acid Dietary Supplement. ^ 


THE BRAND OF PROFESSIONALS 
IN TRYPTOPHAN THERAPY 











Check these reasons why 
TRYPTACIN should be the 
brand of your choice when 
Tryptophan therapy 

is needed. 
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e Leading suppliers for 
L-Tryptophan research 

e 20 Years experience in 
supplying the medical 
profession 

eUniform dosage in 
3 convenient strengths: 
125mg., 250mg., 500mg. 

e The No. 1 brand used in 
hospitals throughout 
the U.S.A. 

e The original brand to be 
listed in the P.D.R. 

e The name most mentioned 
in Serotonin study 

e Manufactured under 
strictest quality control 
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PHONE ORDERS ACCEPTED 
CALL OUR EXCLUSIVE 
TOLL FREE NUMBER 
1-800-327-7914 
IN FLORIDA CALL (Collect) 
(305) 653-1722 


OLC Laboratories, Inc. 


99 N. W. Miami Gardens Drive 
Miami, Florida 33169 


Tryptacin is a registered trademark 
of OLC Laboratories. Inc. 
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The journal for staff 
members of mental health 
facilities and agencies 
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Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


[] Enclosed is my check for a 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 


Name ... s 


Title or Discipline 0 
Address |. 





*Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 
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Lithobid” 


Slow-Release Lithium Carbonate 300 mg. 


[Before preserving: see complete. prescribing information: ine Rowell literature. The 
up anis, is a brief. my e 


pM "————— arent ERE 


WARNING as Agi B urs 
Lithium toxicity is bon related to. serum. lithiv levels, ati. can ‘occur at 
doses close to therapeutic levels. Facilities for prompt and. accurate Serum 
lithium determinations should be available before initiating therapy. l 
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indications: Treatment of manic episodes of manic-depressive iliness. -Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
fluid intake (2500-3000 ml) must be maintained, at least during initia! stabilization 
period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 
administer supplemental fluid and salt. 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
levels from 1.5 to 2.5 mEq/L, and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur «during initial therapy 
and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporary 
reduction or cessation of dosage. if persistent. discontinue dosage. 


Diarthea, vomiting, drowsiness, muscular weakness, and lack of coordination may be 
early signs of toxicity and may occur at levels below 2.0 mEG/L. At higher levels 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEg/L may produce a complex clirical picture, involving 
multiple organs and systems. Serum levels should not exceed 20 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 
within the therapeutic range: Neuromuscular — tremor, muscle hyaerirritability (fascicu- 
lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 
epileptitorm seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness, confusion. stupor. coma; 
Cardiovascular — cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
Gastrointestinal anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
oliguria, polyuria, glycosuria: Dermatologic —drying and thinning of hair, alopecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis cutis; 
Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema} with lower Ta and Ta. 1'?* uptake may be elevated: 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation anc 
disorganization of background rhythm; EKG Changes — 'eversibie flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy. transient scotomata, 
dehydration, weight loss, tendency to steep. 


Reactions unrelated to dosage include: transient EEG and EKG ehanges, leukocytosis, 
headache, diffuse nontoxic goiter with or without hypothyroidism. transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain. edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling @abetes insipidus, and 
metallic taste, A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg bid. or £00 mg t.i.d. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEg/L. 
Serum levels should be determined twice per week until secum level and clinical 
condition have been stabilized. 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted "ROWELL 7514" ín red. 
are supplied in bottles of 100 and 1000. 
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Do lithium 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


E May, 1979 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Líthobid at the same daily dose, 
divided b.i.d. All patients on long-term 
lithium maintenance therapy will 
apprecíate the convenience of thís 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


ROWELL 


LABORATORIES, INC 
BAUDETTE, MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 








WHEN : 
DEPRESSION 
EXPRESSES 
ITSELF 


SINEQU 


(DOXEPIN HCI 


- ai dd Leff uses ; ANTI DEPRESSANT 
EDS EFFECTIVENESS 
| biltceena cf the Baie of life. with CO(fWenliernf 


My energies ebbed, 


my will to live decreased, Once -Q-day 


and | found myself retreating 


- from the activities of life to a h . * 
more introverted existence.” M OSAQE 


15O-MG 
CAPSULE 


Also available in: 

100-mg, /5-mg, 50-mg, 25-mg, 1O-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 










See Brief Summary on next page for information on. ' 
contraindications, warnings, precautions and adverse 
reactions. 












EFFECTIVENESS 


SINE 


(DOXEPIN HCI) 
150-mg 
CAPSULE 


CONVENIENT ONCE-A-DAY A.s. DOSAGE 
which may improve patient compliance. The total 
daily dosage, upto 150 mg per day, may be given . 
on a once-a-day schedule without loss of effec- 

, tiveness. Sinequan may also be given $n o 

divided dosage schedule, up to 309 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 





guanethidine and related compounds. Tachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


*The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 


for flexibility in individualizing therapy. 





BRit.F SUMMARY 

SINEQUAN* (doxepin HC!) Capsules/Oral Concentrate 

Contraindications, Contraindicated in individuals who have shown hypersensitivity to the drug, 
andin patients with glaucoma ora tendency to urinary retention, These disorders should be ruled 
out, particularty in Older patients. Possibility af cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCI) in patients with inter- 
Current illness or patients taking other medications should be carefully adiusted. This is 
especially important in patients receiving other medications with anticholinergic etfects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in genatne 
patients should be adiusted carefully based on the patient's condition. 

Usage in Pregnancy: Reoroduction studies performed in animals have shown na evidence o 
harm to the animai fetus. Since there is no experience in pregnant women receiving this drug 
safety in pregnancy has not peen established, There are no data with respect to the secretion o 
the drug in human mik and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO inhibitors: Serious side effects and even death have been reported following the 
concomitant use of certain drugs with MAO inhibitors, Therefore, MAO inhibitors should be 
discontinued atieast two weeks pror to the cautious iniation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used. the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: it should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This is especially 
important in patients who may use aicohol excessively 
Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned against driving a car cr operating dangerous machinery while 
taking this drug. 

Patients should also be cautioned that thei response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed petient, and may remain so until significant 
improvement has occurred, patients should be closely supervised dunng the early course of 
therapy Prescriptions should be written for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur. it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen. 
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Adverse Reactions, NOTE. Some of the adverse reactions noted below have nol b 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among fhe tricyclics. the reactions should be considered when prescribing 
SINEQUAN. 

Antichofinergic Effects: Dry mouth, Qlurred vision, constipation, and urinary retention have 
been reported. if they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects. Drowsiness is the most commoniy noticed side effect. This 
tends to disappeat as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia. and extrapyramidal 
Symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally 

Allergic: Skin rash, edema, photosensitizaiion, and orunitus have occasionally occurred. 

Hematologic. Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytos:s. leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestina Nausea vorniting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects) 

Endocrine: Raised or lowered libido. testicular swelling, gynecomastia in males, enlargement 
of breasts and galactormea in the female, raising or lowering of blood sugar levels have been 
reported with tricycle administration, ; 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache have been occasionally observed as adversa effects. 
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Dosage and Administration. For most patients with iness of mild to moderate seventy, a 
starting daily dose of 75 mg is recommended. Dosage may subsequently be increased o 
decreased al appropnate intervals and according to individual response. The usual optimu 
dose range is 75 mg/day ta 150 mg/day. 

inmore severely il patients higher doses may be required with subsequent gradual increase tc 
300 mg/day if necessary Additional therapeutic effect is rarely to be obtained by exceeding e 
dose of 300 mg/day 

in patenis with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of {hase patients have been controlled on doses as jon 
as 25-50 mgiday 

The tolai daily dosage of SINEQUAN (doxepin HCI) may be given on a divided or ance-a-day 
dosage schedule. if theonce-a-day schedule is employed the maximum recommended dose is 
150 mg/day. This dose may be given at bectime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effectis apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. 
A. Signs and Symptoms 

1. Mic: Drowsiness. stupor, blurred vision, excessive dryness of mouth. 

2. Severe: Respiratory depression, hypotension, coma. convulsions, cardiac arrhythmias and 
tachycardias. 

Aisa: unnary retention (bladder atony), decreased gastrointestinal mctiity (paralytic deus). 
hypertherma tor hypothermia), hypertension, diated pupils, hyperactive reflexes, 
B. Management and Treatment 

1. Mig: Observation and supportive therapy is all that is usually necessary 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
suppartive therapy. if the patient is Conscious, gastric lavage, with appropriate precautions to 
prevent puimonary aspiration, should be performed even though SINEQUAN s rapidly absorbed. 
The use of activated charcoal has beer recommended, as has been continuous gastric lavage 
with saine for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventuation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropnate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of ticycic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg ta 3 mg of physostigmine salicy'ate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may poientiate any respirator | depres- 
sion. Dialysis and forced diuresis generally are not of value in tne management of overdosage 
due to high tissue and protein binding of SINEQUAN. 
Supply. SÍNEQUAN is available as capsules ccntaining doxepin HCLeqguivalentto: 10 mg, 75 mg. 
and 100 mg doxepin: bottles of 100, 1000, and umt-dose packages of 100 (10 x 10s). 25 mg and 
50 mg doxapim: bottles of 100, 1000, 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 
doxepin: bottles of 50, 500, and unit-dose packages of 100 (10 x 108), SINEQUAN Oral 
Concentrate (10 mg/ml? is available in 120 mi Dottles with an accompany ng dropper calibrated 
at 5 mg, 10 mg, 15 mg, 20 mg. and 25 mg. Each mi contains doxepin HCI equivalent to 10 mg 
doxepin. just prior to administration, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 mi of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or 
pineapple juice. SINEQUAN Oral Concentrate is nat physically compatible with a number of 
Carbonated beverages. For those patients requiring antidepressant therapy who are on 
methadone maintenance, SINEQUAN Oral Concentrate and methadons syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang*. or water: but not with 
grape juice. Preparation and storage of bulk dilutions is not recommenced. 


More détatied professional information avaiable on request. 
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MELLARIE IS KIND . 


(THIORIDAZINE) | 


TO MANY PATIENTS 


* minimal drug-induced akathisia, tremor, and 
other extrapyramidal side effects 


* effective control of psychotic symptoms 























Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramidal symptoms. 
Mellaril (thioridazine) is contra- 


. Before prescribing or administering, see Sandoz literature for full rod WERBEN. EEC Baw EEE 

uct information. The following is a brief summary. E 

Contraindications: Severe central nervous- system depression, | : | 

. disease of extreme degree. 

Warnings: Atminister cautiously to patients who have previously ex- eine — FN 

hibited a hypersensitivity reaction (e.g, biood dyscrasias, jaundice) -— BERRA? ERBEN 

to phenothiazines™Rhenothiazines are capable of potentiating central | E l oe nny. i ae 

7 un as atropine a phosphorus n carefully oe TA T 

enefit versus risk in l@s severe disorders. During pregnancy, admin- "al > 22d P 

has only bs the gptential benefits exceed the possible risks to " minimal drug-induced akathisia, 

mother and fetus. — E » 

Precautions: There have been infrequent reports of leukopenia and/ tremor, and other extrapyramidal 

convulsant medication should also be maintained. Pigmentary side effects 

haa observed Aba in Je receiving arger ne rec- 

ommended doses, is characterized by diminution of visual acuity, H s 

brownish colering of vision, = paral of night ona the x effective control of 

possibility of its occurrence may be reduced by remaining within rec- H 

ommended desage limits. Administer cautiously to patients partici- psychotic symptoms 

and increase dosage gradually. Orthostatic hypotension is more com- 

mon in females than in males. Do not use epinephrine in treating 

drug-induced hypotension since phenothiazines may induce a 

reversed epinephrine effect on occasion. Daily doses in excess of 

Adverse Reactions: Centra/ Nervous System —Drowsiness, especially 

with large doses, early in treatment; infrequently, pseudoparkinson- 

ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 

hyperactivity, lethargy, psychotic reactions, restlessness, and 

sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 

pallor. Endecrine System— Galactorrhea, breast engorgement, amenor- 

rhea, inhibition of ejaculation, and peripheral edema. Sk/n— Der- 

matitis and skin eruptions of the urticarial type, photosensitivity. 

below). Üther— Rare cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 

have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines: the most com- 


comgtose states from any cause, hypertensive or hypotensive heart 
(THIORIDAZINE) 

nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
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Some Neurophysiologic Aspects of Individual Behavior 


BY EARBARA J. BETZ, M.D. 


The author provides. a brief primer of the biologic 
processes in the brain that produce affect and 
implemeri communication. These neuroanatomic and 
neurophysiologic processes are presented in broad 
configuration rather than in detail and as distributive 
systems rather than just as localized mechanisms. The 
basic viev point is that of a continuum between the 
biologic processes within the brain and their 
manifestation as behavioral phenomena expressed in, 
and visible to, the culture. The primary focus is not 
clinical bus on neuroanatomy and neurophysiology as 
basic medical sciences for psychiatry. 


THE PAST several decades have seen a burgeoning of 
knowledge in the neuroanatomic and neurophysiologic 
sciences and much fact and theory relevant to the psy- 
chiatrist’s concern with the nature of personality func- 
tioning in health and in illness. This body of knowledge 
is concerned with the tissues and functional systems of 
the brain that enable the organism to be a feeling and 
participating individual in the living world. It remains, 
in large part, aflow in its own channels, still separate 
from the mainstream of psychiatric thought and theo- 
ry. Psychiatry has been concerned primarily with the 
phenomena of behaviors, observable in an individual’s 
modes of functioning in personal relationships and in 
the culture. Connecting channels exist between the 
neurologic and the phenomenclogic worlds: the ‘“‘mod- 
el psychoses,” induced by such drugs as amphetamine 
and LSD. and more notably, the thought-provoking 
sequence cf clinical events observable in schizophren- 
ic patients as improvement in their response to pheno- 
thiazine medication, with its dopamine-blocking po- 
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tency. Exact fits between the neurologic and the phe- 
nomenologic worlds are not found (e.g. the 
amphetamine psychosis is not exactly similar to the 
typical schizophrenic illness, and severe schizophren- 
ic phenomena remain even in those patients in whom 
behavioral improvement is achieved by the antipsy- 
chotic drugs). However, located within the brain are 


. specialized tissues and structures, ‘‘givens’’ of mother 


nature, and in these lie the organism's capabilities for 
the steady production of arousal, of affect, of commu- 
nication, and of self- and species-preservative behav- 
iors. 

The primary aim of this article is to provide a brief 
primer of those biological processes in the brain which 
are sine qua non for the production of affect and for the 
implementation of communication with the culture. 
These processes will be portrayed in broad configura- 
tion rather than in detail, and as functional systems 
rather than as just localized mechanisms. Against this 
biologic backdrop, brief consideration will be given to 
some core aspects of schizophrenic phenomenology, 
such as disturbances in affect and in communication. 


p 


THE BRAIN 


The brain is a grand legacy (1) passed on from one 
generation to the next through the millenia, its tissues 
securely and abundantly organized to ensure self-pres- 
ervation for the individual and preservation for the 
species. It is difficult, in narration, to impart the in- 
trinsic elegance of the brain's architectonic design. A 
small organ, it is seldom seen directly and not readily 
visualized, hence seeming remote and somewhat ar- 
cane. We may find it useful to attempt to visualize the 
brain three-dimensionally and somewhat larger than 
life size. Its basic design is relatively simple, although 
its functions are not. The design consists of central and 
bilateral way stations located along a caudal-rostrai 
axis, with specific incoming and outgoing connections 
organized into systems by which various functions are 
effected. Tissues and structures located caudally and 
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medially are, phylogenetically, the most ancient; phy- 
 logenetically newer structures are more rostral and lat- 
eral. The matrix (the mother tissue) is the central gray 
matter, lying most medially and extending rostrally 
from the bulbar area into the subcortical regions. This 
tissue, remote from the outside world, is closely re- 
lated to visceral needs and satisfactions and is the 
source for subjective feeling tone and private emotion. 

Various nodal areas of the brain that provide ana- 
tomic mechanisms for specific neurophysiologic func- 
tions are shown in a topographic perspective in figure 


1. Although structures for specialized functions are lo- . 


cated in distinct topographic areas, the functions are 
not carried out exclusively by these structures in these 
locales. Neuronal pathways link them with other 
structures into extended functional systems and loops 
across topographic regions, each component contrib- 
uting to the functional task. Thus, the complex func- 
tion carried out by a major system to achieve a behav- 
ioral goal, e.g., of arousal, affect, or motion, is not lo- 
calizable in any one of its parts but is a property of the 
activity within the entire system. As conceptualized 
by Mountcastle (2), neurophysiologic functions take 
place in distributed systems rather than in a hierarchi- 
cal format. As a consequence, conservation of func- 
tion is protected. Impairment in a single component 
may result in a degradation of functioning, but the 
functional process itself does not necessarily stop. 


Mechanisms for Arousal: The Brain Stem 


Most ancient, phylogenetically, are the tissues in the 
archicortex, the brain stem, sometimes designated as 
the ''reptilian brain’’ (3) or the ‘‘visceration brain” (4). 
These tissues include the reticular activating forma- 
tion, which provides generalized control functions, 
eliciting arousal and maintaining vigilance (5-7). Pliant 
vigilance is continuously maintained for the organism 
by the flow of two neurotransmitters generated in this 
region. Norepinephrine arises from cells in the locus 
ceruleus and the medial reticular formation and is 
transmitted to the limbic region and the entire neo- 
cortex for the maintenance of arousal. Serotonin is 
generated in the pontine raphe nuclei and transmitted 
to the hypothalamus, the basal ganglia, and the neo- 
cortex. It enables variable and flexible functioning by 
dampening large inputs and magnifying small inputs, 
somewhat independent of the specific inputs. 


Mechanisms for Emotion: The Limbic Area 


That “‘emotions’’ have an anatomic ‘‘mechanism’’ 
in the brain was first proposed by Papez (8) in 1937 in 
an article now considered classic. This proposal was 
an innovation in thought. Theretofore, emotions had 
been thought to belong to the province of psychology 
rather than of anatomy and neurophysiology. Papez 
identified emotion as the subjective experience of the 
neurophysiologic processes themselves. Papez’ pro- 
posal went unnoticed for more than a decade; then it 
was brought to scientific life by MacLean (9) and rap- 
idly became a generalized theory of the limbic system. 
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The full implications of this concept do not, even yet, 
seem to be fully recognized, particularly by,those who 
conceptualize primarily in psychological perspectives. | 
MacLean (10) suggested that the teyffi ‘‘affect’’ be 
used in discussing the visceral and hfmoral mar ifesta- 
tions of emotional states. He regardBd ''mood'"' as af- 
fect extended in time. Primary affec are information 
about body needs, e.g., to breathe (suffocation), to 
move (restlessness), to rest (fatigue), etc. Secendary 
affects, derived from primary affects, are asscciated 
with behaviors that signify their presence, e.g., pro- 
tective behavior (fear), aggressive behavior (anger), 
dejected behavior (sorrow), caressive behavior (af- 
fection), etc. Pleasant affects are anabolic, neec-grati- 
fying, and often parasympathetically mediated, where- 
as unpleasant affects are generally catabolic and sym- 
pathetically mediated. 

Two major biologic functions, self-preservation and 
species preservation, are subserved by these primary 
and secondary affects. Self-preservative behavior is 
regulated by the amygdala nuclei to release or tc inhib- 
it the defense behaviors of threat, fight, flight, e-c. The 
septal area generates species-preservative, pleas- 
urable behaviors such as approach, social and genital 
contact, food procurement, and nurturance of the 
young. These behaviors occur in an ''idling'^ state, 
which requires that the. organism's defense mecha- 
nisms remain in a state of inhibition. 

Anatomic components of the limbic system mclude 
an outer ring (the cingulum) that encircles the h um of 
the more rostral paired cerebral hemispheres like a 
hem. This ring is closely connected with the frontal 
cortex and the thalamus and contains the analyzers of 
sensory information through these connectiors. The 
inner ring consists of ancient cortical components (ol- 
factory and hippocampal-fornix) and noncortical com- 
ponents (the midline septum and the paired amvgdalae 
and probably the nucleus accumbens located in the 
head of the caudate nucleus, itself a part of the basal 
ganglia complex). Activities in this system are trans- 
mitted to the caudally located hypothalamus, the 
brain's major autonomic motor apparatus, where the 
mechanisms for arousal for self-preservation and de-- 
fense are located. The ventro-medial nucleus of the 
hypothalamus exerts inhibitory control of these mech- 
anisms, which lie in the posterior and lateral h»potha- 
lamic regions. 

Each amygdala (right and left) serves as a sentinel 
that transmits signals to the hypothalamic ke~board. 
Dependent on whether the signal 1s inhibitory cr a sig- 
nal for release, the defense responses are turmed off, 
turned down, or turned on. The hypothalamic nuclei 
are ready at all times but are kept in low key bv inhib- 
itory regulation. Thus the amygdala functions as a bi- 
aser, influencing the hypothalamic neurons and favor- 
ing the maintenance of inhibition. The hypothalamus, 
a target organ of the limbic processes, exerts the ulti- 
mate elaboration of neural, neuroendocrine, or behav- 
ioral responses, and its activities can be observed in 
the organism’s behavior. Other regulatory functions of 
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FIGURE 1 
Schema of Major Brain Regions, Structures, and Pathways? 
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the hypothalamus lie outside the scope of this dis- 
cussion. 

The nucleus accumbens, located within the head of 
the caudate nucleus of the basal ganglia, has well-es- 
tablished functional connections with the limbic sys- 


tem. It receives input from other limbic structures— 
the amygdala, the septum, and the hippocampus-—and 
presumably is the sole portal of entry for the neuro- 
transmitter, dopamine, to the limbic system. Its sphere 
of influence, like that of the amygdala, is toward the 
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hypothalamus, i.e., directed toward the organism's in- 
ner domajn rather than the body periphery. 


Mechanisms of Origin aud Transport of Dopamine 


The basal ganglia are a bilateral group of subcortical 
nuclei that give rise to complex synergistic movements 
of many parts of the body, such as postural changes 
necessary for micturition, defecation, vomiting, food 
intake, and drinking. These complex functions con- 
trast with the motor output from the motor cortex, 
which affects single muscles only. Additional func- 
tions are the maintenance of body tone and the control 
of involuntary movements. There are three major nu- 
clei, the caudate and putamen (often called the *'stria- 
tum’’) and the globus pallidus. The midbrain tegmen- 
tum, phylogenetically ancient tissue, is a closely re- 
lated component structure, and the site of origin of the 
neurotransmitter, dopamine. 

Dopamine is generated in two separate areas in the 
tegmentum and is transported rostrally by two sepa- 
rate pathways to two separate target structures. Dopa- 
mine originating in the substantia nigra travels by the 
mesostriatal tract to the caudate-putamen complex of 
the basal ganglia. Dopamine originating in the pars 
compacta travels by the mesolimbic path to the nucle- 
us accumbens of the limbic system. Dopamine trans- 
port in both tracts is mediated by y-aminobutyric acid 
(GABA) in an inhibitory feedback loop. When the 
dopamine supply to the basal ganglia system is in- 
sufficient, degradation in this system's functions 
occurs (in control of body tone, of involuntary move- 
ment, and of postural flexibility). The resulting syn- 
drome—rigidity, tremor, masked facies, flexed pos- 
ture, and gait difficulties (parkinsonian syndrome)—can 
occur as an independent neurologic disorder. It can 
also occur as a side effect in schizophrenic patients 
on phenothiazine medication. As is well known, 
the phenothiazine drugs have a marked dampening 
effect on gross schizophrenic symptomatology and 
are the most widely used treatment for these patients. 
They are known to block receptor sites for dopa- 
mine on the target organ and so reduce the trans- 
port of dopamine across the synapse. In an etiologic 
perspective, a logical assumption is that too much 
dopamine in the target systems (basal ganglia and lim- 
bic) disturbs their functioning in a way that manifests 
itself in schizophrenic phenomena. This assumption is 
under intensive investigation currently, and I will 
briefly cite some research data. 


Mechanisms for Communication 


Neurophysiologic systems constitute the individ- 
ual’s private domain and are without direct connection 
with the body periphery and the outside world. There 
are two major effector systems for communication 
from this private sector to the public space around the 
individual. The first consists of the aggregate of de- 
scending extrapyramidal fibers from the subcortical re- 
gions to the visceral motor outflow from the spinal 
cord. The second consists of the motor cortex and the 
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decussating pyramidal tracts to the skeletal ‘mus- 
culature of the body. Thus inner events are outwardly 
expressed, inexorably, as body motions. The incivid-- 
ual reveals himself, and can be knowpfto others. Ey his 
characteristic modes of reaction and behavior. B-oad, 
stable modes characterizing a givdn individual may 
constitute his temperament, a reflection of his pacticu- 
lar innate biologic substrate (11). : 

Affects, generated and experienced in the private 
domain, are simultaneously recorded at the bady pe- 
riphery in the form of movements, as on a public 
screen or as the hands on the face of a clocx. This 
motility is involuntary, as are the movements cf the 
clock's hands, so that the individual is continuzll y giv- 
ing himself away to public observation; conscious ef- 
fort must be made at times to disguise this private 
emotion from public recognition. This peripheral ac- 
tivity and this central activity are two aspects of the 
same process. Such motility is of a different order from 
motility that subserves the function of commurication 
with others and connection with the culture. 

Social communication occurs by a variety of body 
signals attentive to the social context—facisl ex- 
pression, tempo and direction of movement, bcdy atti- 
tude, gesture, and sound production refined from lulls 
and growls to speech and its content. Words amd sym- 
bols represent physical forces by proxy and are condi- 
tioned by experiences within the private domaia and 
by the surrounding culture (4). The ordinary range of 
motility functions is crucial for an organism s well- 
being as an individual and a social unit, enabling Bim to 
maintain himself effectively in the implacable, zravity- 
dominated, stranger-occupied public space around 
him. When motility aberrations subserving tFe com- 
munication functions occur, degraded behaviors ap- 
pear, as is striking in clinical schizophrenia. 






Disturbances in Neurophysiologic Systems ana 
Schizophrenia 


I will briefly cite some experimental data on those 
neurophysiologic systems associated with behavioral 
disorganization typical of that observed in c.inical 
schizophrenia. I have drawn these examples, which 
are illustrative only, from a very large researc litera- 
ture beyond the possibility of adequate review in this 
paper. 

When amygdalectomy is performed on previously 
gregarious and sociable subhuman primates, striking 
changes in emotional state and behavior occur. These 
changes are immediately suggestive of the clessical 
clinical picture of chronic schizophrenia. KLre (12) 
studied such animals in his laboratory and in tre field. 
After amygdalectomy the animals behaved in the fol- 
lowing way. In juvenile animals, peer social Eeanavior 
diminished to the point of social withdrawal and total 
isolation from the group. In free open spaces. com- 
plete isolation ensued. In caged space, lesioned indi- 
viduals huddled together, away from the normal ones. 
Adult animals also withdrew from any time cf close- 
ness and appeared fearful. They tended to remain sta- 
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. tionary as long as they were left alone. When ap- 
proached they withdrew; if followed, they fled. This 
behavior oequrred even in a previously dominant 
male. Tte dist&rbance increased with age. Normal ani- 
mals either made aggressive assaults on the lesioned 
animals or becgme indifferent to them. Their lack of 
affective responsiveness, even appropriate submissive 
gestures when challenged, made the lesioned animals 
vulnerable to attack and limited their potential for sur- 
vival. When amygdalectomy was performed on female 
monkeys with infants, the maternal-infant bond was 
shattered. Even the rudiments of maternal behavior 
were absent. Kling noted that there have been few 
studies of the size and locus of the amygdala lesion in 
relation to behavior, but the deficit in emotional ex- 
pression and the reduction in aggressive behavior after 
amygdalectomy have been consistent findings in most 
species in a variety of settings and group composi- 
tions. 

Amygdalectomy has been carried out on human sub- 
jects as a therapeutic procedure in temporal lobe epi- 
lepsy amd in chronic schizophrenia. The main effects 
reported are diminished aggressiveness, flat affect, and 
a decrease in social interaction (13). 

Stevens (14, 15) has studied disturbed dopamine 
transport and behavioral changes. She has presented, 
in remarkable detail, considerations of clinical phe- 
nomena manifested by schizophrenic patients and of 
relevant neuroanatomic and neurophysiologic materi- 
al. Stevens addresses the question of what the effect of 
too much dopamine in the neurophysiologic systems 


might be: since dopamine transport from the site of - 


origin to the target structures is mediated in an inhib- 
itory feedback loop by GABA, it seemed probable that 
a blockade of GABA receptors in the midbrain pars 
compacta would flood the nucleus accumbens with 
dopamine. She applied a GABA-blocking agent, bi- 
cuculine, in freely moving cats chronically implanted 
with electrodes and cannulas, and the animals ‘‘dis- 
played an extrordinary state consisting of intense 
arousal. stare, fear, withdrawal, waxy flexibility, stat- 
uesque posture, searching, sniffing and hiding stereo- 
types” (p. 189). EEG spike activity was also observed, 
limited to the superior terminus of the dopamine pro- 
jection in the nucleus accumbens, “‘the same region 
from wh:ch spike activity has been recorded in schizo- 
phrenic man.” Similar results were not obtained from 
injection of bicuculine in the nearby substantia nigra, 
the poin: of origin of dopamine destined for the cau- 
date-putamen. Instead, Stevens observed ipsilateral 
circling, cutaneous hyperesthesia or ipsilateral self-bit- 
ing, and zrooming suggestive of somatosensory distur- 
bance, in association with spike activity in the caudate 
nucleus. 

Thus. with impairment in one component of the lim- 
bic system, the nucleus accumbens dopamine delivery 
system, and with presumed flooding of dopamine into 
the system, massive degradation of limbic functioning 
resulted. Inhibitory control of the hypothalamic de- 
fense-releasing mechanisms disappeared, and the 
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emotional status became one of intense arousal ex- 
pressed in restless, disorganized, unmodulated, and 
unadaptive behaviors. The waxy flexibility and postur- 
ing suggest some concomitant basal ganglia system in- 
volvement as well. The inference that some aspects of 
the schizophrenic syndrome may be a manifestation of 
disturbance in the limbic and possibly basal ganglia 
systems is supported by these experimental findings. 

Two sets of studies have called attention to distur- 
bances in the motility systems of autistic and schizo- 
phrenic children. Ornitz and Ritvo (16), working with 
autistic children, concluded that fundamental symp- 
toms involve disturbances of motility and perception, 
suggesting a maturational delay in the development of 
complex motor patterns and an imbalance between ex- 
citatory and inhibitory central nervous system influ- 
ences. Fish (17) has noted that motility disturbances 
observable during childhood precede schizophrenia. 
She has followed a series of 24 children for more 
than 25 years; 12 were the offspring of schizophrenic 
mothers, and 12 were the offspring of nonschizo- 
phrenic mothers. Seven of the 12 offspring of schizo- 
phrenic mothers later became schizophrenic. During 
the infancy period, Fish noted the ‘‘baggy’’ feeling 
of the babies when picked up, as though some mecha- 
nism in the brain were not holding steady. She states, 
"Quiet infants had extreme underactivitv, flaccidity, 
and over-extensibility of the joints. Their muscle 
tone was as doughy as that of infants with Down's 
syndrome” (p. 73). She adds, ''These infants had 
periods when several different CNS functions mani- 
fested integrative disorder—a disorder of the overall 
regulation and patterning of the orderly progress 
of maturation, not a disorder of isolated traits or 
responses’ (p. 75). 


DISCUSSION 


In the scheme of mother nature, it seems that there 
are not two worlds, a neurologic world and a phenom- 
enologic world, but one world consisting of single, uni- 
tary distributive systems extending from the inner pri- 
vate domain of bodily processes, for which specialized 
structures are supplied, to the public functions of be- 
haviors appearing as observable phenomena in the sur- 
rounding culture. These systems are the organism's 
enablers for the purposes of life, emotion, communica- 
tion, and work. : 

Intuitively, the specialty of psychiatry has long as- 
sumed involvement of the biologic substrate in the be- 
havioral malfunctioning of patients with major psycho- 
ses. Indeed, the deliria and the dementias are officially 
recognized as direct expressions of brain pathology. 
But knowledge concerning subcortical structures and 
systems of the brain, those phylogenetically ancient 
systems concerned with functions other than cognition 
(affect, bonding, self- and species preservation), has 
been sparse. The main course open to the clinician has 
been attention to the phenotype—the detectable ex- 
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pression of the interaction of biologic ‘‘givens’’ and 
environment, constituting the visible character of the 
organism's behavior. This course has yielded valuable 
knowledge concerning ?trapsychic organization, hu- 
man motivation, and the maturational processes and 
an armamentarium of dynamic psychotherapeutic pro- 
cedures. However, the core psychoses have remained 
disappointingly intransigent to psychotherapeutic in- 
tervention, at least on any large scale, and etiologic 
understanding remains obscure. In terms of the major 
psychoses, psychiatry is still at the drawing board. 

The task of medical diagnosis is to depict, accurate- 
ly and realistically, the nature and mode of functioning 
of the human organism, inside and outside the limits of 
good quality control. The effective discharge of this 
task has always required a familiarity with the body's 
structural systems and with the functional organiza- 
tion of tissues and organs that goes beyond phenome- 
nologic description. The material I have presented rep- 
resents a brief synthesis of data relevant to this task, 
data that exist through the studies of such neuroscien- 
tists as Papez, MacLean, Magoun, Livingston, Yakov- 
lev, and Stevens. Other well-known contributors in- 
clude Olds and Milner (18), Nauta and associates (19), 
Sperry (20), and Johnson (21). Stevens and Johnson in 
particular maintain close attention to actual and theo- 
retical relations between clinical phenomena and the 
brain's biologic systems. The data from these studies 
constitute a firm anchor for psychiatry in the medical 
sciences: they illuminate the bodily processes through 
which the organism achieves personal integration and 
juncture with his surroundings and present a challenge 
to the psychiatrist for assimilation and imaginative re- 
sponse. 
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Prevalence of Sleep Disorders in the Los Angeles Metropolitan 


Area 


BY EDWARD O. BIXLER, PH.D., ANTHONY KALES, M.D., CONSTANTIN R. SOLDATOS, M.D., 
JOYCE D. KALES, M.D., AND SHEVY HEALEY, PH.D. 


The authors determined the prevalence of sleep 
disorders in a general population through a survey of 
1,006 representative households in the Los Angeles 
metropotitan area. They found an overall prevalence 
of current or previous sleep disorders in adults of 
52.1%. Sr ecifically, they found a 42.596 prevalence of 
insomnia, 11.2% of nightmares, 7.1% of excessive 
sleep, 3.3% of sleeptalking, and 2.5% of sleepwalking. 
These conditions were often chronic and usually 
started early in life. Insomnia was more frequent in 
older people, particularly older women, and in people 
of lower educational and socioeconomic status. 
Insomnia nightmares, and hypersomnia were 
correlated with more frequent general physical and 
mental health problems. 


THERE !S A LACK of information regarding the preva- 
lence of sleep disorders in the general adult popu- 
lation, even though our knowledge of how to evaluate 
and treat these disorders has advanced considerably. 
A greater awareness and appreciation of the general 
prevalence of the various sleep disorders should assist 
phvsicians in the more rapid diagnosis and effective 
treatment of these disorders. 

Epidemiological studies of sleep disorders have of- 
ten focused on the prevalence of a single sleep dis- 
order or the prevalence of sleep disorders in a specific 
patient population (1-4). Our primary goal in the study 
described here was to more accurately estimate the 
prevalence of a number of sleep disorders in the gener- 
al adult population by using a representative sample 
systematically selected on the basis of sex, age. ethnic 
origin, occupation, and income. 
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We also sought information on the longitudinal 
course of each disorder and its relationship to general 
health and mental health. Our specific areas of interest 
were 1) the prevalence of various sleep disorders in a 
general adult population, 2) the prevalence of a given 
sleep disorder in terms of a current versus a past com- 
plaint, 3) the age of onset and duration of difficulty for 
each sleep disorder, and 4) the correlation between 
each sleep disorder and the individual's general phys- 
ical and mental health, educational achievement, and 
socioeconomic status. 


METHOD 


To accomplish our objectives, we included in the 
Los Angeles Metropolitan Area Survey of 1973 several 
questions related to disturbed sleep. The Los Angeles 
Metropolitan Area Survey is a shared-time omnibus 
survey of the people in Los Angeles County that en- 
ables research investigators to obtain data from repre- 
sentative households. The representativeness of the 
sample used in the 1973 Los Angeles Metropolitan 
Area Survey (N=1,006) was based on the 1970 census 
of this area. This sample was derived by means of a 
multi-stage, stratified probability sample chosen on the 
basis of age, sex, ethnic origin, education, income, and 
occupation. Only adults (18 years old and older) were 
included in the survey. Of the total sample, 274 
(27.2%) were in the 18-30-year-old age group, 396 
(39.4%) were in the 31-50-year-old age group, and 336 
(33.496) were in the 51-80-year-old age group. There 
were more women (N=563, 56%) than men (N=443, 
44%). 

The annual income distribution was as follows: 186 
(18.5%) earned less than $5,000, 243 (24.2%) earned 
$5 ,000-$15,000, 477 (47.4%) earned $15,000-$25,000, 
and 100 (9.9%) earned more than $25,000. Two hun- 
dred eight (20.7%) of those surveyed were classified as 
professional workers, 110 (10.9%) were managerial, 80 
(8.0%) were in sales, 227 (22.6%) were clerical, 94 
(9.3%) were in crafts, 144 (14.3%) operated some kir.d 
of machinery, and 143 (14.2%) were classified as hav- 
ing ‘‘miscellaneous’’ positions. Educational levels, 
based on attendance rather than completion, were as 
follows: grade school, 122 (12.1%); high school, 452 
(45%); college, 335 (33.3%); and postgraduate educa- 
tion, 97 (9.6%). 
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The several questions that we included in the 100- 
question survey appeared together near the middle of 
the questionnaire. Each individual surveyed was 
asked whether he or shé had a current problem with 
any of the sleep disorders listed on a card and, if so, 
how long the problem had lasted. The individual was 
then asked to indicate if he or she had had any of the 
sleep difficulties in the past. The specific questions 
were, 1) "Would you please look at this card and tell 
me if you have any of these sleep problems now?" 
(The items listed on the card were as follows: trouble 
falling asleep, waking up during the night, waking up 
too early and not being able to fall back to sleep, sleep- 
ing too much, frightening dreams, sleeptalking, sleep- 
walking, bedwetting, and no sleep problems.) 2) ''If 
yes, a) how long have you had this problem? and b) 
would you please look at this card again and tell me if 
you have had any other sleep problems in the past be- 
sides the ones you already mentioned?” 3) “If no, 
would you please look at this card again and tell me if 
you have had any of these sleep problems in the 
past?" 

In addition to the information from our own ques- 
tions, we obtained the responses to questions sub- 
mitted by other researchers that were related to gener- 
al physical health and mental health.! The areas cov- 
ered by these additional questions were 1) presence of 
any persistent or recurring health problems, 2) number 
and duration of hospitalizations during the past year, 
and 3) general assessment of whether the individual 
felt the need for help in the last year for such diffi- 
culties as marital/family problems, problems with alco- 
hol, tension, depression, or loneliness and, if so, 
whether professional help was obtained for any of 
these difficulties. Also available were general demo- 
graphic data for the entire sample; these included age, 
sex, ethnic origin, education, occupation, and family 
income level. 

The data were organized for computer analysis by 
means of the Statistical Package for the Social Sci- 
ences (SPSS). We analyzed the data by dividing the 
entire sample into three age groups, 18-30, 31-50, and 
51 and older. For each individual who responded af- 
firmatively to the question regarding presence of a list- 
ed sleep disorder, we calculated the age of onset for 
the disorder by subtracting the duration of the problem 
from the respondent's age. The longest duration re- 
ported for any of the three types of insomnia was used 
as the value for the duration of the overall problem of 
insomnia. For each sleep disorder, the mean age of on- 
set was determined as well as the distribution of the 
age of onset by 10-year periods throughout life. In ad- 
dition to calculating the mean duration of each sleep 
disorder, we determined the duration of the problem 


"The authors thank Dr. Leo G. Reader of the University of Califor- 
nia, Los Angeles, School of Public Health and Dr. Ron Dowd, Dr. 
Eleanor Parsons, and Dr. Sol Rochelle of the Los Angeles County 
Department of Health Services for letting them use the responses 
to their questions on general and mental health in the Los Angeles 
Metropolitan Area Survey. 
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within intervals of 1 month, 2-11 months, 1-5 yéars, 
and more than 5 years. : E 

A two-tailed t test between groups was used to com- : 
pare men and women in terms of the flan valles for 
the age of onset and duration of each sleep disorder. 
All other statistical comparisons were made using a 
two-tailed chi square to compare the values w thin a 
group of subjects with a given sleep disorder w:th the 
expected value for the entire sample. For eack sleep 
disorder, these analyses included the sex, ag2, and 
sex-by-age distributions within the group, th2 data 
from the general health and mental health questions, 
and the demographic information. 


RESULTS 


Prevalence of Sleep Complaints 


Table 1 shows the prevalence of insomnia, hyper- 
somnia, nightmares, and sleeptalking as curren: prob- 
lems, as well as their age of onset, duration, anc distri- 
bution by sex and age. The data for insomnia aze sub- 
divided into difficulty falling asleep, difficulty staying 
asleep, and early final awakening. A total of 524 people 
(52.1%) complained of one or more current or past 
sleep disorders; 384 (38.2% of the total sample of 
1,006) indicated that they had a current problen, and 
234 (23.3% of the total sample) had a past p-oblem 
(some of those with a past problem also had a current 
difficulty). 

Insomnia was by far the most common slee» com- 
plaint. There were 428 respondents (42.5% of the total 
sample) who reported having a current or past problem 
with insomnia. The frequency of each type of insomnia 
as a current or past problem was as follows: difficulty 
staying asleep, 271 respondents (26.9% of the total 
sample), difficulty falling asleep, 235 (23.496 of the to- 
tal sample), and difficultv with early morning awak- 
ening, 172 (17.196 of the total sample). 

A current complaint of insomnia was reported by 
324 respondents (32.2% of the total sample). Th2 mean 
age of onset for this problem was 36.8 years. The dis- 
tribution of the age of onset by 10-year periods was as 
follows: younger than 10, 22 respondents (796). 11-20 
years old, 37 respondents (11.4%), 21-30 years old, 72 
respondents (22.2%), 31-40 years old, 58 respcndents 
(18%), 41-50 years old, 52 respondents (16%) 51-60 
years old, 44 respondents (13.5%), 61-70 years old, 25 
respondents (7.7%), and older than 70, 14 respondents 
(4.2%). The decade of the peak age of onset for women 
(21-30 years) was earlier than that for men (31-40 
years), but the mean age of onset for women (37.1 
years) did not differ significantly from that of men (36.5 
years). 

Nine of those who had a current complain: of in- 
somnia (2.8%) had had the complaint for 1 mcnth, 43 
(13.3%) had had it for 2-11 months, 141 (43.5%) had 
had it for 1-5 years, and 131 (40.4%) had had it for 
more than 5 years. 

The higher percent of women (61% versus 3922) who 
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Prevalence'cf Sleep Disorders as a Current Problem in a Representative Population, by Mean Age of Onset, Mean Duration of Problem, Sex, and 


Age Group 


oS CMM MM M MMC I CMM EM I DE MM MEC eS a is 


Insomnia? 


usnama ma 


a Difficulty Falling 
Asleep (N = 145) 


Difficulty Staying 
Item Asleep (N =239) 


Prevalence of cur- 


rent problem? 14.4 22.9 
Mean age cf onset of 

current problem (years) 37.0 39.3 
Mean duration of 

current problem (years) Faa. 9.3 
Sex‘ 

Men 31.7% 39.1 

Women 68.3 60.9 
Age group” 

18-30 years 29.3 20.2* 

31-50 years 30.8 32.0* 

51 years and older 39.9" 47.8! 


aSome respondents had more than one type of insomnia. 
"Percents bas2d on total N of 1.006. 
*Percents based on Ns in eazh category. 


Early Final 
Awakening Total Hypersomnia Nightmares — Sleeptalking 
(N-139 . (N»324) (N-42 . (N-33) (N=24) 
13.8 32.2 4.2 5.3 2.4 
40.2 36.8 25.0 30.2 18.1 
7.0 10.5 7.0 12,6 14.4 

36.0 39.4 45.2 cw ey 41.7 
64.0 60.6 54.8 62.3 58.3 
15.8" : 22.9 64,3" 30.0 54.24 
42.4 37.3 20.9* 40.0 37:9 
41.8 39.8* 14.8* 30.0 8.3* 


"The difference between the sexes and among the age groups was significant on this item at p<.01. 
"The difference between the sexes and among the age groups was significant on this item at p<.05. 


reported insomnia was not statistically significant be- 
cause the total sample showed a similar predominance 
of women (56% versus 44%). The age of the respon- 
dents with insomnia, however, was significantly differ- 
ent from the age of the total sample: respondents older 
than 50 were more likely to report insomnia (p«.05). 
The interaction between sex and age in the respondents 
who had insomnia also differed significantly from that 
of the total group: a smaller number of young men and 
a larger number of older women complained of insom- 
nia (p<.01;. When the 51-year-old and older age group 
was broken down into two subgroups (50-65 and 66 
and older), the proportion of individuals with insomnia 
in these two subgroups was similar to the proportion of 
the same subgroups in the total sample. 

The specific complaint of difficulty staying asleep 
was reported significantly more often (23%) than both 
difficulty falling asleep (14%) and early final awakening 
(14%) (p<.001). Difficulty falling asleep had the 
earliest mean age of onset, followed by difficulty 
staying asleep and early final awakening. The peak. in- 
cidence of the age of onset by [@-year periods for the 
complaints of difficulty falling asleep and difficulty 
staying asleep were similar to the peak for the entire 
group of respondents who reported having insomnia 
(21-30 years of age). In contrast, early final awakening 
showed a peak incidence for age of onset at 51-60 
years of age. About 80% of the individuals with each of 
the three types of insomnia had had the problem for 
more than 1 year. 

When we analyzed the specific complaints accord- 
ing to age, we found that respondents older than age 50 
were more lixely to indicate a problem with each type 
of insomnia. but this difference was significant only for 
difficulty falling asleep and difficulty staying asleep. In 
general, the two younger age groups had less frequent 


complaints of insomnia than would have been ex- 
pected. Analysis by sex indicated that significantly 
more women had difficulty falling asleep, and the sex- 
by-age analysis showed that a significantly greater 
number of women older than age 50 had complaints of 
difficulty falling asleep and early final awakening. 

Complaints of sleeping too much, either current or 
past, were reported by 71 (7.1%) of the whole group of 
respondents. Those with a current complaint of exces- 
sive sleep (N —42) experienced an early onset of their 
problem: 31 (74%) had an age of onset before 30 years 
and 19 (45%) before age 20. Also, 28 (67%) had had the 
problem for more than 1 year and 17 (40%) for more 
than 5 years. The youngest age group (18-30 years of 
age) accounted for 64% of the total (N=27). The sex 
distribution for this complaint roughly paralleled that 
of the overall sample. 

Nightmares as either a current or past complaint 
were reported by 113 (11.2%) of the respondents. The 
highest percentage of respondents reporting current 
nightmares (N=53) was in the 31-50-year-old age 
group. The distribution of the age of onset for this 
complaint in 10-year periods was as follows: 0-10 
years, 10 (18.8%); 11-20 years, 6 (10.4%); 21-30 years, 
15 (29.2%); 31-40 years, 9 (16.7%); 41-50 years, 3 
(6.3%); 51-60 years, 7 (12.5%); 61-70 years, 1 (2.196); 
and 71 and older, 2 (4.2%). Nightmares were experi- 
enced for longer than 1 year by 46 (87%) of the re- 
spondents; 25 (47%) had had the complaint for longer 
than 5 years. More women reported nightmares than 
did men, and there was a higher number of young 
women and older men with this complaint. 

A total of 53 of the 1,006 subjects (5.3%) complained 
of either a current or a past problem with sleeptalking. 
All of the respondents with current sleeptalking 
(N=24) had had the onset of their problem before age 
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TABLE 2 


Prevalence of Sleep Disorders in a Representative Population, by General Health and Mental Health Correlates 
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é Insomnia*” f 


Difficulty Difficulty 


To:al Falling Staying 
Sample Asleep Asleep 
Correlate (N=1,006) (N=145)  (N=230) _ 
General health items 
Recurring health problem 
present 38.9 60.0 57.6 
Multiple recurring health 
problems present 9.4 24.1* 18.3 
Hospitalized during past 
year 11.6 22:0" 17.44 
Mental] health items present 
during past year 
Need for help with 
emotional problems 23.2 35.4* 33.0* 
Tension 20.0 31.0* 28.7* 
Marital/family problems 16.2 21.4 18.3 
Alcohol-related problems 1.5 2.8 3.0 
Depression 14.6 20.7 20.44 
Loneliness 7.8 15.9* 13.5* 
Use of mental health 
facilities 7.6 9.0 8.3 


?Percents based on Ns in each category. 
*Some respondents had more than one type of insomnia. 


Early Final 
Awakening Total . Hypersomnia? Nightmares? Sleeptaiking? 
.((N«139)  (N=324) (N—42) (N53) (N=24) | 
58.0 53.0* 35.7 56.6" 50.0 
19.4 17.34 11.9 20.8 12.5 
17.3 13.7* 16.6 14.5" 8.3 
30.9 33.3* 50.0* 45.3* 33.3 
26.6 29.2* 45.2* 41.5" 37.5 
18.7 17.8 28.6 17.0 33.31 
2.9 2.8 2.4 13.2* 0.0 
237 19.44 33.3* 30.2* 20.8 
14.4* 12.9* 26.2* 22.6* 16.7 
7.2 9.2 [9.01 17.0 8.3 


‘The difference between this group and the total sample was significant at p<.01. 
The difference between this group and the total sample was significant at p<.05. 


40, and 7 (29%) had it before age 10. Most of the re- 
spondents who currently sleeptalked (9226, N 222) had 
had ihe problem for more than 1 year. The higher prev- 
alence of this problem in women was not statistically 
significant. Those in the youngest age group had a sig- 
nificantly higher prevalence of this complaint. 

A total of 25 respondents (2.5%) complained of ei- 
ther a current or past problem with sleepwalking. 
Since only a small number of respondents (.4%, N=4) 
had a current complaint of sleepwalking, it was not 
possible to analyze the data by age and by sex. How- 
ever, the combined data for current or past sleep- 
walking showed a sex distribution that was similar to 
that of the overall sample. 

None of the respondents reported a current problem 
with bedwetting. Only 21 respondents (2.1%) reported 
that bedwetting was a past problem. 


General and Mental Health Correlates 


The general health and mental health correlates of 
the various sleep disorders are shown in table 2. Com- 
pared with the total sample, individuals with a current 
complaint of insomnia more frequently reported a per- 
sistent or recurring health problem, experienced more 
multiple health problems instead of a single health 
problem, and had been hospitalized. more often and for 
longer periods of time during the previous year. These 
general health correlates were consistent for each of 
the three types of insomnia. 

In addition, individuals with insomnia more often 
felt that they needed help with emotional or family 
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problems. Specifically, they reported significantly 
more often that they needed help for tension, Cepres- 
sion, and loneliness. Tension was a more frequent 
complaint for those who had difficulty falling asleep 
and difficulty staying asleep, and depression was more 
frequent for those who had difficulty staying asleep 
and those who woke too early. Loneliness was a com- 
mon complaint for all three groups. The number of re- 
spondents with insomnia who actually used any of the 
mental health services listed in the survey did not dif- 
fer significantly from the number in the group as a 
whole. 

Individuals with a current complaint of sleeping too 
much more frequently felt that they had needed help 
with emotional problems during the previous year than 
did those in the group as a whole. Specifically, they 
reported significantly more often that they had needed 
help with tension, depression, and loneliness. These 
individuals used mental health facilities significantly 
more often than did the total sample. 

Those individuals who complained of current night- 
mares reported significantly more persistent or recur- 
ring health problems as well as more hospitalizations 
during the previous year. They also more often in- 
dicated that they had needed help with emotional 
problems during the previous year, specifically for ten- 
sion, problems with alcohol, depression, and loneli- 
ness. This group also reported more frequent use of 
mental health facilities than the group as a whole. 

For individuals who had a complaint of sleeptalking, 
none of the values for the general and mental health 
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_corrélgtes ‘vas significantly different from the total 


sample, except for an increase in reported marital/fam- 
- ily problems, 


We analyzed the general health and mental health 
data according to the current or past status of each 
sleep disorcer. In general, the values for the general 
health and mental health items for each category of 
sleep disorcer were similar for individuals with a his- 
tory of the sleep disorder and those with a current 
complaint. For bedwetting and sleepwalking, data 
were analyzed for the general and mental health corre- 
lates of individuals who had a past complaint because 
an insufficient number of subjects had these com- 
plaints currently. Individuals with a past complaint of 
bedwetting rad significantly more depression, loneli- 
ness, and problems with alcohol, but those with a past 
complaint of sleepwalking had no significant increase 
in mental health problems. 


Demographic Correlates 


Current complaints of insomnia occurred more fre- 
quently among individuals whose education was gen- 
erally lower (p«.05), whose income was less than 
$5,000 (p«.C5), and whose occupation required opera- 
tion of machinery (those classified as operative) 
(p<.01). Individuals with low incomes and operative 
occupations reported significantly more difficulty fall- 
ing asleep aad staying asleep (p<.05). Respondents 
who compla.ned of excessive sleep were also more 
likely to be in the lowest income group (p<.01). A cur- 
rent problem. with nightmares was more common in 
individuals v-hose educational attainment was at the 
junior high school level or lower (p<.05). 


DISCUSSION 


The results of this survey demonstrate that sleep 
problems are prevalent. We found a very high overall 
prevalence o7 current and past sleep problems — 5226; 
38% of the respondents had a current complaint. The 
prevalence o? insomnia as a current problem in our 
sample (32.2%) approximated the prevalence reported 
in two nationwide surveys (32.4% and 33%) (5, 6) as 
well as in a survey of an urban Florida county (35.496) 
(7). The relative predominance of difficulty staving 
asleep in our study as opposed to the predominance of 
difficulty falling asleep in the Florida study (7) may re- 
flect methodological differences between the two stud- 
les, specifically in terms of how the questions were 
presented and their content. 

Our finding of more frequent complaints of insomnia 
in older individuals, especially women, agrees with the 
findings of several previous studies showing that wom- 
en and older individuals sleep poorly compared with 
men and younger people (5-10). Excessive sleep and 
sleeptalking were much more prevalent in the 18-30- 
year-old age group, and nightmares were evenly dis- 
tributed amorg the three age groups. 

Our data show that sleep disorders often start early 
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in life and persist for many years. Even insomnia, 
Which is more prevalent in older individuals, began be- 
fore age 20 in 18% of the respondents. Moreover, most 
of the respondents who had insomnia (8496) had had 
this problem for longer than 1 year. Excessive sleep, 
nightmares, and sleeptalking also more frequently had 
an early age of onset and relatively long duration. 

Respondents with a current complaint of insomnia 
or nightmares had had significantly more general 
health problems and hospitalizations during the pre- 
vious year. The groups -of respondents who had in- 
somnia, nightmares, and excessive sleep were more 
psychologically disturbed in that they more frequently 
felt that they had needed help for tension, depression, 
and loneliness during the previous year. The group of 
respondents who had nightmares also had more prob- 
lems with alcohol. 

Since many studies have shown a 1096-1596 preva- 
lence of bedwetting in children older than age 5 (11- 
13), we anticipated a much higher prevalence of bed- 
wetting as a past problem. However, the severe social 
stigma of enuresis might account for a large number of 
respondents not admitting to having had it. A history 
of bedwetting was associated with significantly more 
psychological disturbances, including problems with 
alcohol. This finding reflects the causative effect of 
psychological difficulties in secondary enuresis and the 
psychological disturbances that can arise from primary 
enuresis, even though this condition is usually a devel- 
opmental problem (14, 15). 

The finding that a past complaint of sleepwalking 
was not associated with significantly more psycho- 
pathology was in agreement with our previous studies 
indicating that sleepwalking in childhood is related to 
developmental factors, whereas sleepwalking in adult- 
hood is often secondary to psychological disturbance 
(16, 17). 

Insomnia, especially difficulty falling asleep and dif- 
ficulty staying asleep, was more prevalent among indi- 
viduals of low educational and socioeconomic status, a 
finding that confirms previous observations (7, 10). 
Hypersomnia occurred more frequently in the low in- 
come group, and nightmares were more common 
among those of lower educational attainment. Since 
insomnia, hypersomnia, and nightmares are also re- 
lated to psychopathology, our findings might be ex- 
plained by a higher incidence of psychopathology in 
groups with limited education and lower income. Pre- 
vious studies have indicated that mental disturbances 
are more prevalent in these groups (18, 19). This in 
turn may be related to the fact that social class, as 
measured by education, is inversely related to life 
stress as measured by life change events (20). In addi- 
tion, it has been shown that the number of stressful 
events reported by individuals with chronic insomnia 
during the year in which their insomnia began was sig- 
nificantly higher than that reported by age-matched 
control subjects (21). 

The results of our present study demonstrate that 
sleep disorders are quite prevalent in the general popu- 
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lation, that they often persist for many years, and that 
they are often associated with general health prob- 
lems, particularly mental health difficulties. These 
findings emphasize the ifmportance of the physician's 
readiness to recognize, diagnose, and treat sleep dis- 
orders. 
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Normal Neuropsychological Abilities of Alcoholic Men i in Their 
Late Thirties 


BY IGOR GRANT, M.D., KENNETH ADAMS, PH.D., AND ROBERT REED, M.S. 





The neuropsychological performance of alcoholic men 
in their late 30s (mean age, 37 years), some of whom 
had been abstinent for 3 weeks and others for 18 
months. was compared with that of a group of men 
who drank occasionally. There were no differences 
between the aicoholic groups and the comparison 
group that could not be attributed to normal aging. 
The number of years of alcoholism or estimated 
lifetime alcohcl use, dietary adequacy, and medical or 
blackout nistory did not relate to neuropsychological 
impairment. Tae authors suggest that a simple ''dose- 
effect” relationship between alcohol use and cognitive 
decline cannot be assumed. 


FOR YEARS we have known that at least some alcohol- 
ics become demented (Wernicke-Korsakoff syndrome) 
as they get older (1). The advent of more sophisticated 
neuropsycholcgical and neuroradiological techniques 
has mace it possible to demonstrate that many alcohol- 
ics who might be found ‘“‘neurologically clear’’ on the 
basis of conventional neurological examination and 
psychological testing exhibit some structural or adapt- 
ive deficits. Three pneumoencephalographic studies 
(2-4) have shown cortical and periventricular atrophy 
in 5096-6095 o: alcoholics who had no other obvious 
neurological s:gns. Computerized tomographic (CT) 


Presented at the 132nd annual meeting of the American Psychiatric 
Association, Chicago, Hl., May 12-18, 1979. Received Aug. 21, 
1978; accepted Nav. 22, 1978. 


Dr. Grant is Chief. Consultation-Liaison Service and Mental Health 
Clinic, Veterans Administration Hospital, San Diego, Calif., Dr. 
Adams is Chief Psychologist, Department of Psychiatry, Henry 
Ford Hospital. Detroit, Mich., and Mr. Reed is Senior Neuro- 
psychometrist, Ve-erans Administration Hospital, San Diego, Calif. 
Dr. Grant is also Associate Professor, Department of Psychiatry, 
University of California, San Diego, School of Medicine, La Jolla, 
Calif. Address rep-int requests to Dr. Grant at the Veterans Admin- 
istration Hospital (116), 3350 La Jolla Village Drive, San Diego, Cal- 
if. 92161. 


This work was suzported by the Medical Research Service of the 
Veterans Ádminisiration and by the Proiect and Human Rights 
Committee of Henry Ford Hospital. 


The authors wou:d like to thank Mary Pendery, Ph.D., Harry 
Homer, and the staff members of the San Diego Veterans Adminis- 
tration Hcspital Alcoholism Treatment Program for their help in re- 
cruiting subjects and facilitating the conduct of this study. They also 
thank Dobie Higley and Julie McLain, who performed neuropsy- 
chological examinations; Deborah Conover, R.D., for rating dietary 
histories; and Deb. Taylor for preparing the manuscript. 


investigations (5-7) have confirmed these findings. 
At the same time, careful neuropsychological as- 
sessments (8-13) have shown that many otherwise 
healthy alcoholics exhibit deficiencies in their ability 
to abstract concepts and in certain perceptual-motor 
skills. These and other studies that have received care- 
ful review elsewhere (14-18) have suggested that many 
alcoholics (perhaps 50%) who have reached their 40s 
and who have been drinking heavily for 10 years or 
more develop cerebral disorder. 

The etiology of alcoholism-related organic mental 
disorder remains obscure. It is possible that alcohol is 
a specific neurotoxin (19), or that behaviors related to 
alcoholism are conducive to the development of brain 
damage (e.g., frequent head injuries or poor dietary 
habits that result in thiamine deficiency), or that alco- 
hol directly or indirectly speeds brain aging (9, 10). In 
the present study we developed careful medical, acci- 
dent, drinking, and dietary histories to examine the 
possible relationship of age, volume of alcohol con- 
sumption, and intercurrent medical-neurological events 
to neuropsychological functioning. 

It is unclear to what degree the subclinical cerebral 
deficits seen in some alcoholics reverse over time. 
Short follow-ups (approximately 2 months) of alcohol- 
ics who had recently stopped drinking (20-22) sug- 
gested that there was considerable psychometric im- 
provement. Alcoholics and users of both alcohol and 
drugs followed for 6-12 months were found to improve 
substantially, although in some cases not totally, ac- 
cording to EEG (23, 24), neuropsychological (24, 25), 
and neuroradiological (6) measures. 

A second purpose of the present study was to fur- 
ther our understanding of the effects of prolonged ab- 
stinence through examination of the neuropsychologi- 
cal functioning of alcoholics who had remained sober 
for 18 months or more. 


METHOD 
Subjects 


We examined two groups of alcoholic men and one 
comparison group of men who drank very little. The 
age, education, and ethnic backgrounds of all three 
groups of men were comparable (see table 1). 

Group |: recently detoxified alcoholics. We selected 
43 inpatients of the Alcohol Treatment Program at the 
Veterans Administration Hospital in San Diego as one 
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TABLE 1 
Demographic Characteristics of Alcoholic and Nonalcoholic Men 

Recently Detoxified 
Item ` Alcoholics (N —43) 
Mean age 36.8 (SD, 6.4) 
Mean years of education 12.6 (SD, 2.4) 
Number of right-handed subjects 38 (88%) 
Number of left-handed subjects 5 (12%) 
Number of Anglos 35 (81.4%) 
Number of Hispanics 4 (9.3%) 
Number of blacks 3 (7.0%) 
Number of others 1 (2.3%) 
TABLE 2 
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Alcohol, Marijuana, and Tobacco Use Among Alcoholic and Nonalcoholic Men 


Recently Detoxified 
Alcoholics (N —43) 


Item Mean SD 


Grams of ethanol consumed 
in past 10 years" 
Years ethanol consumption 
exceeded 560 g/week (80 g/day) 
Occasions marijuana 
used in past 10 years 
Packs of cigarettes 
smoked per week 


2df-- 2/119. 


604,158 477,127 


6.1 4.0 
986 3,263 


10.0 5.9 


HU 
Abstinent Alcoholics Nonalcoholic " Total 
(N =39) Subjects (N =40) UN = 122) 
37.4 (SD, 5.8) 37.0 (SD, 5.9) 37 G (SD, 6.0) 
13.3 (SD, 2.7) 13.0 (SD, 1.5) 13.0¢8D, 2.2) 
35 (9096) 38 (95%) * 121 (91%) 
4 (10%) 2 (5%) 11 (9%) 
37 (95%) 35 (87.5%) 107 (8890) 
1 (2.5%) 2 (5%) 7 (5.596) 
1 (2.590) 2 (5%) 6 (596) 
0 1 (2.5%) 2 (1.5%) 
Abstinent Alcoholics Nonalcoholic 
(N=39) Subjects (N=40) 
Mean SD Mean SD re 
719,812 657,425 51,206 78,424 23.17 
5.9 2.9 0.2 0.9 52.71* 
2,029 5.421 83 368 2.84? 
9.7 6.1 3.5 4.6 11.9* 


"Recently detoxified alcoholics consumed an average of 166 g of ethanol per day. Abstinent alcoholics consumed an average of 198 g of ethanol per day. 


*p«.01. 
*p«.10. 


of our groups. Because we were interested in examin- 
ing possible neuropsychologica! correlates of drinking 
independent of aging, we established an upper age lim- 
it of 46. All of these subjects were diagnosed as alco- 
holic by the staff of the treatment program, and all had 
completed at least 3 weeks of alcohol-free treatment 
on the inpatient unit. To be sure that neuropsychologi- 
cal results were not confounded by preexisting neuro- 
logical illness, severe psychopathology, or concurrent 
drug abuse, we excluded subjects who 1) had ever re- 
ceived a neurological diagnosis (unrelated to alcohol- 
ism) or specialized neurodiagnostic tests (brain scan, 
CT scan, arteriogram, pneumoencephalogram), 2) 
had ever received the diagnosis of schizophrenia or 
bipolar affective disorder, had ever been treated in an 
inpatient or day-treatment setting for a psychiatric dis- 
order other than alcoholism, or had been given anti- 
psychotics, antidepressants, or lithium on a regular 
basis, 3) had ever abused psychoactive drugs other 
than alcohol. We reported on these exclusion criteria 
in an earlier publication (26). 

We also excluded patients whom the treatment pro- 
gram judged to have a persisting alcohol abstinence 
syndrome. 

Group 2: abstinent alcoholics. To assess the per- 
manence of possible neuropsychological changes in 
younger alcoholics we examined a group of 39 men 
who had been continuously abstinent for 18 months or 
more. These subjects were recruited from self-help al- 
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cohol groups and by advertisement. All considered 
themselves to be alcoholic, 35 had histories of at least 
one admission to detoxify from alcohol, znd the re- 
maining 4, although they had never rece ved treat- 
ment, had drunk enough to experience at least one of 
three psychosocial consequences of alcoFo.ism (job 
trouble, family trouble, or legal trouble related to ex- 
cessive drinking). Table 2 shows that the zlcohol his- 
tories of the abstinent subjects were comparable to 
those of the recently detoxified men. The three ex- 
clusion criteria were applied to this group cf abstinent 
alcoholics as well as to the recently detoxified alcohol- 
ICs. 

Group 3: minimal drinkers. The comparison group 
of 40 nonalcoholic men was recruited from civic and 
religious organizations and included medical center 
employees. The estimated ethanol consumption of 
these subjects during their month of heavest alcohol 
use did not exceed 2400 g (80 g of ethancl per day). 
Subjects who violatec the neurologic, psycaiatric, and 
nonmedical drug use of criteria listed above were ex- 
cluded. 


Procedure 


All of the subjects underwent an initial screening in- 
terview during which the study was explaired and con- 
sent forms were signed. Subjects who met the in- 
clusion criteria were then scheduled for a neuropsy- 
chological examination. The extended  Halstead- 
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_ TABLEW, 
Selected Néwropsychological Test Results for Alcoholic and Nonalcoholic Men 
~ 
Recently Detoxified Abstinent Alcoholjcs Nonalcoholic Subjects 
Alcoholics (N=43) (N=39) (N =40) 
Test Mean SD Mean SD Mean SD 
WAIS : 
Verbal IQ 108.3 11.6 112.3 12.6 107.2 12.2 
Performance IQ 106.8 14.5 109.3 9.5 107.9 11.4 
Full-scale IQ 108.2 12.3 111.5 10.2 107.9 11.3 
Halstead-Reitan battery 
Impairment index .27 .23 .24 .19 .26 25 
Category errors 357 18.8 37.2 17.7 39.5 22.4 
Tactual performance test, total time 12.8 5.8 13.1 5:1 12.2 4.5 
Tactual performance test, memory 8.3 1.2 8.1 1.1 7,9 1.3 
Tactual performance test, location 4.5 2.3 4.5 2.1 4.3 2.3 
Rhythm (number correct) 4.2 4.1 3.6 3.8 4.0 3.6 
Speech errors 5.6 4.2 4.5 3.1 319 3.8 
Tapping dominent 51.6 5.9 51.7 5.1 $2.5 3.5 
Other tests 
Trailmaking tes: B 66.2 28.3 64.8 26.1 66.7 26.9 
15-minite memory verbal (maximum possible, 21) 5.8 3.6 T 10.2 6.1 2.9 
15-minute memory nonverbal (maximum 
possible, 36) 17.7 6.7 17.3 7.3 20.2 7.4 





Reitan Neurcpsychological Battery consists of the 
WAIS, category test, tactual performance test (includ- 
ing measures of total time, memory, and localization), 
speech perception test, rhythm test, tapping test, trail- 
making test, zrooved pegboard, grip strength dyna- 
mometer, aphasia examination, sensory perceptual ex- 
amination, memory testing (immediate and delayed re- 
call of short story and Rey diagram), and a lateral 
dominance examination. This procedure took 4-5 
hours to complete. An MMPI was also administered. 
The Halstead-Reitan battery has been extensively de- 
scribed (27, 2€) and has been shown to be sensitive to 
cerebral pathology (28). We have used it in previous 
studies of organicity among heavy users of multiple 
drugs (26, 29, 30). 

Following testing, the technician administered a 
questionnaire addressing medical events in the sub- 
ject's past (from prenatal through current periods) that 
might affect the subject's current neuropsychological 
performance. Perinatal trauma or illness, learning dis- 
abilities, and head injury are examples of specific 
events in which we were interested. A cumulative his- 
tory of the subject's consumption of alcohol was then 
obtained. Estimates of average and maximal use were 
agreed on by examiner and subject for alcohol and also 
for many drugs known to affect CNS functioning. Fi- 
nally, an interview concerning the nutritional habits of 
each subject for the 5 years preceding the study was 
administered. A dietitian, who was blind to group 
membership, then rated the nutritional adequacy of 
each subject's diet on a 6-point scale ranging from 
"excellent" to **severely, consistently inadequate.” 

The neuropsychological protocols obtained from the 
three groups were then intermixed, and a clinician who 
was blind to the group membership of the subjects 
(I.G.) assigned each of the protocols to one of six clini- 


cal categories. These categories were ''excellent func- 
tioning, average (normal) functioning," ‘*border- 
line or atypical," "definite mild impairment,” '" mod- 
erate impairment," and ‘‘severe impairment." For 
some analyses the first three categories were collapsed 
and termed ‘“‘unimpaired’’ and the last three were 
called '*impaired.'' The clinical method of evaluating 
the results of the Halstead-Reitan Neuropsychological 
Battery was developed by Reitan, and our particular 
scoring system was devised in consultation with him. 
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RESULTS 
Neuropsychological Findings 


Blind clinical rating of neuropsychological protocols 
classified 12 (27.9%) of the recently detoxified alcohol- 
ic men, 9 (23.1%) of the abstinent alcoholic men, and 7 
(17.5%) of the men who drank little as mildly or mod- 
erately impaired. Although recently detoxified patients 
seem to be overrepresented in the impaired category, 
the proportions of impaired men in each group did not 
differ significantly. Analyses of variance and chi- 
square tests revealed differences among the groups on 
only 3 of 37 individual measures of the Halstead-Rei- 
tan battery. The two alcoholic groups scored worse on 
two tests of motor speed, nondominant tapping 
(F=3.25, df=2/119, p=.04) and name-writing time 
(F=4.02, df=2/116, p=.02), and on clinical rating of 
construction dyspraxia (y?=10.8, df=2, p=.005). See 
table 3 for selected neuropsychological test results. 

To examine the possible relationship between his- 
tory of alcohol use and neuropsychological impair- 
ment, a two-way analysis of variance was performed 
with the three group assignments and two neuropsy- 
chological ratings (unimpaired versus impaired) as in- 
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TABLE 4 
Mean MMPI Scores for Alcoholic and Nonalcoholic Men 





Reqently 
Detoxified Abstinent Nonalcoholic 
Alcoholics Alcoholics Subjects 
(N = 43) (N =39) (N=40) _ 
MMPI Scale Mean SD Mean SD Mean SD 
Lie (LY 48.5 7.4 46.4 5.0 49.5 5.7 
Infrequency (F)" 61.6 11.7 612 10.8 54.1 9.3 
Correction (K)? 50.8 9.4 $4.0 10.5 55.4 &.6 
Hypochondriasis 
(Hs)^ 58.9 10.4 55.1 9.5 49.6 10.2 
Depression (D)* 73.8 17.2 56.2 14.9 55.4 12.8 
Conversion hysteria 
(Hy)° 63.0 8.2 58.9 11.4 55.9 6.4 
Psychopathic deviate 
(Pd)! 73.1 113 67.4 13.0 56.3 10.1 
Masculinity-femininity 
(MP 66.7 12.7 66.4 12.2 60.9 10.6 
Paranoia (Pa)* 61.0 9.6 56.7 10.4 53.6 8.5 
Psychasthenia (Pt)* 67.8 15.6 58.2 10.8 32.6 9.1 
Schizophrenia (Sc)? 67.6 18.2 63.6 12.7 53.0 10.5 
Hypomania (May 61.9 102 546 41.9 54.9 10.0 
Social introversion 
(Si): 58.7 14.4 49.4 10.4 512 10.1 
Goldberg? 45.7 14.8 50.8 14.2 47.9 12.2 
Alcoholism” 27.6 4.5 26.3 4.9 22.7 3.9 
Ego strength* 43.4 7.2 47.9 7.6 48.0 6.9 
?n.$. 


>The two groups of alcoholic subjects scored significantly higher than the non- 
alcoholic group (p=.01). 

*The recently detoxified alcoholics scored significantly higher than the absti- 
nent alcoholics and the nonalcoholic subjects (p=.01). 

*AII of the groups of subjects had significantly different scores (p=.01); the 
recently detoxified alcoholics had the highest scores. 

The recently detoxijied alcoholics scored significantly lower than the absti- 
nent alcoholics and the nonalcoholic subjects (p=.01). 


dependent variables and estimated lifetime drinking 
(kilograms of ethanol) as the dependent variable. The 
group main effect was significant (F=23.34), but the 
neuropsychological main effect was not (F=.028), and 
there was no two-way interaction. Similar results were 
obtained when number of years of very heavy drinking 
(i.e., years when the average daily ethanol consump- 
tion was 80 g cr more) formed the dependent variable 
in the above analvsis. 

In another set of analyses we divided the sample in- 
to those aged 40 or older (N=47) and those under age 
40 (N=75). To understand possible systematic influ- 
ences of age and group membership on neuropsy- 


chological functioning, we performed a two-way anal- ` 


ysis of variance with age grouping and group member- 
ship assignments as independent variables and 
clinician’s neuropsychological rating (scale of 1-6) as 
the dependent variable. There was a significant age 
main effect (F=4.79, p=.04), but no group member- 
ship effect and no two-way interaction. The analysis 
was then repeated introducing reported lifetime alco- 
hol consumption as a covariate. Again, the age main 
effect was the only one that reached significance 
(F=4.37, p=.04). The results of these two sets of anal- 
yses suggest that, even among our subjects in their late 
30s, increasing age was related to worsening neuropsy- 
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chological functioning. At the same time, estirgaffed al-_ 
cohol consumption did not relate to impairy#ent either 
directly or through an interaction with aee. . 


Personality Test Results 


The results of the MMPI are presented in table 4. Of 
the 16 clinical and experimental scales employed, 12 
revealed significant differences among the groups. In 
general, these data showed a higher level of current 
emotional disturbance and upset among the recently 
detoxified group in comparison with the abstinent 
group and the subjects who drank little. However, 
both alcoholic groups displayed greater psycho- 
pathology compared with the nonalcoholic group, as 
reflected by elevations of the infrequency (F), hypo- 
chondriasis (Hs), psychopathic deviate (Pd), and 
schizophrenia (Sc) scales. Additionally, both alcoholic 
groups showed elevations in the alcoholism (McAn- 
drew) scale. 


Other Drug Use 


We analyzed the proportion of subjects in each 
group who endorsed nonmedical psychotropic drug 
use. There were more subjects in both alcoholic 
groups who endorsed the use of marijuana, hashish, 
and hallucinogens. Further analysis showed that al- 
though the level of exposure (i.e., “have you ever 
used") to these substances was similar among the two 
alcoholic groups, the abstinent alcoholics reported sig- 
nificantly greater consumption of marijuana in terms of 
number of occasions of use. The average .ifstime ex- 
posure was 985 occasions for the recently detoxified 
group and 2,029 occasions for the abstinent alzoholics. 
. For all the other nonmedical drug groups we asked 
about (i.e., depressants, stimulants, opiates, other an- 
algesics, cocaine, phencyclidine [PCP], and volatiles), 
there were no significant differences among groups. In 
each group 196-296 of the subjects reported having 
taken an antidepressant or antipsychotic drug by pre- 
scription on one to several occasions. These low fig- 
ures for medical and nonmedical use of psvchotropics 
reflect the subject selection procedure, according to 
which drug abusers and psychiatric patients were ex- 
cluded. 


Medical Risk Factors and Dietary Influences 


Twenty percent of the entire sample were regarded 
by the dietitian as having some dietary inadequacy; 
18% of these were considered “‘mild.’’ There were no 
significant between-group differences in the propor- 
tions of mild inadequacy. The few dietary histories 
regarded as moderately inadequate (226 of total sample) 
were all from the recently detoxified group. Because of 
the small numbers involved, this difference is not sig- 
nificant. 

The life histories of the three groups of men with 
respect to neurological risk were also comparable. 
Specifically, there was no increased incidence of re- 
ported pre- or postnatal difficulties, febrile con- 
vulsions, pediatric disease, or other problems requir- 
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ing Nqspitalization before age 6. Rates of academic 
failure àd learning problems were comparable. Non- 
traumatic *mconsciousness was reported more fre- 
quently by tne men in the two alcoholic groups in com- 
parison witt the nonalcoholic group (y?=35.87, df=2). 
However, only 2 subjects reported head injury with a 
period of posttraumatic amnesia (1 in each alcohol 
group). Other adult diseases (e.g., encephalitis, epi- 
lepsy) and medical problems (e.g., hypertension) were 
minimal and not significantly different among groups, 
although the abstinent group reported having had more 
neurological examinations (y*=8.95, df=2), more 
headaches G-?= 13.97, df=2), and more complaints of 
numbness of hands and feet (y?—7.43, df=2) than the 
other two groups. 

To evalua-e the possible additive effects of medical 
"risk" factors, we created a simple cumulative index 
of 20 events :o provide a score to reflect this exposure. 
Analysis of variance showed a significant difference 
between the two alcoholic groups and the minimal 
drinkers on this index (F=6.05, df=2/119). To evaluate 
the risk factcr in context, we used multiple regression. 
Using the clnician’s blind rating of neuropsychologi- 
cal performance as a dependent criterion variable we 
applied a stepwise technique. As independent vari- 
ables, we included medical risk, age, education, life- 
time alcohol consumption, and the dietitian's blind 
rating of nutritional status. The results showed that on- 
ly 15% of th» variance in neuropsychological impair- 
ment were accounted for by all these variables; age 
and educaticn alone were responsible for 1496. This 
implies a very limited predictive influence of factors 
other than age and education. 


DISCUSSION 


Our sample of alcoholic men who were in their late 
30s (mean age, 37) showed no systematic differences in 
neuropsycho_ogical functioning when compared with 
men of similar age and education who drank only occa- 
sionally. Those deficits which were uncovered ap- 
peared to be related to normal aging rather than to life- 
time consumption of alcohol. This intactness is sur- 
prising, giver that our alcoholics, both those who had 
been recently detoxified and those who had been absti- 
nent for 18 months or more, had been very heavy 
drinkers. Our results agree with those of other investi- 
gators that alzoholics who do not have the Wernicke- 
Korsakoff syndrome do not have generalized neu- 
ropsychological impairment. However, five earlier 
studies using the Halstead-Reitan method (8-12) re- 
ported certain specific neuropsvchological deficits— 
impaired nonverbal abstracting ability and distur- 
bances in perceptual motor functioning. We did not 
uncover any such specific deficits in this group of alco- 
holics. Indeed, ours may be the first detailed study of 
alcoholics to give them a “‘clean bill of health,” neu- 
ropsychologically speaking. 

Our study differs from the others in one obvious 
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way. Our alcoholics were in their late 30s; subjects in 
the earlier studies were in their early and mid 40s. 
Thus, it might be speculated that the extra 3-8 years of 
age could contribute that many more years of heavy 
drinking, and that such additional exposure to alcohol 
is critical to the emergence of specific neuropsycholo- 
gical deficits. We have some evidence that argues 
against this line of reasoning. When we divided our 
population at age 40 (making the older age group more 
comparable to those of previous studies), we uncov- 
ered more neuropsychological abnormalities in the 
older group, but these deficits were related to getting 
older in all groups, not to differences in alcohol experi- 
ence between groups. 

Another possible difference might be that our alco- 
holics, irrespective of age, drank less than those stud- 
led by others. This is hard to judge because alcohol 
histories are notoriously unreliable and because some 
studies (8, 10) did not provide quantification. Our alco- 
holics’ mean *‘years of heavy drinking’ (6.1 years for 
the recently detoxified; 5.9 years for the abstinent) 
would appear to compare favorably with the mean of 
5.48 years in Fitzhugh and associates’ second study (9) 
and the 7.23 years of alcoholism in Jones and Parsons’ 
first report (11). Only in Jones and Parsons' second 
study (12) did their alcoholics appear to be more 
chronic than ours (mean number of years as an alco- 
holic was 9.05; range, 1-26 years). 

Our subjects were better educated and more in- 
telligent (according to the WAIS IQ) than those of ear- 
lier studies. The work of Finlayson and associates (31) 
and Prigatano and Parsons (32) suggested that less 
education relates to poorer performance on the Hal- 
stead-Reitan battery. This might provide an ex- 
planation for some of the neuropsychological in- 
tactness of our groups in relation to those in the litera- 
ture. 

Although a relationship has been found between 
poor nutrition (thiamine deficiency) and the Wernicke- 
Korsakoff syndrome (1), previous neuropsychological 
studies of alcoholics who did not have the syndrome 
have not considered nutritional status. On the basis of 
careful dietary interview and dietitian blind ratings of 
adequacy of nutrition for 5 years we were unable to 
find any differences between our alcoholic groups and 
the nonalcoholic group. Furthermore, consideration of 
nutritional adequacy did not help in predicting neu- 
ropsychological status. Thus, while bearing in mind 
the pitfalls of recalled data among alcoholics, we can 
say tentatively that we could not find any support for 
the suggestions that alcoholics are poorly nourished or 
that nutrition influences their neuropsychological 
functioning. 

Our alcoholic subjects reported more medical symp- 
toms and more episodes of unconsciousness than the 
nonalcoholic subjects. Despite this, the alcoholics did 
not differ from nonalcoholics neuropsychologically, 
nor did a medical “‘risk’’ index contribute substantially 
to prediction of neuropsychological impairment. It ap- 
pears that the medical and traumatic insults suffered 
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by our alcoholics either produced reversible neuropsy- 
chological effects or were not of sufficient intensity to 
produce changes in the abilities we measured. 

In terms of use of drugs other than alcohol, both al- 
coholic groups reported more experience with mari- 
juana than the nonalcoholic group. Of special interest 
was the finding that the abstinent alcoholics, as a 
group, reported twice as much consumption of mari- 
juana as did the recently detoxified alcoholics. Since 
the proportion of persons reporting that they had ever 
used marijuana in these two groups was similar, we 
concluded that this increase represented unusually 
heavy marijuana smoking by a minority of sober alco- 
holics. In a future study it would be worthwhile to con- 
sider whether alcoholics who have experience with 
marijuana substitute cannabis for ethanol when they 
cease active drinking. 

Since ours was not a prospective study, we cannot 
speak definitively on neuropsychological changes fol- 
lowing abstinence. To the extent inferences are pos- 
sible from comparing a group that was sober for 3 
weeks and one that was sober for 18 months, our data 
suggest that after 3 weeks of abstinence alcoholics can 
become essentially normal neuropsychologically, and 
that prolonged abstinence yields little measurable 
change. Such an inference is consistent with the obser- 
vations of Page and Linden (21) and Clark and Haugh- 
ton (22) that most psychometric recovery is complete 
after the first few weeks of sobriety. On the other 
hand, it seems that abstinent alcoholics are less emo- 
tionally disturbed (according to the MMPI) than are 
recently detoxified patients. Our study cannot distin- 
guish whether decreased psychopathology is a predic- 
tor or consequence of successful abstinence. It is note- 
worthy, however, that abstinent alcoholics continue to 
show evidence of long-standing personality disorder 
and propensity for drinking (according to the McAn- 
drew alcoholism scale) despite prolonged sobriety. 

In summary, our findings suggest grounds for cau- 
tious optimism that even very heavy alcohol use is not 
related to neuropsychological impairment in the alco- 
holic who is in his or her late 30s. A follow-up of our 
group as they traverse the 40s may help determine 
whether either continued active alcohol abuse or a his- 
tory of alcoholism speeds onset of changes in neu- 
ropsychological functioning commonly associated 
with aging. The results again stress that there is no 
simple ''dose-effect" relationship between alcohol 
abuse and cognitive decline. 
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Midlife Concerns of Women: Implications of the a ad 


BY MALKAH NOTMAN, M.D. 


Midlife has received recent attention but is still 
difficult to define. Women’s developmental phases are 
most appropriately understood as different from 
men's, with a complex integration of biological 
context, family development and roles, and individual 
development. Menopause has been considereda __ 
determining event, and a variety of symptoms have 
been attributed to menopausal changes. Emerging 
data indicate that menopause does not appear to be 
the central event for women's middle age or to be 
responsible for most of the symptoms. Midlife stresses 
are the result of a combination of personal, family, 
social, and biological variables, with postmenopausal 
development an important phase. 


EXCEPT FOR the adult stages described by Erikson, 
adult development has received little attention until 
the past few years. Recent work by Neugarten (1, 2) 
Levenson and associates (3), Gould (4), Barnett and 
Baruch (5), and others has focused attention on the 
middle years as a time of development and change 
rather than a static period or one whose major dynam- 
ic is toward aging and death. 


DEFINING MIDLIFE 


Midlife for women has in the past been defined in 
relation to the menopause, often in terms of loss. A 
closer look at actual midlife concerns for women as 
well as at the menopause and its implications indicates 
that this is highly questionable. 

Most studies of development, including those of the 
middle years, have had male subjects and have been 
based on a male model, where development is seen as 
. proceeding linearly through a series of stages, more or 
less clearly described. Neugarten (6) and others have 
challenged this *'staircase'"' view of life. 

This conceptualization of universally applicable 
stages has been criticized further as not adequately re- 
flecting differences in social class and historial circum- 
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stances. It is particularly inappropriate for women (5, 
7), who may be in different role patterns and phases at 
different times because of changing combinations of 
children, work, and marriage. Further, women's iden- 
tity and autonomy issues may be resolved only partial- 
ly in early adult years, then combined with tne devel- 
opmental experiences of motherhood, and then re- . 
turned to when children are grown. Thus the 
Eriksonian sequence of autonomy, identity, ntimacy, 
and generativity does not hold in quite the sarne way 
for women, for whom a more simultaneous develop- 
ment through these phases has been postulated by Gil- 
ligan and myself (8). l 

Chronological age as a basis for developmental 
stages has also received considerable criticism (2, 9). 
For instance, Neugarten (1), in a study on ''tne aware- 
ness of midlife,’’ found that in a sample of 10) middle- 
aged ‘‘well placed men and women’’ chronolegical age 
was a less important marker for this group than for 
young or old people. The author noted that tte women 
in this group but not the men defined their zge status 
‘‘in terms of timing of events within the fanaly cycle. 
For married women, middle age is closely t ed to the 
launching of children into the adult world, and even 
unmarried career women often discuss middle age in 
terms of the family they might have had.” However, 
these concepts may be changing in the light >f current 
developments in family patterns. 

Levenson and associates’ conceptualizatrzon of life 
stages observed in their studies of men (3) give central 
importance to the role of work in establisaing one- 
self in the world. Although the importance o? family 
relationships for the adult man is acknowlecged, they 
are not the organizing theme of his life. Separation 
from the family of origin is placed more certrally in a 
man's development than is the birth of his #rst child. 

Defining middle age is a complex problem. The cen- 
tral theme in the awareness of midlife for eech person 
seems to be connected with the sense of the finiteness 
of time left to live in contrast to the infinite perspective 
of youth (1, 10). For women this awareness is also 
closely related to their reproductive potential. and be- 
cause their lives do take place within the limitations of 
this biological timetable, the reproductive milestones 
have been stereotyped as being the central and domi- 
nant ones. Although hormonal and physical changes 
mark the major periods of a.woman’s life, the charac- 
teristics and experiences of these periods may be less 
related to the actual biological changes ard more to 
social and psychological events than has been as- 
sumed. 
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.. ItN& important here to distinguish a woman's con- 
cens at her potential for having children as a 
frameworkwfcr her sense of life phase from the idea 

that her fulfillment and self-realization is limited to 
childbearing cr dominated by children. In reality many 
women have not found their children or their role as 
mothers predominantly gratifying. Children may be 
draining, stressful, and conflict-producing. However, 
the finiteness of the period during which pregnancy is 
possible makes the choice an issue that can not be ig- 
nored. 

The separation of the biological and social life cycles 
in recert years has meant that the time of childbearing 
corresponds less to the span of fertility than in the past 
and may end earlier or start later than is biologically 
possible. With the advent of reliable fertility control 
and the increzsing availability of work and careers for 
women, the birth rate has declined markedly. Many 
women have waited to have children until their careers 
are established, or have chosen not to have children. 
The increasing spread in maternal age at childbirth — 
from teenage pregnancy to the growing number of 
primiparas who are in their 30s and even 40s—means 
that age and | fe phases correspond even less (11). 

Neugarten's and Datan's idea that middle age in 
women corresponds to the point of launching children 
into the adul: world (10) and Rossi's definition of 
middle-age as beginning with the ending of the parental 
role (12) mav be less applicable if children are born 
later in the wcman's life or if their birth is spread over 
a wide materral age range. 

For women who have not had children, there is an 
age-related crisis of a sort at about 30 (7). For many 
women this age symbolizes the transition from youth 
to middle age and evokes concern about whether they 
will ever have children. If this seems unlikely, or if a 
woman chooses not to have children, contemplation of 
the finiteness of reproductive possibility creates an 
early confrontation with what is actually a midlife is- 
sue. 


MENOPAUSE 


In this context we come to a consideration of the 
menopause. Menopause is defined as the cessation of 
menses for one year and thus is a retrospective diag- 
nosis. A more appropriate term for this period would 
be the ‘‘perimenopausal years.’’ During this time there 
is a gradual diminution of ovarian function and a grad- 
ual change in endocrine status (13). Menopause has 
been considered a dominant factor in the midlife phase 
of women and blamed for much symptomology. In 
clinical discussions of women with depression or other 
problems, there has been a tendency to focus automat- 
ically on the menstrual history as if it constituted an 
adequate explanation of the symptoms. In fact, the 
relationships zre neither inevitable nor clear (14, 15). 
Many misconceptions have existed about the nature 
and extent of menopausal symptoms, and research in 
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this area has been both sparse and poor. McKinlay and 
McKinlay (16), in a review of the menopause literature 
in 1974, and Parlee in 1975 (17) pointed to the lack of 
attention to menopause in the medical literature and 
criticized the research that does exist. They cited 
methodologic problems such as the failure to develop 
consistent objective definitions of menopause and of 
menopausal symptomatology; the use of retrospective 
data, case histories, and clinical impressions; and the 
selection of samples from populations of women who 
are under the care of gynecologists or psychiatrists. 
The more reliable studies show that ''psychosomatic 
and psychological complaints were not reported more 
frequently by so called 'menopausal' than by younger 
women'' (15). 

This lack of correspondence between symptom- 
atology and endocrine status has been cited also by 
Perlmutter (13), who concluded, *'"There are multiple 
disorders that have been ascribed to the changing hor- 
monal balance and are equated with menopause. In 
reality, not all of those changes that are noted are due 
to hormonal imbalances.'' Some are the consequences 
of aging and others have a basis in psvchological fac- 
tors and life patterns (13). 

Age at menopause ranges from the late 30s to the 
middle or even late 50s. This variation supports the 
tendency to assign a variety of symptoms occurring 
during these years to a woman's menopausal status. In 
a study of age at menopause, McKinlay and associates 
found that 


the median age at menopause in industrial societies now 
occurs at about fifty years of age and there is no firm evi- 
dence that this age has increased at least in the last cen- 
tury, nor any indication of any close relationships be- 
tween the age at menopause and the age at menarche or 
socioeconomic status. . .. There is some evidence that 
marital status and parity are related to the age at men- 
opause, independently of each other. (18, p. 171) 


MIDLIFE AND MENOPAUSAL SYMPTOMS: 
UNDOING STEREOTYPES 


What symptomatology is directly attributable to the 
menopause? Vasomotor instability, manifested as hot 
flashes, sometimes called flushes, and episodes of per- 
spiration, sometimes particularly noted at night, is one 
of the most consistent symptoms accompanying men- 
opause (19) and is present in up to 7526 of women who 
report some degree of symptomatology. McKinlay and 
associates (15), in a review of symptoms of women 
aged 45-54 in the London area, found that hot flashes 
and night sweats are ''clearly associated with the onset 
of a natural menopause and that they occur in a major- 
ity of women." The other symptoms investigated, 
‘‘namely headaches, dizzy spells, palpitations, sleep- 
lessness, depressions, and weight increase, showed no 
direct relationship to the menopause but tended to oc- 
cur together." The length of time a woman experi- 
ences hot flashes is variable. They may originate sev- 
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eral years before actual menopause and can be consid- 
ered a sign, of waning estrogen levels. Hot flashes 
reach a peak at about the time of the actual cessation 
of the menses and persist'for as long as 5 years (19). 

The etiology of the hot flashes is unclear; they ap- 
pear to be related to hormonal imbalance rather than 
simple estrogen deficit. Psychological factors such as 
anger, anxiety, and excitement are considered impor- 
tant in precipitating flashes in susceptible women, as 
are activities giving rise to excess heat production or 
retention, such as a warm environment, muscular 
work, and eating hot food (19). However, the symp- 
toms may arise without any clear psychological or 
heat-stimulating mechanism. 

Many other midlife symptoms have been attributed 
to menopause, and many menopausal symptoms have 
been attributed to estrogen deficiency or hormonal 
changes. The symptoms have included insomnia, irri- 
tability, depression, diminished sexual interest, head- 
&ches, dizzy spells, and palpitations. Neugarten and 
Kraines (20) studied 100 women aged 43-53 by using 
menstrual histories as an index of menopausal status. 
They found *'climacteric (menopausal) status to be un- 
related to a wide array of personality measures.” They 
also found there were few important and consistent 
relationships between the severity of somatic or psy- 
chosomatic symptoms and personality or test scores. 
Kraines (cited in reference 14) found that menopausal 
status did not contribute significantly to self-assess- 
ments of middle-aged women. She also found, as one 
might expect, that women who had had low self-es- 
teem and life satisfaction were likely to have diffi- 
culties with menopause. This supports understanding 
menopause as one of the important experiences for 
women but one best understood in the context of their 
entire lives. 

Benedek (21) and Deutsch (22) held that a woman's 
reaction to menopause was similar to her reactions to 
puberty and pregnancy, although they and others con- 
ceptualized menopause being a loss rather than a 
change. Deutsch (22) spoke of the menopause as con- 
stituting a ‘‘narcissistic mortification that is difficult to 
overcome” and noted that the woman at menopause 
“loses all she received during puberty.” She wrote 
that mastery of the psychological reactions to this or- 
ganic decline is one of the most difficult tasks of a 
woman's life. Deutsch saw increased postmenopausal 
activity of women as a "'struggle to preserve feminin- 
‘tv.’ Femininity in turn was closely tied to sexual at- 
tractiveness and reproductive possibilities, according 
to Deutsch. 

This is an expression of a defensive view of feminin- 
itv, held by many earlier theorists, based on the view 
that feminine identity is derived from and associated 
with compensation for something which is missing or 
"different" about women. In this view, when repro- 
ductive possibility is gone a woman must compensate 
Tor the loss rather than progress to a developmental 
stage that is normal for a later period in life. The post- 
menopausal decreases in estrogen levels can be con- 
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sidered normal for this age, just as low estro2en levels 
are appropriate for the prepubertal girl. p 

Benedek (21) believed menopause wa difficult 
time of complex and demanding personal end social 
tasks in adapting to grown and more indeper dent chil- 
dren, changing sexual relations with husbands, and 
changing responses to the woman's life. She believed 
that women experienced different levels of stress and 
thought that women who had not born and mothered 
children and who were less "feminine" had greater 
problems. However, she thought that the energy re- 
leased by the ending of reproductive tasks gave wom- 
en with flexible egos impetus for learning and sociali- 
zation. 


DEPRESSION AND MENOPAUSE 


Depression has been linked with menopause but ap- 
pears to be more clearly associated with psychosocial 
variables than with endocrine changes, alt-ough de- 
pression does constitute an important clin zal entity 
(23). Weisman and Klerman (24) conclude- that the 
pattern of relationship between endocrine |2vels and 
clinical status is inconsistent and that there is good sta- 
tistical evidence that menopause does not increase 
rates of depression. Other authors agree (75, 23, 25) 
and cite the lack of studies using modern enzocrinolo- 
gic methods that have shown correlation; between 
clinical state and endocrine state. 

Data from a study by Bart and Grossman (14) in- 
dicate that women who have had children, who have 
"high motherliness’’ scores on psychologizal scales, 
and who have invested heavily in their ch Idbearing 
and rearing are more likely to experience depression. 
These findings are opposite to the predicticas of both 
Deutsch and Benedek. Actually, women who have not 
had children do not always have the most di_iculties at 
menopause. My clinical experience indizetes that 
many women have come to terms with tteir child- 
lessness before the biological menopause and have 
found other ways of organizing their lives. The men- 
opause then represents a less critical eveat. Child- 
lessness may represent the expression of underlying 
ambivalence about motherhood, which is m-re readily 
acted upon in contemporary society with less conflict 
than was possible earlier and can be better mmplement- 
ed with effective contraception and abortion.  : 

Social class is an important variable in =ne experi- 
ence of menopause. Middle class and upper class 
women appear to find the cessation of cuiidbearing 
more liberating because more alternatives a-e open to 
them than to women of lower social status. Neugarten 
and Kraines (20) reported that upper and middle-class 
women tend to minimize their reactions compared 
with lower class women. In this relatively advantaged 
group younger women anticipating menopause were 
more concerned than women who were actually men- 
opausal. Postmenopausal women genera_y took a 
more positive view than premenopausal women with 
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. gBreatec numoers stating that the menopause created no 
major PNgontinuity in their lives. Those women who 
thought they had a relative degree of control over their 

symptoms felt they did not inevitably have difficulties. 

Other stucies (reported in reference 14) confirm that 

middle-class women are less anxious about the men- 
opause than lower class women, but found that across 
classes menopausal status generally is not associated 
with measurable anxiety (19). Bart and Grossman 
(14) stressed the role of cultural factors in determining 
the importance of menstruation, childrearing, and 
mothering in the self-esteem and status of women, as 
well as :n determining their alternatives. Cross-cultur- 
al studies indicate that in those cultures where there is 
improved status at middle age and a clear role for the 
middle-aged woman there are greater feelings of well- 
being in the menopausal years. In our society, women 
whose lives Fave not been child-centered and who are 
still married and women whose children remain close 
and gratifving have an easier time at middle age and 
menopause. A woman who has given all of her life to 
her children and then feels useless when they are gone 
is more likely to become depressed. 


FAMILY EXFERIENCES AND RELATIONSHIPS 


Familv exp2riences are important in determining the 
outcome of this period. The midlife transition for men, 
many of whom are married to menopausal women, Is 
accompanied by new stresses and often by sexual 
problems, which can lead to affairs, marital disruption, 
and abandonment of wives. Adolescent children may 
be sexually ard aggressively provocative, challenging, 
or disappointing. Children leaving home for school or 
marriage charge the family balance in a way that has 
been described generally as loss. However, some 
women view this as an extension and expansion of par- 
enting to include the wider interests and loci of their 
children. Change and transition do cause stress and re- 
quire new adaptations, which are sometimes accom- 
panied by symptoms. Studies of marriage (26) indicate 
that at least in some dimensions marital satisfactions 
increase as children leave the home; thus the ‘‘empty 
nest syncrome’’ does not seem universal (26). Separa- 
tion, e.g., the ability to separate from children as they 
move out of tke family, is an important developmental 


task at this time. These movés may revive separations | 


in the woman s own past and prove difficult if these 
separations are unresolved. Occasionally separation 
fails and children return, or do not leave. This too can 
Jead to depression. 

Thus menopause itself does not appear to be the in- 
evitable source of symptomatology it once was 
thought to be. However, midlife strains and midlife de- 
pression are real clinical entities, and attention must 
be paid <o the social and psychological issues in- 
volved. Sterectyping with the automatic conclusions 
that symptoms are menopausal leads to ignoring the 
possible help that might be offered and to in- 
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appropriate if not dangerous estrogen treatmert on the 
basis of the conceptualization that menopause is a 
" deficiency disease" rather, than a normal progression 
leading to the next phase of life. There may indeed be 
some psychological work and even some mourning re- 
quired before one can move on. 

Some women experience this period as being ‘‘re- 
stored to themselves'' and to their own development. 
This does not mean being alone. Women depend much 
more than men on maintaining relationships for their 
development, not only for their emotional comfort and 
security but also for expressing fulfillment. 

The period of midlife has been compared to adoles- 
cence. The importance of separation, the change in 
relationship to family, and the potential for further de- 
velopment of one's own interests, are common to both 
periods. However, the differences are highly signifi- 
cant (8). At adolescence the separation is from par- 
ents, who are incestuous object choices. At midlife the 
separation is from children, and the experience often 
revives some sense of loss. The adolescent per- 
spective of infinite time and choices to be made differs 
from the midlife sense of the finite and the reas- 
sessment of choices that have been made. The reality 
is that time is limited and that although choices do ex- 
ist or even increase, there is also a limited range and 
variety of careers, new physical pursuits, and new 
relationships. 


CONCLUSIONS 


The possibilities for expansion do exist. The poten- 
tial for greater autonomy, changes in relatiorships, 
and the development of occupational skills, inter- 
personal contacts, and an expanded self-image may re- 
ceive a major impetus after childbearing is over. 

Further research is needed about adult develooment 
in women in a variety of life circumstances, with fewer 


` preformed assumptions about the phases they are ex- 


periencing but with adequate attention to the implica- 
tions of their reproductive life stage. 
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. Choline Chloride Treatment of Memory Deficits in tls Elderly 


ha 


BY RICHAED C. MOHS, PH.D., KENNETH L. DAVIS, M.D., JARED R. TINKLENBERG, M.D., 
LEO E. HOLLISTER, M.D., JEROME A. YESAVAGE, M.D., AND BERT S. KOPELL, M.D. 





Eight elderly patients with mild memory impairment 
were given choline chloride, a drug that increases 
brain acetylcholine concentrations. After 16 g/day of 
choline for 7 aays, average memory performance was 
not different from performance during pre- and 
postcholine puacebo treatment, although the patient 
with the poorest baseline performance improved 
considerably on choline. 


RECENT RESEARCH has implicated cholinergic mecha- 
nisms in normal memory functioning and age-related 
memory loss. In young subjects cholinomimetics such 
as physostigmine can improve performance on memo- 
ry tasks (1-3); anticholinergics, on the other hand, pro- 
duce memory impairments (4). Neurochemical studies 
of elderly patients indicate that choline acetyl- 
transferase activity decreases with age (5) and is lower 
in patients with Alzheimer's disease than in age- 
matched controls (6). Muscarinic receptor binding also 
declines with age (7) and, possibly, with Alzheimer's 
disease (H.I. Yamamura, personal communication). It 
has been suggested (6, 8) that a long-acting central 
cholinomimetic might improve memory functioning in 
some elderly patients. In this article we report a study 
in which chol:me chloride, a drug reported to increase 
brain acetylcholine levels in rats (9, 10), was given to 
healthy elderly people with mild to moderate memory 
impariment. 


Received May I, 1978; revised Sept. 19, 1978; accepted Oct. 17, 
1978. 


At the time this work was done, Dr. Mohs was Psychologist, Palo 
Alto Veterans Administration Hospital, Palo Alto, Calif. 94304, 
where Dr. Davis is Assistant Director, Psychiatric Clinical Research 
Center, Dr. Tinklenberg is Director, Drug Abuse and Alcohol Treat- 
ment Programs, Dr. Hollister is Medical Investigator, Dr. Yesavage 
is Ward Chief, and Dr. Kopell is Chief, Psychiatry Service. Dr. 
Mohs was aiso Research Fellow, Department of Psychiatry, Stan- 
ford University, waere Dr. Tinklenberg is Associate Professor and 
Drs. Hollister and Xopell are Professors. Dr. Mohs is now Psychol- 
ogist, Psychiatry S2rvice, Veterans Administration Medical Center, 
Bronx, N.Y., and Assistant Professor of Psychiatry, Mount Sinai 
School of Medicine, New York. Send reprint requests to Dr. Davis. 


This research was supported by the Medical Research Service of the 
Veterans Administ-ation and by Alcohol, Drug Abuse, and Mental 
Health Administration grant DA-00854 from the National Institute 
on Drug Abuse. 


The authors acknowledge the technical assistance of Patricia Mur- 
phy and Claire Darley. 


METHOD 


The subjects, 7 women and 1 man, all volunteered 
for the study and gave informed consent before par- 
ticipating. They ranged in age from 64 to 86 years, 
with a mean age of 74.5 years. All subjects were am- 
bulatory, lived in their communities, and had no signif- 
icant medical illness including cerebrovascular dis- 
ease. Approximately 50 potential subjects were ex- 
cluded from the study because of physical illnesses. 

Potential subjects were screened with a selective re- 
minding task (11), which was also used to evaluate 
drug effects on memory. In this task 20 nouns from a 
single semantic category (12) were presented orally 
and the subject was asked to recall them in writing. On 
five subsequent trials the subject was first reminded of 
all the words not recalled on the previous trial; the 
subject then attempted to recall the entire list of 20 
words. To ensure that a statistically significant im- 
provement could be demonstrated, potential subjects 
(fewer than 5) were excluded if they recalled more 
than 15 words on the first learning trial or if they re- 
called all 20 words on any trial. 

Subjects were tested three times over 35 days in a 
placebo-drug-placebo design. On days 1-7 subjects 
took a placebo four times a day; the placebo was de- 
signed to look and taste like choline chloride. On days 
8-14 subjects took 4 g of choline four times a day for a 
total of 16 g/day. On days 15-35 subjects again took 
placebo. Cognitive tests, mood line, and global assess- 
ment rating scales were given at the end of the first 
placebo period (day 7), the drug period (day 14), and 
the second placebo period (day 35). 

Tests were designed to measure both storage and re- 
trieval (13) of information in memory. In the retrieval 
test subjects had two learning trials to store informa- 


tion in memory and four recall trials to retrieve infor- 


mation without additional storage. On trial 1, 15 con- 
crete nouns were presented orally and the subject was 
asked to recall them in writing. On trial 2, the subject 
was reminded of all nouns that were not recalled on 
trial 1 and then tried to recall all 15 nouns again. Sub- 
jects then spent 30 minutes in a reaction-time task that 
prevented rehearsal during the retention interval. Sub- 
jects were then given two recall trials (trials 3 and 4) 
without any reminders of words they could not recall. 
After trial 4, subjects received additional reaction-time 
trials, a test of memory storage, and two final recall 
trials (trials 5 and 6). On trials 5 and 6 subjects again 
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Number of Words Recalled by 8 Elderly Subjects on Memory Retrieval and Storage Tests 7 
13 18 P 

+ m 
E : En 
E 12 Retrieval $17 Storage 
7 7 
& ll aG . 
Z Sd 
<~ 10 5 > 
i pee E ° 
ag d 14 
: MY "m 
LJ 
~ $£— 2 
ras A 
e.g S 12 
= 
6 Veen Predrug placebo Ls 1] 
fr i a t 
B 5 9——-9 Choline 2 10 
> 4 AA Postdrug placebo 3 9 

8 
1 2 3 4 5 6 l 2 3 4 5 6 
Learning Recall LEARNING TRIAL 
TRIAL 


tried to recall all 15 nouns without any reminders of 
words that they could not recall. 

Drug effects on storage of information were as- 
sessed with the selective reminding task (11) that was 
used to screen potential subjects. Six learning trials 
were given on a list of 20 nouns from a single semantic 
zategory. Categorized word lists were used to mini- 
mize retrieval difficulties and to enable subjects to dis- 
tinguish this list from the list used in the retrieval test. 
Several different lists were constructed so that no sub- 
ject was tested with the same list more than once. 

Affective state was assessed with a 100-mm mood 
line labeled ‘‘the happiest I have ever felt” at one end 
and ‘‘the saddest I have ever felt" at the other end. 
Subjects were to mark the point that best represented 
their present mood. In previous studies (14) investigat- 
ing the effects of physostigmine, the 100-mm mood line 
has been a useful indicator of cholinergic effects on 
mood. The SCAG (15) was completed after each ses- 
sion. It assesses orientation, gross memory function, 
social functioning, and ability to care for oneself in el- 
derly subjects; for each of 19 separate items the sub- 
ject is rated on a 7-point scale. 

Neither subjects nor raters knew whether choline 
chloride or placebo was being administered. While on 
choline, however, some subjects had a noticeable fish- 
like odor, so it is unlikely that the study was complete- 
ly double-blind. 


RESULTS 


Figure 1, left side, shows the number of words 
recalled on the six trials in the retrieval test. Choline 
had no effect on performance either on the two learn- 
ing trials or on the four subsequent recall trials. It 
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is worth noting, however, that one subject whose 
performance was very poor in the predrig placebo 
session improved considerably on choline; 5n day 35, 
again during placebo treatment, he could not recall as 
many words as he could while receiving choline. 

Figure 1, right side, shows the number of words re- 
called on the six learning trials of the storage :est. Recall 
scores on choline did not differ from those in the two pla- 
cebo sessions. Thus, there was no evidence tnat choline 
improved storage of information in memor". 

Mean scores on the 100-mm mood line were calcu- 
lated for 6 subjects; higher scores indicate happier 
mood. On day 7, when the subjects were receiving pla- 
cebo, the mean score was 65.50 (5D-16.92, 
SEM 6.92); on day 14, at the end of cholime adminis- 
tration, it was 69.33 (SD=10.36, SEM —4.23); and on 
day 35, again on placebo, it was 72.16 (SD— 12.76, 
SEM =5.21). It is apparent that choline had no measur- 
able effect on mood. SCAG scores for all 8 subjects 
were as follows: on day 7 the mean SCAC score was 
24.00 (SD=4.14, SEM 1.46); on day 14, iz was 23.75 
(SD=3.84, SEM -«1.35); and on day 35 it was 20.75 
(SD=1.98, SEM=0.70). Lower SCAG scores repre- 
sent better cognitive and social functioning. Scores on 
this test were not different during the chcline period 
from those during the two placebo periods. Separate 
examination of the SCAG memory item indicated that 
scores averaged 2 or less on all 3 test days aad that cho- 
line had no significant effect on memory impairment. 


DISCUSSION 
There is evidence that choline chloride increases 


brain acetylcholine concentrations and that transmis- 
sion at central cholinergic ‘synapses plays an important 
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role in memcry functioning. In the present study, how- 
ever, choline chloride did not affect performance of 
healthy elderly people on tasks involving storage and 
retrieval of information in memory. Mood and overall 
social functioning were also unaffected. These results 
lead to three considerations. 

First, although animal studies indicate that choline 
chloride increases brain acetylcholine concentrations, 
it does not follow that choline increases central choli- 
nergic activicy. For example, the release of acetyl- 
choline from cholinergic neurons may not always in- 
crease as the intraneuronal concentration of acetyl- 
choline increases. Also, some studies (16, 17) have 
found that choline increases acetylcholine only in the 
striatum, a brain region that is not directly involved in 
memory functioning. 

Second, agz2-related cognitive changes may be a re- 
sult of neuronal changes that cannot be reversed by 
drugs that increase central cholinergic activity. For ex- 
ample, if therz is a substantial loss of cholinergic neu- 
rons with age (6), then precursor loading with choline 
chloride could have little effect on acetylcholine con- 
centration or central cholinergic activity. Similarly, if 
muscariric receptor binding decreases substantially 
with age (7), then an increase in the amount of acetyl- 
choline released presynaptically would have little ef- 
fect on cholinergic activity. 

Third, either the subjects who participated in the 
present study or the design of the study may not have 
been appropriate for detecting the cognitive changes 
that can be produced by choline chloride. Although in- 
dividuals varv considerably in their responses to choli- 
nomimetics (1, 2), it is not clear how to select patients 
most likely tc show improvement with these drugs. 
For the present study we selected healthy subjects 
who could have demonstrated measurable improve- 
ment on our tests. In a previous study (1) young nor- 
mal subjects selected according to these criteria did 
show improved memory functioning after administra- 
tion of physostigmine. However, these criteria may 
not be appropriate for selecting subjects whose per- 
formance can be improved by choline. A useful strate- 
gy for future trials with choline would be to include 
some patients who show clear evidence of impaired 
memory. This would increase the chances of including 
patients who have a specific cholinergic defect without 
substantial neuronal loss. 

It may be tkat the dose of choline chloride or the 
length of drug administration was not optimal. Studies 
with physostigmine (1, 3, 18) indicate that cholinomi- 
metics improve memory performance only in a narrow 
low-dose range; a dose that is too low has no effect 
while high doses actually impair performance. Side ef- 
fects, including nausea and diarrhea, make doses of 
choline greater than 16 g/day unsuitable for treatment. 
Lower doses sEould, however, be tested. Animal stud- 
ies indicate ihat brain acetylcholine levels increase 
within minutes after intraperitoneal injection of cho- 
line (9, 10). Bekavioral changes, however, may not ap- 
pear until chol ne has been administered for several 
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days. In animal models of tardive dyskinesia oral cho- 
line has no behavioral effect when given fer 4 days but 
is effective when given for, 11 days (19); in patients 
with tardive dyskinesia the frequency of abnormal 
movements begins to decrease only after 7 days of oral 
choline treatment (20). Conceivably, the 1-week peri- 
od of choline administration in the present study was 
too short to have affected memory. 
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Adaptive Strategies and Recovery from Rape 


BY ANN WOLBERT BURGESS, R.N., D.N.SC., AND LYNDA LYTLE HOLMSTROM, PH.D. 





The authors conducted a follow-up study of 81 rape 
victims to analyze the effect of adaptive or 
maladaptive response to rape on recovery over a 4-6 
vear period. They found that victims recovering fastest 
«sed more adaptive strategies, including positive self- 
assessment; defense mechanisms of explanation, 
minimization, suppression, and dramatization; and 
.ncreased action. Victims who had not yet recovered 
had more maladaptive mechanisms, such as negative 
self-assessments, inaction, substance abuse, and 
acting on suicidal thoughts. 


BEING RAPED generates an enormous amount of anx- 
iety in the victim. This anxiety is the basis for an acute 
traumatic reaction called the rape trauma syndrome 
(1). The nucleus of the anxiety is the impact of the life- 
threatening or highly stressful experience on the indi- 
vidual. 

In an earlier paper (2) we looked at the coping be- 
havior of the victim before, during, and immediately 
aiter the rape. The behavior was directed at coping 
with stress and consisted of avoidance, survival, and 
escape. In this paper we will look at a wider spectrum 
of adaptive behaviors aimed at reorganization and the 
ways the victims dealt with their rape over 4-6 years. 


METHOD 
Sample 


The original sample of adult rape victims consisted 
of 92 women seen during a counseling-research project 
based in the emergency department of Boston City 
Hospital in 1972-73. The crisis intervention model (3) 
and the research method (4) have been reported else- 
where. The data for this paper were collected as part 
of a longitudinal follow-up study of all the sexual as- 
sault victims. The sample for this study consisted of 81 
victims (8896) from the original sample, 78 who were 
reinterviewed and 3 for whom there were good indirect 
data. Three of the 92 victims had died, and data on 8 
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additional victims were incomplete. The adult rape 
victim group was heterogeneous with regard to ethnic- 
ity, race, religion, social class, employment, educa- 
tion, marital status, and age. 


Data Collection 


We used a standard schedule of questions that were 
flexible and open ended (5). Some of the questions had 
been asked during the initial interview at tae hospital 
in 1972-73 and some were new. The combired sources 
of data provided the information on coping and adapta- 
tion and also served as a means to compare memory 
and recall of specific thoughts, feelings, end actions 
after the rape. The classification of length of recovery 
was developed by looking at the answers tc two major 
questions: Do you feel back to normal, that is, the way 
you felt prior to the rape? and, Has the rape interfered 
in your life and, if so, in what areas? These data are 
victims' subjective reports of their own recovery over 
the intervening 4-6 years. 


Data Analysis on Length of Recovery 


The dependent variable in the analysis of recovery is 
the time required for the victim to feel reccvered. Vic- 
tims were divided into three groups: those who felt re- 
covered within months (30, or 37%), those who felt it 
took years to recover (30, or 37%), and those who did 
not feel recovered by the time of follow-up 4-6 years 
after the rape (21, or 26%). Thus, when ccntacted 4-6 
years after the rape, the majority of victims felt recov- 
ered (74%) while a minority did not fee. recovered 
(26%). 


ADAPTIVE RESPONSES TO RAPE 


Research on adaptation to stress is still a relatively 
new field. One major problem appears to b2 the lack of 
a classification system to organize data on adaptive re- 
sponses (6). Given this constraint, the data on coping 
and adaptation by adult rape victims will be discussed 
under four major categories: self-esteem, defense 
mechanisms, actions, and maladaptive responses. 


Self-Esteem 


Self-esteem is the evaluative componert of an indi- 
vidual’s self-concept and implies a personal assess- 
ment of worth or competence. This evaluztive process 
can apply to a specific role and to the totality of all 
roles assumed by an individual (7). The a»plication of 
this concept to a victim implies that the person could 
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evaluate his or her specific role as a victim as well as 
the influence of the victim experience on various other 
roles in his or her life. 

The spontaneous comments made by 45 of the vic- 
tims were coded as positive or negative and cate- 
gorized by length of recovery time. There was a clear 
association bétween self-esteem and length of recov- 
ery, Among the victims who gave a positive statement 
65% recovered in months, but among those with a neg- 
ative statement none recovered this quickly. In con- 
trast, among victims who gave a positive assessment 
none was sill not recovered, but among those who 
gave a negalive assessment 50% were not yet recov- 
ered. Of course, such an association does not tell the 
direction of cause and effect. One possibility is that at 
the time of rape some victims have high self-esteem in 
general and others have low self-esteem and the rape 
reinforces and confirms their existing evaluation of 
themselves. The other possibility is that the victims 
are not diviced that way before rape and the wav the 
victim handles the rape produces high self-esteem in 
some and low self-esteem in others. 

Positive self-assessment. Victims who made a posi- 
tive statement reflected acceptance and approval of ei- 
ther behavio- or approach to situations and/or people. 
Examples of positive terms included "strong" ("I'ma 
strong person mentally”), calm" (“I remain calm in 
difficult situetions’’), and ‘high tolerance for stress” 
(*I was glad I cooperated with the guys and didn't get 
hurt’’). Some of the victims who gave a positive as- 
sessment were able to use words denoting humor to 
gain distance on the rape (‘‘I can laugh about being 
robbed and maybe . . . I will be able to laugh about the 
other part”). 

Negative self-assessment. Victims who made a neg- 
ative statement did not affirm or approve of their be- 
havior. The negative terms included ''doubt'' ("gave 
me another s2lf-doubt about myself"), ‘not function- 
ing adequately’ (“I have never been normal"), ‘‘re- 
gret” ("I regret not yelling . . . maybe I could have 
done more' ^). **guilt'" (I played along with them and 
that made me feel guilty), "general lifestyle” (‘one 
more mess in my life... the worst to date”), ''bad 
luck” (‘I was born with bad luck, something is always 
happening to me"). 


Defense Meckanisms 


The tactics used by individuals to cope with anxiety 
may be unconscious, such as the ego mechanisms of 
defense (8); may be conscious strategies used to deal 
with everyday stresses and strains (9); or may be pat- 
terns of coping influenced by culture and society (10). 
On follow-up, it seemed important to analyze the con- 
scious cognitive strategies that victims used to master 
the anxiety generated by the rape. Four types of de- 
fense mechan sms were identified: explanation, mini- 
mization, suppression, and dramatization. Table 1 il- 
lustrates the fequency with which victims used these 
mechanisms amd their length of recovery. Adult rape 
victims who vse any or all of these mechanisms are 
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TABLE 1 
Defense Mechanisms Used by 81 Rape Victims? 
Length of Expla- ə Minimi- Suppres- Drama- 
Recovery nation zation sion tization 
Months (N =30) 20 10 8 4 
Years (N =30) i [3 7 8 I 
Not yet recovered 

(N=21) 4 0 0 l 
Total (N=81) 37 17 16 6 


aSome victims used more than one defense mechanism, and some used none. 


more apt to recover in months or years than to be un- 
recovered 4-6 years after the rape. For example, out 
of 21 victims not yet recovered only 5 used any type of 
conscious defense mechanism. 

Explanation. The mechanism of explanation helps 
the victim cope with the anxiety by providing some 
reason for the rape. Coming up with an explanation 
gives some understanding for the bizarreness of the 
acts and aids in returning some degree of control to the 
victim. The process by which a victim develops the 
explanation can be seen in the following victim's com- 
ments: l 


I was trying to think in my head of why it happened. 
Why it happened to me. Why it was necessary at that time 
and place. . . . I remember walking along the street and 
people ''cat watching.” It made me cross to the other side 
of the street . . . then the guys were on me. It's like being 
tricked. . . . I didn't have a chance. 


Explanations victims gave for the rape divide ac- 
cording to whom the victims assigned responsibility, 
the assailant or the victim. Victims who assigned re- 
sponsibility to the assailant gave such reasons as sex 
(‘He said he was horny"), revenge (He enjoyed it in 
that he was getting back at me. He could get sex for a 
dime"), pathology ("He is sick . . . he needs help”), 
and exploitation of the victim's vulnerability (^ He saw 
me drunk). 

Victims also gave explanations focusing on them- 
selves: their decisions (‘If I hadn't gone, it wouldn't 
have happened"), self-reflection (I was dumb," ‘‘I 
was idealistic, ` “I was conned,” and "For 20d I was 
raped. I hitchhiked to save 202"), and being fore- 
warned (‘‘I went to a fortune teller a long time ago who 
said a disaster was coming. When this happened, I said 
to myself, The disaster has happened"). 

Victims who use the mechanism of explanation may 
make themselves more vulnerable to judgmental reac- 
tions from others. Explanations often have a self- 
blaming quality to them. It 1s important to recognize 
that although victims may blame themselves for their 
decisions or behavior, they do not necessarily feel 
guilty about their actions. Their anxiety is decreased 
by providing a reason, which serves as a self-correct- 
ing mechanism. This contrasts with victims who feel 
guilty, which increases anxiety about the rape. This 
self-correcting mechanism may be seen in the follow- 
ing example: ''I take experiences as they come as a 
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stepping stone to learn from. The rape was a good 
learning situation . . . taught me to be more careful." 
A victim who uses explanation as a defense mecha- 
nism may have to contend with the reaction of the per- 
son to whom she is giving the explanation. Just the 
word ‘‘rape’’ conjures up many biases and prejudices 
in people (11). The following comment from a victim 
puts the matter well: 


I can talk about it calmly now. I do it in an explanatory 
way. When I tell people, I am really wary of their reaction. 
I don't want pity or want them to think of it as a weird 
thing... | want a human reaction. 


Minimization. Minimization helps cope with the 
anxiety by reducing the anxiety to a smaller, more 
manageable context. Minimization decreases the ter- 
rifying aspects and allows the person to think of it in 
tolerable amounts. Victims who minimize rape do so 
in comparison to their perception of rape, their current 
situation, other victims, or to a prior experience. 

Victims often have a perception or image of what it 
is like to be raped and if the rape does not match the 
image, they feel fortunate to have survived so well. 
Victims perceive rape as fatal (‘I got off lucky ... 
there could have been a bullet in the gun’’), perverted 
("Even though they had a knife, I kept thinking they 
were kids and they weren't going to use it... they 
didn't do anything perverse"), involving additional vi- 
olence ("scared they were going to kill me. . . or take 
me out of the city or to a place with older men . . . all I 
had to do was lie there . . . didn't ask me to do any- 
thing unnatural’’). 

Victims may have other conditions that they view as 
more upsetting than the rape. As one psychotic victim 
said, '"The rape was nothing compared to the voices. I 
wish they would go away.”’ 

Victims may compare themselves to other victims 
and minimize their anxiety that way. Victims may fo- 
cus on either the violence or the sexual component of 
the rape. One 62-year old victim, who had been badly 
beaten, almost smothered by a pillow, and cut in the 
stomach with the assailant's knife, compared age and 
sexual experience: 


I guess you see worse victims than me. I know it must 
be awful for some of these young girls. 1 know what sex is 
all about. I’ve been married and had kids. It would have 
been really awful if I was a virgin. Something like that 
would have really bothered me. 


Prior experience with upsetting events may give vic- 
tims a clue to what must be done in terms of coping. 
Victims with this strategy talked of accepting the rape 
(Its over... it must be accepted. There is nothing 
else I can do about it. It's better to be raped than 
die"). 

Suppression. Suppression provides cognitive con- 
trol over thoughts of the rape. The person tries to put 
the memory of the rape completely out of her mind 
through a conscious effort. Victims using this mecha- 
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nism do not like the subject of the rape to be brought 
up (Don't refresh my mind to it") and talk in terms of 
being able to "block the thoughts” from their minds or 
actively keeping the thoughts from entering their 
minds. Victims using this mechanism often kave had 
previous experience with such a mechanism (“It’s bet- 
ter not to think of the rape so you don't get cummed 
out"). Cognitive control may be a way to neutralize 
the anxiety, as in the following case: 


It isn’t my way to get upset. I don't dwell on things I 
can't change. I go in the other direction. Life is too short 
to go in the way of being upset and having your if2 ruined 
by such an event. 


Dramatization. According to sociologist Zola, the 
defense mechanism of dramatization ''seems :o cope 
with anxiety by repeatedly overexpressing it and 
thereby dissipating it’’ (10, p. 627). Victims asing this 
mechanism usually have a small group of friends with 
whom they discuss the rape. One victim traveled to 
another country, talked with women, and kelped es- 
tablish a feminist clinic to deal with issues cf sex and 
violence. Another victim who recovered within 
months said, “I don't cry much and when this hap- 
pened I cried a lot. .. . I got everything out plus 
talked about it with so many people.” 


Action 


In response to their rapes, victims exhibited three 
patterns of behavior: increased action, no zhange in 
action, or decreased action. Increased acticn was as- 
sociated with faster recovery. 

Of the victims who increased their action, 45% had 
recovered in months, but of those with decreased ac- 
tion none recovered that fast. In contrast, with in- 
creased action only 18% were not yet recovered 
whereas 50% of those with decreased actior were not 
yet recovered. 

Increased action. The most common aczion taken 
by victims was to change residence or to trevel. Eight 
victims traveled outside the country within the first 
year after the rape. An important considera‘ion in this 
type of action was the economic resources of the vic- 
tim. Victims who had financial resources were able to 
travel and change residence. These victims moved 
from one apartment to another and often w2re able to 
completely change neighborhoods. Some victims 
moved to another state. As one victim said, 


I| think it was easier for me because I wen to another 
city and wasn’t reminded of it. I didn’t have to see it every 
day. I could forget it.... 


Victims with less economic independence moved in 
temporarily with relatives and/or friends (‘Stayed 
with my aunt for a while ... then lived with my 
mother... now have a place of my own’’). Some vic- 
tims had to delay their moving for such reasons as eco- 
nomics or work situations. When they did move, they 
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commented on the positive component (‘‘Didn’t move 
till 1975 anc feel so much better down here"). One vic- 
tim who could not afford a move stayed with relatives 
and then rearranged her home. She had been raped in 
her bedroorn and describes the change as follows, 


Wouldn t sleep in my own bed. Stayed with friends for a 
while. Have changed my bedroom around and got a new 
bedroom set. 


There were other types of increased action that vic- 
tims took. First, changing telephone numbers or get- 
ting an unlisted telephone number helped to provide 
some envircnmental control for the victim. Second, 
reading, watching television talk shows, or writing 
about rape helped victims gain intellectual control. 
Third, some victims became active in rape crisis cen- 
ters to assist other victims. Of those victims who used 
this type of action, 70% recovered within months. 

One-third of the victims reported no specific change 
in their actions. A minority of victims (17%) described 
a marked decrease in action. Victims talked of with- 
drawing from people (I shut people out’’), life events 
(‘I hibernated’’), or the world (‘I disappeared and my 
family covered’’). Victims talked of becoming sub- 
stantially immobile (‘I just lay on the couch for two 
weeks, or “I went to bed for a month"). 


MALADAPTIVE RESPONSES 


Victims do not always cope with the anxiety of rape 
in adaptive ways. Some victims fail to cope with the 
stress of the rape and develop maladaptive responses. 
Eighteen (227) of the victims reported either making a 
suicide attempt and/or seriously abusing alcohol or 
drugs acter the rape. 

The zbuse »f drugs or alcohol and/or acting on sui- 
cidal thoughts was associated with longer recovery. 
None o- the victims who recovered in months coped 
by abusing d-ugs or alcohol or attempting to harm 
themselves, whereas 9 victims (43%) who had not yet 
recovered did rely on one or all of these behaviors. 
Nine victims reported making some attempt at suicide. 
Sometimes the suicidal behavior is present before the 
rape (‘When I was raped, I was very suicidal. I had 
attempted it several times’’). Suicidal behavior may be 
part of a prior history of affective illness (‘The rape 
made me man:c, then depressed . . . then I attempted 
suicide"). Or the suicidal behavior may be a response 
to the fa:lure to renegotiate a partner relationship after 
the rape. 

The reliance on drugs and alcohol as a coping tactic 
after rape was used by 14 of the victims ("After the 
rape I stayed constantly drunk. I hit rock bottom. | 
drank to pass out . . . not to think of how bad things 
had gotten"). 

Not only do these figures on maladaptive response 


to rape indicate these victims to be a high-risk group, 


but the causes of death of the 3 women from the origi- 
nal sample who had died clearly indicate maladaptive 
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TABLE 2 
Primary Social Task of 81 Rape Victims 4-6 Years After Rape 
Length of Housewife- 
Recovery < Employed Parent Student No Task 
Months (N =30) 16 5 2 7 
Years (N —30) 18 6 5 | 
Not yet recovered 

(N=21) 11 2 i 7 


Total (N=81) 45 13 8 15 


responses. One victim committed suicide (5) and 2 vic- 
tims died from medical complications of alcoholism. 


QUALITY OF LIFE AFTER RAPE 


An important dimension of the discussion on recov- 
ery from rape is some description of the quality of life 
for the victims in the three recovery-time categories. 
Although victims provided subjective data on their 
own recovery, additional indications of functional ca- 
pacity in social task performance, partnership stabil- 
ity, and sexual functioning after rape should be report- 
ed. 


Social Task Performance 


Women in our society generally have one or more of 
three major social tasks: to be a housewife and/or par- 
ent, to be employed, and/or to be in school. On follow- 
up the majority of victims (8196) reported meeting at 
least one of these social tasks. Table 2 illustrates the 
social task identified by the victim as her current pri- 
mary task 4-6 years after the rape. 

Recovery was most obvious in the resumption of so- 
cial task functions. Of the 14 women (1796) who had 
completed some type of formal school program during 
the years after the rape, 10 completed an under- 
graduate college program, 4 completed high school, 
and | completed a vocational program. In addition, 5 
women were in graduate school programs—law, social 
work, business administration, and education—and 6 
women were completing undergraduate college pro- 
grams. It was clear that women saw starting or com- 
pleting an educational program as a positive aspect of 
their life ("Once I got some personal achievements 
.. . I was much better’’). 

The majority of victims were working either part or 
full time. Of the 11 victims who were working for the 
same employer they had worked for at the time of the 
rape, most had received promotions. Other new posi- 
tions included teacher, salesperson, free-lance writer, 
grant investigator, health-related occupations, market 
analyst, bookkeeper, and administrative assistant. 

It is important to differentiate between the several 
lengths of recovery of the victims who identified no 
specific task performance. Victims who felt recovered 
within months and who did not identify a social task 
(N=7) were either under psychiatric aftercare super- 
vision (N=2), were retired or disabled and on pension 
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funds (N=3), or were in a social support network 
group (N=2). In contrast, all victims who were not yet 
recovered and did not identify a social task (N=7) had 
no strong social network ties and were socially drift- 
ing. In the years after the rape, they had been unsuc- 
cessful in gaining any personal achievements. The 
women were distressed at their lifestyle and, although 
they sought assistance, were unable to reorganize their 
lives in a meaningful way. 


Parinership Stability 


The stability of partnership relationships is associat- 
ed with length of recovery. Fifty-one victims (63%) 
were in some type of partnership relationship at the 
time of the rape, including dating partners, dating and 
sexual partners, and marriage partners. Three patterns 
of partnership stability were noted after the rape. The 
most common pattern (30, or 59%) was disruption of 
the relationship, followed by no disruption of the rela- 
tionship (14, or 27%), followed by semi-disruption of 
the relationship (7, or 14%). Victims with partnership 
stability had a faster recovery than victims who did not 
have partnership stability. Of the 15 women who mar- 
ried within 4—6 years after the rape, only 4 married the 
partners they had at the time of the rape. Three who 
were married at the time of the rape were divorced by 
follow-up, and 2 who married within the 4-6 years had 
also divorced by the time of follow-up. 


Sexual Functioning 


The majority of victims who were sexually active at 
the time of the rape (N=63) reported disruption In sex- 
ual functioning within the 6 months after the rape. 
Changes were reported in their frequency of sexual ac- 
tivity as follows: abstinence (38%), decreased activity 
(33%), increased activity (10%). Only 19% reported no 
change in sexual activity. Sexual symptoms included 
sexual aversion, flashbacks, vaginismus, and orgasmic 
dysfunction (12). 


DISCUSSION 


Recovery from rape is complex and influenced by 
many factors. These factors include prior life stress 
(5), style of attack (13), relationship of victim and of- 
fender (and whether it is an inter- or intraracial rape), 
number of assailants, language used by the assailant 
(14), the amount of violence or the sexual acts de- 
manded (15), and postrape factors of institutional re- 
sponse to the victim (4), social network response (16), 
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and subsequent victimization (13). Clinicians shóuld 
consider all of these factors in identifying victims who ~ 
are at high risk for a slow recovery from rape and will 
remain vulnerable to many life stresses for a lcng time. 

In this article we have reported the importance of 
high self-esteem and conscious coping and adaptive 
strategies in aiding recovery. Being raped sets into mo- 
tion an evaluative process that affects the view victims 
have of themselves or their behavior during -ape. The 
conscious defense mechanisms of explanation, mini- 
mization, suppression, and dramatization al help to 
neutralize the anxiety created by the rape, as do in- 
creased actions, such as moving, travel, or rsading on 
the subject. 
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Continuous Psychotherapy Within an HMO 


BY MICHAEL J. BENNETT, M.D., AND M JJ. WISNESKI, M.D. D 





The authors describe the long-term psychotherapy 
program developed by the Harvard Community 
Health Plan, focusing on its planning, 
implementa-ion, and monitoring. The inclusion of 
coverage for chronic conditions in an HMO practice 
led to the de»elopment of a range of extended 
treatment services, exploratory as well as supportive, 
and to the erhancement of short-term methods. The 
control of ut'lization and cost is effected through the 
willingness cf the provider group to adapt treatment 
methods to patient needs, rather than through the 
benefit struc‘ure. With the broad range of treatment 
methods avcilable in this plan, only 195-296 of 
patients require long-term continuous psychotherapy. 





SINCE Avnet's landmark study in 1962 (1), the feasibil- 
ity of insuring ambulatory psychiatric care has been 
increasingly accepted in the insurance communitv. In 
most instances, benefits have been limited or access to 
services has been controlled by financial barriers, such 
as copayments, exclusion by diagnosis, and restriction 
by type or number of services offered. The HMO has 
typified such an approach, leaving itself open to criti- 
cism since it claims to offer ‘‘comprehensive care" 
and presents itself as one affordable configuration for 
delivering high-quality medical care under national 
health insurance. Sharfstein and Magnas (2), in arguing 
for the broadening of benefits, state that policies that 
limit or proscribe access to care create a situation 
where the practice of medicine ‘‘is encouraged to fol- 
low the dictates of insurance coverage rather than 
those of clinizal assessments and needs.” 

Efforts to define chronicity, to distinguish between 
short- ar.d lorg-term treatment, and to isolate reactive 
problems from their characterological substrates tend 
to be arbitrary and self-defeating, especially within the 
closed system of the HMO where barring access at one 
portal of care leads to queuing at another. This is sug- 
gested b» the finding (3-5) that patients with psychiat- 
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ric illness who do not have ready access to psycHiatric 
services tend to overuse other services to which they 
do have access. In this way generic exclusions appear 
to be untenable within the HMO. 

One factor influencing an HMO’s willingness tà sub- 
sidize programs for the chronically ill is its need to 
compete with indemnity programs, which characteris- 
tically limit benefits. This situation was drastically al- 
tered in Massachusetts in 1976 when new state lepisla- 
tion mandated minimum mental health benefits state- 
wide for all insurance programs. This allowed the|Har- 
vard Community Health Plan to broaden its benefits 
and develop new programs to implement these bene- 
fits without incurring a competitive disadvantage 

The Harvard Community Health Plan began in|1969 


lution and impact of a long-term psychotherapy 
gram. 


PLANNING THE PROGRAM 


The decision to provide long-term psychotherapy 
rather than to contract out for such services or to reim- 
burse the patient was based on our assumption that 
such programs could be effectively administered by 
our staff, that they would not undermine the short- 
term orientation, and that it would be impossible to 
monitor them effectively and thus keep costs within 
bounds any other way. Further, since we had been re- 
ferring out 1095-1295 of new patients for extended 
treatment before the benefit change (a figure consistent 
with the experience in other HMOs [6-8]), we hoped 
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that bringing such services in house would reduce the 
fragmentation of care and make mental health care 
similar to 6verall medical care, in which outside refer- 
ral is kept to a minimunt. 

In compliance with the state law, we decided to of- 
fer 20 group or individual sessions within a 12-month 
period at the standard health center copayment rate 
(usually $1) and to charge a fee-for-service rate for ses- 
sions in excess of 20. Since a session was defined as a 
50-minute individual encounter or a 90-minute group 
encounter, this allowed the mental health department 
to develop a spectrum of services within the benefit 
limit through the use of spaced visits or half or quarter 
sessions. Patients were no longer to be referred out, 
which made it necessary to develop services for those 
who could not effectively be treated within the benefit 
limit. This was defined pragmatically as *'long-term"' 
treatment. Such treatment most commonly consists of 
continuous once or twice weekly group or individual 
psychotherapy. Staff were expected to use this re- 
source sparingly and patients were to share in its cost. 
Before 1976 long-term treatment was seen as an alter- 
native to our short-term program; since 1976 it has 
been viewed as an extension of that program. The 
mental health staff were charged with developing cri- 
teria for referral to and monitoring of long-term treat- 
ment. 

Although fully integrated in the medical care sys- 
tem, the mental health department functions as a 
group within a group practice (9). Therefore it was well 
suited to the task of confronting an issue laden with 
strong opposing convictions, both professional and 
personal. The group was forced to reconcile such dif- 
ferences over several months of staff meetings, a pro- 
cess that tended to make each participant a partner in 
the venture. The outcome was a set of guidelines and 
the creation of a representative monitoring committee 
to interpret and apply these guidelines. This inter- 
disciplinary committee meets regularly, functions in 
an advisory, educational, and supervisory capacity, 
and is responsible to the group as a whole. Its tasks are 
to evaluate referrals for long-term treatment, arrange 
for individual or group treatment when appropriate, 
and to review such treatment periodically. It has no 
formal power and does not operate in the adversary 
fashion characteristic of many reported peer review 
mechanisms. ' 

Referral for long-term treatment is based on a com- 
Lination of need and capacity to benefit. Usually this 
means that symptomatology and/or functional impair- 
ment is severe, that it persists or returns after a period 
of brief treatment (normally followed by a treatment- 
free interval of two months or more), and that a second 
course of brief therapy would probably produce no 
further significant change. Occasionally, when we feel 
that brief treatment is absolutely or relatively con- 


' Newman (10) reported a peer review structure that evolved from a 
critical adversary role to generate a productive group process 
where none had existed before. Our experience is the reverse. 
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traindicated,? a patient may be offered extended thera- 
py without a prior trial of brief therapy. Under the 
above mentioned conditions only, patient anc thera- 
pist are asked to assess the capacity to bene it from 
extended group or individual therapy and the motiva- 
tion to make a commitment to such treatment. Such 
motivation includes the capacity and willingness to 
pay: after the 20th visit and for the balance of "he year 
patients are charged at a fee-for-service rate of $20 per 
group session (with a sliding scale down to $10), and 
$40 per individual session. Approved treatment ex- 
tends for a year and is renewable annually with com- 
mittee review. 


EXPERIENCE TO DATE 


The mental health unit in each of the 2 healti centers 
records approximately 20,000 encounters per year, of 
which 1,200-1,500 represent new patients. During the 
period between January 1, 1976, and January 1, 1978, 
93 cases were submitted to the committee. We esti- 
mate this to be less than 2% of the patients seen. Many 
of these cases came early, probably represent ng cases 
held in abeyance, and currently less than 1% of pa- 
tients seen are referred for long-term therap:. 

Of the 93 patients referred, 72 actually began treat- 
ment. Thirty-four were treated with individua. psycho- 
therapy; they included 2 children and 32 adults, 21 
women and 11 men. The rest, those whose méjor prob- 
lems were interactional in nature; who were willing to 
work in a group; and who were not paranoid, actively 
suicidal or psychotic, highly narcissistic, or primarily 
substance abusers, were treated in groups (except for 
| long-term couples treatment). By November of 1977, 
when monitoring forms were sent to all therapists, 16 
of the 34 in individual treatment had terminated and 18 
remained in treatment. For those who had terminated 
within the first year of the program, the average length 
of treatment was 6 months. 

Of the patients who terminated treatment "within the 
first year, 8 had personality disorders, 4 had neuroses, 
2 had psychoses, and 2 had transient situational distur- 
bances. Of the 18 who remained in treatmen:, 12 were 
diagnosed as having personality disorders, £ had neu- 


? Absolute contraindications: 1) severe psychopathology without an 
acute situational precipitant or definite issue, e.g., sch zoid, obses- 
sional, paranoid disorders: 2) the probability that termination of 
short-term therapy would result in acting out in the form of harm 
to self or others; and 3) severe chronic disturbance it functioning 
patients who have a positive relationship with othe- health-care 
providers (primary care physicians, nurse practitioners, etc.) and 
no situational problem. Relative contraindications: 1} the inability 
to form a relationship with the therapist, e.g., in patients with se- 
vere schizoid, obsessional. or paranoid features; 2) a hizh level of 
dependence or a tendencv to develop an early, strong transfer- 
ence, making termination of brief therapy very difficult; 3) refusal 
of short-term therapy; 4) the likelihood of harm or neglect to oth- 
ers without continuous long-term therapy, e.g., with -:hild-abusing 
parents or persons predisposed to commit repeated cimes; and 5) 
severe chronic organic or medical illness with emotional complica- 
tions. 
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roses, I was psychotic, and 1 had a transient situation- 
àl disturbance. Twenty-eight of the 34 patients in con- 
. ünucus individual psychotherapy were diagnosed as 
having either a personality or neurotic disorder, and 
only 3 were listed as psychotic. (The low number of 
psychotic patients who were treated with continuous 
individual therapy reflects our view that such dis- 
orders are not ordinarily best treated with weekly psy- 
chotherapy. Most patients with chronic psychoses are 
followed in a continuing manner that usually remains 
within the benefit limit [11].) 

Early in its history, the monitoring committee fre- 
quently questioned referrals. For example, about 10% 
of early rezerrals were considered treatable by short- 
term methods, and this suggestion was made to the re- 
ferring therapists. As the quality of referrals has im- 
proved, such disapproval of referrals has become rare. 

The current format is as follows: each staff member 
is allowed up to 4 long-term patients. Most commonly 
a provider will refer a patient he or she has followed 
through one or more courses of brief treatment, usual- 
ly followed by a treatment-free period. With approval, 
the referring provider undertakes treatment for a year, 
at which time the case is reviewed. Supervision or 
consultatior is optional, but many elect to have such 
help. There is some variation in referral patterns, but 
most staff members who treat adults have at least one 
patient in such treatment. Cost to the plan is minimal, 
since the few staff hours required are largely paid for 
by fees charged and collected. 


Effect of the Fee 


Initially there was some concern that the fee re- 
quired after the 20th session would exclude some pa- 
tients who might need such treatment but could not 
afford it. Staff raised additional concerns about the 
possible need to discontinue treatment abruptly, pro- 
voking a crisis with potentially regressive impact. It 
was decided to allow a member to continue treatment 
under circumstances where a severe regression was 
likely, paying the plan ‘‘as possible over time,” with- 
out pressure. In the first year since this exception has 
been in effect, only one such case has occurred. 

In only one case, a patient who attended one session 
and then stopped, was termination attributed to inabil- 
ity to. afford the fee. We have no evidence to suggest 
that the fee is a deterrent to those patients who might 
seek such treatment. Because we serve a pre- 
dominantly middle class, white collar, largely em- 
ployed population, we assume that our average mem- 
ber can afford the approximately $800-$1,000 per year 
which would be involved; many of our low-income 
population are eligible for state assistance. 

In reviewing their experience with the benefit in the 
fall of 1977, staff withdrew their initial reservations. 
They did not believe the low referral rate was attribut- 
able to the fee but rather saw it as reflecting the small 
number of patients needing continuous weekly psy- 
chotherapy when a full range of alternatives existed. 
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IMPACT ON PATTERN OF CARE 


The most significant impact of the capacity to pro- 
vide long-term treatment has*been its enhancement of 
the short-term treatment program. Therapists are 
more willing to undertake brief treatment, are less con- 
cerned about producing casualties, and are more chal- 
lenged to explore the boundaries of such techniques. 
The choice of methods is no longer polar. Most impor- 
tant, patients are kept within the system, and early as- 
sessments about what a given patient needs can be 
modified over time if necessary. 

In a recent study (unpublished) of 144 patients re- 
ferred to the Kenmore Center Mental Health Depart- 
ment, 63.8% were seen for 1-10 visits and 90.3% for 20 
or fewer visits. Of the 9.795 seen for 20 or more visits, 
few (196-296) were seen in weekly 50-minute individ- 
ual or 90-minute group sessions. The rest were treated 
within the benefit limit through spaced and/or partial 
visits. The dominant modes remained short-term 
group, individual, and couples therapy and group and 
individual supportive care. 

The importance of keeping patients within the sys- 
tem can be appreciated by citing three patterns of care 
that have become increasingly prevalent. First, a small 
program of short-term (15-session) group therapy has 
evolved into a major method of treating adult develop- 
mental problems. Healthy patients with such problems 
often expressly ask for exploratory psychotherapy (12). 
Many were previously referred out because they re- 
quested it and because they were judged ‘‘able to ben- 
efit from it." The question of whether they needed 
such treatment was never addressed. 

Second, there has been a tendency to view returning 
patients as treatment failures and to see them as need- 
ing extended therapy. Our current practice is to assess 
the effectiveness of a previous course of brief treat- 
ment and offer the patient another course of such treat- 
ment if the presenting problem warrants it. For some 
patients, this may lead to a pattern of care character- 
ized by periods of intense but focal therapy alternating 
with treatment-free periods. Such care remains within 
the benefit limit.? 

A third pattern involves flexible intradepartmental 
referral. A patient who has made minimal or short- 
lived gains from brief therapy may need a different 
therapist or therapeutic mode, not necessarily long- 
term. Before 1976 such patients were often referred 
out. 

In a general sense, the staff has been made more 
'*benefit-conscious.'' That is, charged with the respon- 
sibility of caring for the whole population, staff are 
challenged to consider the optimal use of the benefit as 


? Both the crisis literature (13) and recent literature on adult devel- 
opment (14, 15) suggest that receptivity to treatment and the opti- 
mal mode may vary with the individual's circumstances and place 
in the life cycle. For some patients a pattern of intermittent intense 
brief treatment at times of readiness may be an alternative to con- 
tinuous psychotherapy. It is possible that candidates for such a 
pattern of care are lost from the system when the possibility of 
long-term treatment is excluded, 
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a resource and to allocate it rationally in their treat- 
ment planning negotiations with their patients. 


DISCUSSION 


As we approach national health insurance, there are 
strong pressures to exclude or severely limit mental 
health benefits, which sometimes leads to arbitrary 
distinctions and fosters ideological splits. Polarization 
among mental health professionals vis-à-vis such is- 
sues as the definition of crisis intervention and brief or 
long-term treatment obscures the fact that the dynami- 
cally based psychotherapies constitute a spectrum and 
that such definitions are relative and inexact. Within 
the HMO movement itself, mental health programs 
differ widely. Most continue to depend on structural 
barriers to ‘‘over-utilization,’’ often underestimating 
the self-regulating potential of the HMO system. Three 
factors make the HMO a suitable site for a non- 
adversarial balancing of cost and service goals: 

1. The consumer is a partner with an interest in con- 
taining the premium on which service programs are 
based. This fosters a spirit of cooperation regarding 
issues of priorities and optimal allocation of resources. 
This is enhanced by the implicit health orientation of 
the setting, which enlists the member's responsibility 
for his or her own care. 

2. The providers are usually organized into a peer 
group characterized by some form of risk sharing. Op- 
timally this can lead to a shared sense of challenge and 
a willingness to adapt traditional techniques. Peer sup- 
port accompanies peer pressure. 

3. The patient's continuing relationship with the or- 
ganization as a whole and with a specific medical pro- 
vider or provider team within it allows for periods of 
"inactive care’’ alternating with periods of active care 
when necessary. In regard to both acute and chronic 
emotional problems, the mental health therapist is one 
of a number of potential helpers within a system which 
itself provides continuity. Access to the specialist in 
such a system does not require an uninterrupted se- 
quence of visits. 

When an HMO excludes long-term treatment, it 
must inevitably lose a number of prospective patients 
from its system. The Harvard Community Health Plan 
experience suggests that many of these patients are 
treatable by brief methods or by flexible adaptation of 
the benefit. It is striking that even with careful screen- 
ing and selection, our ''long-term'' patients often 
chose to stay within or just barely beyond the benefit 
limits. Almost half terminated within a year, and the 
average duration of treatment within this subgroup 
was 6 months. 

One consequence of the systematic exclusion of 
896-1096 of patients is the perpetuation of a conceptual 
myth. Goldensohn (6) suggested that HMOs may be 
subject to a polarization of goals, emphasizing *'return 
to function goals," which he sees as inherent in brief 
treatment techniques, at the expense of goals such 
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as characterological change, self-realizatioif, or 
"achievement of a patient's highest possible poterf- 
tial," which he believes require long-term treatment. . 
As Malan (16) demonstrated, such polarization is not 
inherent in the techniques, neither does it come from 
our patients. A range of therapeutic services may be 
used to pursue a common goal: to help tbe patient free 
himself or herself from obstacles to continuing growth. 
The choice of methods varies with a patient's needs. 

The practice of excluding the continuous, long-term 
psychotherapies stems from the wish to control utiliza- 
tion and its corollary, cost. In our opinion too much 
emphasis has been placed on benefit structure and not 
enough on provider group process in controlling both 
utilization and cost. As Spoerl (8) indicated, the cru- 
cial issue in cost containment is not access to services 
but the way in which services are provided. Other au- 
thors (17, 18) have correctly stated that the major de- 
terminant of this appears to be the attitude and con- 
victions of the provider. A major problem in con- 
trolling costs within the fee-for-service system has 
been that of enlisting the creative and adaptive 
energies of mental health providers. As the system 
now exists the provider has little motivation to modify 
preferred practice patterns. Sharfstein and Magnas (2), 
in summarizing experience with psychiatric treatment 
under the Federal Employees Health Benefit program, 
indicated that the 1%-2.3% of patients who use “‘in- 
tensive psychotherapy" consume 1596-2896 of the 
total monies spent on mental health services. In order 
to monitor the use of the highly specialized, most 
costly techniques, he advocated ''...a system of 
referral to a peer review process for questionable 
claims...” (2, p. 1253). As a recent Group for the 
Advancement of Psychiatry publication indicated, 
however, such review mechanisms aim to '*. . . iden- 
tify and reduce incompetent or unacceptable profes- 
sional behavior...’ (19, p. 40). As such, they are 
retrospective and inherently adversarial. They do not 
operate at the point of choice of mode of therapy and 
thus cannot allocate the most expensive resources 
according to the clinical need for them. 

In contrast, the HMO is a setting where review 
mechanisms can exist in conjunction with but second- 
ary to prospective treatment or health planning. This 
process engages and challenges both provider and pa- 
tient and allows for rational allocation of a broad range 
of services. Despite this potential for self-regulation, 
the HMOs remain wary. Bittker (20) raised the possi- 
bility that inclusion of the long-term (continuous) psy- 
chotherapies may undermine staff willingness to use 
short-term approaches. At the Harvard Community 
Health Plan, our assumption is that the average patient 
needs focal treatment, and the emphasis has shifted 
over the years from ‘‘criteria of inclusion" to “‘criteria 
of exclusion” for such treatment. We believe that hav- 
ing the capacity to do longer-term treatment on a once 
or twice weekly basis has enhanced rather than under- 
mined that orientation. 

From both an economic and clinical standpoint, our 
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experience suggests that long-term treatment is fea- 
sible within an HMO. When treatment is planned and 
. monitored by a staff committed to balancing cost with 
clinical concerns and when a full range of treatment 
alternatives exists, our experience suggests that only 
126-296 of patients seen in the mental health depart- 
ment require long-term continuous psychotherapy. 
The common HMO practice of referring 1095 of pa- 
tients out for long-term treatment excludes a large 
number of patients who might be effectively treated 
with less extensive methods. This has important impli- 
cations for the affordability of mental health care un- 
der national health insurance. 


REFERENCES 


1. Avnet HH Psychiatric Insurance. New York, Group Health In- 
surance, Irc, 1962 

2. Sharfstein SS, Magnas HL: Insuring intensive psychotherapy. 
Am J Psycaàiatry 132:1252-1256, 1975 

3. Goldberg ID, Krantz G, Locke BZ: Effect of a short-term psy- 
chiatric therapy benefit on the utilization of medical services in a 
prepaid grcup practice medical program. Med Care 8:419-428, 
1970 

4. Cummings N, Follette W: Psychiatric services and medical utili- 
zation in a prepaid health plan setting. Med Care 5:25-35, 1967 

5. Cummings N, Follette W: Psychiatric services and medical utili- 
zation in a prepaid health plan setting: part II. Med Care 6:31- 
41, 1968 

6. Goldensohn SS: Cost, utilization, and utilization review of men- 
tal health services in a prepaid group practice plan. Am J Psy- 
chiatry 134:1222-1226, 1977 


20. 


MICHAEL J. BENNETT AND M.J. WISNESKI 


. Bittker TE, Idzorek S: The evolution of psychiatric services in a 


health maintenance organization. Am J Psychiatry 135:339-342, 
1978 


. Spoerl OH: Treatment patterns fn prepaid psychiatric care. Am 


J Psychiatry 131:56-59, 1974 


. Budman S, Feldman J, Bennett M: Adult mental health services 


in a health maintenance organization. Am J Psychiatry 136:392- 
395, 1979 


. Newman DE: Peer review: a California model. Psychiatric An- 


nals 4(1):75-85, 1974 


. Sabin J: Research findings on chronic mental illness: a model for 


continuing care in the health maintenance organization. Compr 
Psychiatry 19:83-95, 1978 


. Budman S, Bennett M, Wisneski M: Short-term group psycho- 


therapy: an adult developmental model. Int J Group Psychother 
(in press) 


. Hirschowitz RG: Crisis theory: a formulation. Psychiatric 


Annals 3(12):33-47, 1973 


. Levinson D, Darrow C, Klein E, et al: The Seasons of a Man's 


Life. New York, Knopf, 1978 


. Vaillant G: Adaptation to Life. Boston, Little, Brown and Co, 


1977 


. Malan D: The Frontier of Brief Psychotherapy. New York, Ple- 


num, 1976 


. Evans RG: Beyond the medical marketplace: utilization and 


pricing of insured health care in Canada, in National Health In- 
surance: Can We Learn From Canada? Edited by Andreopoulos 
S. New York, John Wiley & Sons, 1975 


. Liptzin B: The effects of national health insurance on Canadian 


psychiatry: the Ontario experience. Am J Psychiatry 134:248- 
252, 1977 


. Group for the Advancement of Psychiatry Committee on Thera- 


py: Psychotherapy and Its Financial Feasibility Within the Na- 
tional Health Care System. Report 10. New York, GAP 1978 
Bittker TE: Should intensive psychotherapy be insured? (ltr to 
ed). Am J Psychiatry 133:715-716, 1976 


1287 


Battered Parents: A New Syndrome 


Am J Psychiairy 136:10, October 1979 


Cad 


BY HENRY T. HARBIN. M.D., AND DENIS J. MADDEN, PH.D. 





The authors identify a new syndrome of family 
violence —parent battering. Relevant dynamics include 
individual characteristics of the parent batterer, 
distortions in the generational authority hierarchy, the 
role of secrets and denial, and cultural influences. The 
authors conclude, on the basis of their clinical work 
with these families, that this subtype of family violence 
is distinct from child and spouse abuse. 


THIS PAPER will focus on a new syndrome of family 
violence—parent battering. Its victims are the parents, 
its perpetrators their adolescent and young adult off- 
spring. The recent increase in the use of the terms 
“battering” and “‘abuse’’ associated with family and 
marital disruptions has made us wary of adding yet an- 
other usage to the literature. However, we think this 
categorization is justified because it represents a syn- 
drome with symptomatology and dynamics that are 
somewhat different from those found in child abuse 
ard spouse battering. We use the term “‘battered’’ to 
refer to actual physical assaults or verbal and non- 
verbal threats of physical harm. Not included in this 
definition is emotional battering or assault, i.e., a par- 
ent becoming tense, depressed, or upset because of 
difficulties or frustration in child rearing. A broad use 
of the term ''parent battering’ would include parri- 
cide; in this paper we present data only on nonlethal 
assaults on parents. 

Our interest in this area and awareness of this syn- 
drome come from our work in evaluating and treating 
violent adults, adolescents, and families (1-3). We are 
currently conducting a pilot study of assaultive adoles- 
cents and their parents (a total of 15 families to date), 
and it was with this group that we first became aware 
of the battered parent phenomenon. Our research has 
focused on adolescents aged 14-20 who have assaulted 
peers, teachers, strangers, or family members. On 
closer examination we discovered that more than half 
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of these teenagers (8 of 15) had repeatedly attacked or 
threatened physical violence to their parents. Further 
study revealed that in a few of these families this was 
the only manifestation of violent behavior. In addition 
to observing the research families, we have either 
evaluated, treated directly, or consulted with the ther- 
apists of approximately 20 other families that con- 
tained a battered parent. Clinical data about these ado- 
lescents and young adults who had either attacked or 
threatened their parents was not collected system- 
atically. The majority of these violent individuals 
(about 80%) were between the ages of 13 and 24. How- 
ever, there were some extremes: a 10-year-old boy and 
a 35-year-old man demonstrated the same behavior 
and similar family dynamics. In all of these cases (ap- 
proximately 28 families) the assailants were living with 
the parents, and most were economically dependent 
on them. The assaults or threats occurred in the home. 
The majority of these assaultive youths had also at- 
tacked someone outside the home and/or another per- 
son in the home, usually a sibling. Only 2 or 3 could 
have been considered psychotic at the time of the at- 
tack; in the research study adolescents who had been 
psychotic were excluded. Most of these youths were 
not taking drugs or alcohol at the time of the assaults. 

Statistics on the incidence and prevalence of child 
and spouse abuse are just beginning to be collected. A 
comprehensive sociological survey of family violence 
by Strauss and associates (4) included a section on the 
frequency of attacks on parents by children aged 3-18. 
Preliminary results indicate that almost 10% of chil- 
dren in this age group have attacked their parents (4). 
Steinmetz (5) recently described a syndrome in which 
adults neglect and abuse their elderly parents who are 
in a helpless and dependent position. Her data did not 
focus on parent victims who are middle-aged and eco- 
nomically independent. Also. the violent individuals 
she described were adults in a caretaking role vis-à-vis 
their elderly parents. 

The most extreme form of parental assault is parri- 
cide (6-8). The dynamics described in these cases dif- 
fer somewhat from those we have observed in cases of 
nonlethal parental assault. Studies of parricide have 
described several characteristics. The families are 
severely disorganized and often catastrophically 
stressed. Often there is only one extremely violent and 
lethal action by the child or adolescent. Parricide is 
often associated with severe parental sexual and phys- 
ical abuse of the child, and the parental victim is fre- 
quently a sadistic figure whom the whole family hated 
(9). We have observed a few adolescents who have 
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l murdered a parent, but it is not yet possible to deter- 
mine if these families are qualitatively different from 
. the ones we will describe in this paper. 


OBSERVATIONS OF FAMILIES WITH BATTERED 
PARENTS : 


The perpetrators of this form of family violence are 
adolescents and young adults; the majority range in 
age from 13 to 24. The most common pattern is one of 
repetitive or threatened attacks on the parents, most of 
whom are 40-70 years old. In some cases the behavior 
seems to have become a habitual family transaction 
when the “amily is under stress. Attacks range from 
threatening behavior, such as destroying furniture in 
front of the parents while verbally assailing them, to a 
serious phvsical attack on one or both parents, which 
in some cases leads to hospitalization for physical in- 
juries. The attacks on the parents usually evolve out of 
a disagreement between parent and child; often the 
parents have done something (e.g., setting a limit, be- 
having erratically, drinking too much) that upsets the 
young person. Very often the parent victims reward 
the violent behavior by giving in or changing their po- 
sition as a response to the aggressive act. 

Some exemples of parent battering include the fol- 
lowing: a 19-year-old boy bruised several of his 
mother’s rits so badly that she went to the emergency 
room of a local hospital. An 11-year-old boy whose 
mother had spanked him for disobeying orders pushed 
her into a door, breaking her coccyx, and then kicked 
her in the fece while she was on the floor, lacerating 
her cheek. The father observed the incident without 
interfering. A 17-year-old boy would take decorative 
swords from the wall of his parents' home, destroy 
their furniture, and then make threatening gestures 
when they tried to stop him. It should be noted that he 
behaved in this manner often when stressed outside 
the home, for example, when he had problems with his 
girlfriend. A 30-year-old man would throw breakable 
objects around the room or rip out the telephone while 
coldly staring down his parents, but he rarely hit them. 
An 18-year-old boy repeatedly threatened to kill his 
mother and once held a pistol to her head. The threats 
were often made when he wanted money and his 
mother refused him. 

The majority of the cases involved males, but we 
have also seen this phenomenon in females. One teen- 
age girl made two attempts to kill her family by setting 
fires in their home. In some cases one of the parents 
may initiate the violence by a hostile statement, but 
episodes of severe child abuse have rarely been report- 
ed in these families, and only occasionally was there 
evidence of spouse abuse. 

Questions concerning the nature of the assaultive 
behavior led us to consider some of the more salient 
features or dynamics of these families. Our investiga- 
tions are still in a formative stage, so what we offer 
here may be taken only as clinical observations clus- 
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tered around what we consider to be the more relevant 
themes. 


HIERARCHY 


Although these families do not appear to be cata- 
strophically stressed, they do have some disturbance 
in the authority hierarchy. Usually one or both parents 
have abdicated the executive position, or there is so 
much covert competition between them that neither 
rules effectively. We have observed this behavior clin- 
ically and in the research we are conducting. A family 
hierarchy test we have used in the study gives parents 
and adolescents the opportunity to choose whom they 
see as being in charge and whom they would like to 
have in charge (10). A substantial number of these 
families, both those containing a battered parent and 
those in which the adolescent has assaulted someone 
else, stated that the adolescent is in charge. The major- 
ity of the parents shy away from firmly stating that 
they, rather than their children, should set the rules, 
and some state that everyone should be equal. In one 
of the families mentioned earlier, the parents were 
asked whether they thought it was right or wrong that 
their son had broken his mother's back and kicked her 
in the face. They both replied, ‘‘It was neither right 
nor wrong, Doctor... ."' 

These patterns of parentification of the violent ado- 
lescent occur even when the teenager has obvious cog- 
nitive limitations, e.g., minimal brain dysfunction. It is 
particularly puzzling that these parents turn for major 
decision-making input to a child who is not only too 
young or immature for this responsibility but also neu- 
rologically impaired. One can imagine the enormous 
frustration this generates in the adolescent.. The sys- 
temic consequence of this family dynamic is a rigid 
and unadaptive family in which the executive sub- 
system has been handed down to an overly taxed per- 
son incapable of handling this responsibility. 

The parents often attribute their abdication of au- 
thority to the personality of the violent teenager, 
whom they describe in such terms as ‘‘bully,”’ ‘ta little 
dictator," and '"'bossy." At times they appear to be 
very much threatened by the child. An excellent paper 
about tyrannical but fearful children clearly described 
many of these dynamics, and it may be that some of 
these children become violent adolescents (11). Some 
of these parents recall that their violent offspring had 
these personality traits even as young children. In 
some cases, the physical characteristics of the parents 
or of the child are obvious contributing factors to the 
imbalance in generational authority. Some of the teen- 
agers are very large and could easily overwhelm a par- 
ent in a physical struggle. In some of the single-parent 
families the violent adolescent is the only male. In one 
family where both parents lived in the home the 12- 
year-old son began to attack his father, who was 70 
years old and mildly senile. Although at that time the 
son was very small, he was still stronger than the fa- 
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ther. In another family, the violent son was fairly 
small, and his father was a chronic alcoholic with a 
mild organic brain syndrome who was increasingly in- 
effective in handling his $on. On one occasion, the fa- 
ther was drunk and began to yell at his son, who then 
pushed him down the steps. 

The physical attacks and threats in these families 
may represent an attempt by the adolescent to control 
the family or to replace the ineffective parents. These 
teenagers may also want to punish their parents for 
having exploited them through permissiveness and 
lack of leadership. In families with schizophrenic off- 
spring one sees similar dynamics, in that the identified 
patient attempts to punish the parents. This is usually 
done in a less physical and overt manner, e.g., by ex- 
aggerating a sick role and creating a guilt leverage with 
the parents (12). 

The abdication of authority by the parent and the 
symmetrical feeling of physical prowess on the part of 
the adolescent can result in the adolescent's manifest- 
ing a grandiose sense of self along with an enormous 
sense of entitlement. Some of these adolescents act 
like *know-it-alls,"' seem to feel omnipotent, and ex- 
pect everyone to bend to their will. This behavior, 
which is fostered by the parents, parallels that of adult 
violent patients, who have a defensive, exaggerated 
sense of masculinity and a need to control others. 


PROTECTION AND SECRETS 


The role of denial has been highlighted in the child 
and spouse abuse, literature (13, 14). Denial is also ob- 
served in parent battering, with the parents in almost 
all of the affected families denying the seriousness of 
their offspring's aggression. Occasionally, parents can 
admit to the seriousness of the aggressive outbursts 
immediately after they occur. However, this does not 
last long, and the veil of denial rapidly reappears. The 
families tolerate a great deal of violence without taking 
any action, even when someone is physically injured. 
Parents go to great lengths to protect their teenage 
children, even te the point of lying to the therapist. 
This denial and protection is manifested in the follow- 
ing ways: 1) avoidance of confrontation or open dis- 
cussion of the violent action, 2) attempts by all family 
members to minimize the seriousness of the violent be- 
havior, 3) avoidance of punishment or inconsistent re- 
sponses to inappropriate aggression, and 4) refusal to 
ask for outside help for themselves or the child. 

One woman's son had beaten her severely twice and 
torn apart her living room several times, but she had 
not called the police. Her inaction was magnified by 
the fact that the son had called the police to report his 
behavior on two occasions. In one family, the father, 
who had almost been killed when his son pushed him 
down the stairs, denied that the son had a problem 
with his temper. Often parents who are engaged in 
treatment will allow the therapy to stop if the adoles- 
cent begins'to demand termination. 
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Family protectiveness and secretiveness abo-t ag-, 
gression is evident in both child and spouse abus? fam- 
ilies. Many wives refuse to bring charges against their 
abusive husbands despite severe physical in unes. 
Most child-abusing parents deny their actions although 
in such cases the denial is primarily a matter cZ self- 
protection. Similar dynamics are observed with Bat- 
tered parents; while appearing to protect ther chil- 
dren, they are also protecting their own self-inages. 
Confronting the aberrant behavior of the child mplies 
an admission of failure in effective parenting. Bzttered 
wives manifest similar dynamics in terms of the shame 
and embarrassment of admitting to a failed marriage 
(15). 

All of these families are attempting to mairtain an 
illusion, a myth of family harmony and peacefulness. 
The role of family myths in other types of sifwations 
has been addressed by Ferreira (16), and we feel his 
insights are applicable here. The myth of harmony al- 
lows the family to keep functioning as a unz, even 
though a great deal of reality (in this case a vzry vio- 
lent reality) must be denied. This distorte3 belief 
serves as a family defense mechanism to ward off the 
anxiety of possible separation or annihilation. For par- 
ents to admit that their offspring have actually tried to 
kill them arouses massive anxiety and depression, so 
many of these cases go unreported. The lcag-term 
consequences of this family denial are the sarctioning 
of the child's violent behavior, entrenchmen’ of feel- 
ings of helplessness in both parents and child, and 
sabotaging of therapeutic intervention. 


SEPARATION AND MERGER 


One of the most difficult tasks for parents znd child 
is the normal developmental need of the adokscent to 
establish his own independence. This task is made all 
the more difficult in these families because tke adoles- 
cent's “view of himself and the world has been deter- 
mined largely by the stability of his relationship with 
his parents” (17). One might say that these adolescents 
have been forced by lack of parental authority to as- 
sume an independent role before it is developmentally 
appropriate and thus they are really only pse-.do-inde- 
pendent. This posture serves to further entra- the ado- 
lescent; while he appears to be a parent tc his own 
parents, he remains emotionally dependent There is 
the picture of an overly enmeshed family wherein each 
member desperately holds on to the other, amd separa- 
tion themes are often associated with violent 2pisodes. 
For many of these teenagers. as well as the plder par- 
ent batterer, the violent actions themselves zerve as a 
kind of primitive distancing mechanism from the par- 
ent/victim. A 30-year-old man often broke furniture 
and threatened his mother when she nagged him about 
minor chores because this made him feel like a depen- 
dent child. Many of these youths seem to hzve a very 
tenuous sense of self, and a mild encroachment on this 
can set off massive anxiety and a need for -etaliation 
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. that can give the adolescent a sense of separateness. 
Most of the violent youths we have seen have major 
difficulties in separating from home, and in two in- 
stances the parents themselves moved out of the home 
because tke children would not leave. Obviously this 
kind of méneuver makes the whole process of separa- 
tioh and individuation all the more difficult for the ado- 
lescant. Pzrental inability to offer firm leadership in the 
familv leaves the adolescent with little to separate 
from. Attacks on a weak parent of the same sex seem 
to be a way for the adolescent to disassociate himself 
from and avoid overidentifying with this parent. 


SOCIOCULTURAL FACTORS 


Society has never approached the issue of violence 
and destructive aggression in a consistent manner. 
This has been particularly true for family violence of 
all kinds. Cur ancestors gave fathers and husbands all 
rights of physical control over their children and wives 
(15). Even infanticide was at one time acceptable as a 
means of ropulation control. Although society never 
delegated to children the right to assault parents, sons' 
rebellions against fathers have been a persistent theme 
throughout literature, e.g., the extreme case of Oed- 
ipus Rex. Wife battering has evolved as a labeled so- 
cial ‘‘probl2m’’ only in the past decade. Even now 
there is muzh inconsistency in how the courts imple- 
ment the laws concerning spouse abuse. 

There are a number of nonspecific social stressors 
that also set the stage for disequilibrium in families. 
Issues of tke rights of women, children, and the un- 
born challenge the adult male role as previously con- 
ceived, but stable new familial structures have not 
arisen. A more balanced view, with a hierarchical 
structure consistent with developmental and personal 
needs, is increasingly necessary. Rapid societal 
changes have made parental values and leadership less 
secure. Many parents today lean increasingly on 
health professionals for guidance in very basic child- 
rearing practices. The emphasis on youthful values 
and the neglect of the aged in our society lead to an 
undermining of parental authority. In addition, the in- 
creasing alienation of nuclear families from extended 
families furtaer isolates young parents at a crucial time 


HENRY T. HARBIN AND DENIS J. MADDEN 


in the formation of their children's lives. All of these 
factors can contribute to the reversal of generational 
hierarchies that we have described i in parent battering. 
As therapists, it would seem'that we must be aware of 
the individual dynamics of the person and families we 
treat and the cultural phenomena of our times if we are 
to address this problem adequately. 

In conclusion, we feel that these families represent a 
different category of familial violence, with distinct in- 
trapsychic, interpersonal, and structural dynamics. It 
is likely that many of these families now go unnoticed 
by health professionals, but identification and treat- 
ment are mandatory if the ever-increasing cycle of 
family violence is to be stopped. 
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The Psychiatrist As Medical Backup: Ambiguity in the Delegation 


of Clinical Responsibility 


BY RUSSELL G. VASILE, M.D., AND THOMAS G. GUTHEIL, M.D. 





When the psychiatrist functions as medical backup, 
i.e., ina setting of delegated clinical responsibility, a 
number of problems may arise, originating from 
factors in the patient, in the physician, iri the staff 
member to whom responsibility is delegated, and in 
the setting itself. The authors delineate these problem 
areas through case examples and discuss the 
implications for multidisciplinary training. 


The focal point for the management of patients has be- 
come the multidisciplinary in-patient team (1). 


THE GREATER ROLE now being played by nonphysician 
mental health professionals has often required read- 
justments among members of the mental health team 
to facilitate effective patient care. It is clear that cer- 
tain successes and difficulties in the operation of the 
mental health team have been well explored, as in 
Crawshaw and Key's excellent review in 1961 (2), 
which listed 80 citations on the subject of psychiatric 
teams. However, the specific difficulties and challeng- 
es of the medical backup—a specialized function of the 
team physician—have been insufficiently explored. 

In this report we use case examples from an in- 
patient ward in a teaching setting! to illustrate the diffi- 
culties that are faced by the medical backup and to 
explore more general implications of these prob- 
lems. 
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PED 
T3 


DEFINITION AND RATIONALE 


On the inpatient service the resident is considered to 
have three functions: therapist, administrator, and 
medical backup, the last defined as responsibility for 
all physical, pharmacological, and somatic problems, 
as well as final responsibility for the patient's case as a 
whole. The first two functions may be delegated; the 
last may not. 

Delegation of the functions of therapist and/or ad- 
ministrator to nonphysician staff (usually psvcholo- 
gists and nursing staff but occasionally sccial workers 
and occupational therapists) takes place in our institu- 
tion primarily to provide for those staff the educational 
and maturational experience of increased patient re- 
sponsibility; occasionally this delegation occurs for 
reasons of necessity (e.g., the physician is away from 
the ward a great deal and an on-site administrator is 
required). In addition, the physician-trainee learns 
about the process of delegation itself, about working 
with the patient through another staff member (and 
thus operating at a distance greater than usual), and 
about performing in an essentially consultative func- 
tion. This type of training is particularly important for 
applications in liaison psychiatry and clinic consulta- 
tion. i 

We will explore the subject from four aspects: the 
patient, the physician, the nonphysician, and elements 
of milieu functioning and the interpersonal field. While 
all four elements enter into every case, we will attempt 
to highlight each element selectively with a clinical 
case illustration. 


FACTORS RELATED TO THE PATIENT 


Case 1. A middle-aged chronic schizophrenic woman had 
an experienced staff nurse (female) as therapist-administra- 
tor; the latter had taken the administrative position recently. 
The task of medical backup, as initially explained to the new 
(male) resident, was ''simply writing a prescription every 
other week and countersigning orders." However, the pa- 
tient had in the past formed strong attachments to male 
doctors and would request weekly meetings with them, 
ostensibly to talk about medication. The request '*1o talk to 
the doctor" appeared to express, among other things, the 
patient's need to dilute intense sexualized transference 
toward the nurse-therapist by developing a relationship with 
a man. Thus, instead of discussing medication, the patient 
used sessions with the medical backup attempting to form 
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: (Slowly bu: inexorably) a specifically psychotherapeutic 
relat:onship with the new resident. She noted that having a 
. doctor was important to her. ‘‘It makes me feel people have 
an in-erest i1 me—I would never not want to have a doctor." 


` 

t must be clear from the foregoing that the patient's 
apparent wish for a therapeutic relationship rapidly 
over whelired the stated limits of the doctor-patient in- 
teraction. Like many patients assigned a doctor as 
medical backup, this patient demonstrated what might 
be termed "therapy hunger’’: a tendency often shown 
by chronically institutionalized patients to turn all en- 
counters into therapeutic ones. Furthermore, having a 
phys cian was perceived by this patient as being val- 
ued by the institution and worthy of its interest and 
concern; in essence, the arrangements served as an in- 
gredi2nt in the patient's self-esteem. 

In addition, we gain a sense that this patient dealt 
with <ransference conflicts about the nurse by bringing 
them to the doctor and thus avoiding the anxiety of 
confrontation with the object of the conflict. This de- 
flection of important material from the appropriate are- 
na ofits exploration clearly represents a form of acting 
out ir the transference— an event to which the medical 
backup-patent relationship is peculiarly susceptible 
(in the light of therapy hunger). 

Many patents have had significant affective experi- 
ences with doctors (e.g., pediatricians) in the past and 
thus have a.set of expectations and wishes for gratifi- 
catior from physicians. These deep-running, transfer- 
ence-relatec experiences often lead patients to insist 
that only the care of a physician is ‘‘real’’ care. 


FACTORS EELATED TO THE PHYSICIAN 


‘*Physicigns have special problems in being leaders 
because of their legal, professional, historical, and hi- 
erarchically social position which tends to place them 
in a position to direct rather than lead, and to order 
rather than discuss” (2). Concerning the physician in 
the medical backup arrangement, a common focus for 
difficulties is the ‘‘territoriality’’ of the doctor's role, 
three -acets of which can be distinguished. 


“Office Primacy” 


What happens on the ward in the inpatient’s day-to- 
day inieractions is perforce shared in a continuing way 
with mursing and other staff indiscriminately; what 
happens in tae physician’s office is shared with no one 
else while i: is happening. The beginning physician 
may confuse the fact that the office interaction is un- 
sharea with the notion that all other interactions are 
therefore un mportant; the trainee may thus take what 
the pazient says in private as the only "'truth," even to 
the po.nt of disregarding data from staff observations. 


Medication 


5 Because issues related to medication cannot be dele- 
gated -o any other disciplines, the physician may re- 
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gard this area as the last bastion of authority, the last 
fortress of uncontested decision making. The conflict 
In this area may become intense, partly because skilled 
nursing staff, particularly thóse with long experience, 
can become quite sophisticated in practical psycho- 
pharmacology from sheer exposure to clinical prac- 
tice. At worst, physician-staff conflicts may be fought 
out through the patient's drug regimen. 


Medical Procedures 


As with medication, decision making about medical 
procedures may become the conflictual focus; this was 
true in the second case illustration. 


Case 2. A patient had hurt his shoulder in a fall and, zl- 
though complaining of symptoms, refused examination by 
his resident medical backup, who became annoyed that she 
was being thus rejected. She subsequently refused to write 
orders either for X rays or pain medication, rationalizing that 
"since the problem was not serious enough for a physical, it 
wasn't serious enough for medication." This stalemate wes 
resolved over several days by the use of a male fellow-resi- 
dent (requested by the patient) to do the physical and the use 
of another hospital's clinic to complete the evaluation. 


In this example a struggle developed around whst 
appeared to be (from the supervisory standpoint) a 
narcissistic injury to the medical backup through rejec- 
tion of her one area of unquestioned competence and 
responsibility: medical care of the patient. The type cf 
reaction— withholding in the contested area—is not 
uncommon in ward experience; less frequently the op- 
posite reaction occurs, as when the medical backup 
insists on medicating the patient (and occasionally 
overmedicating the patient) out of unconscious com- 
petitive strivings aimed at devaluing the nonpharma- 
cological psychotherapeutic work of other members of 
the treatment team. 


FACTORS RELATED TO THE NONPHYSICIAN 


Case 3. While a resident was on vacation, an attendant 
served as covering administrator for a chronically psychotic, 
verbally abusive, impulsive adolescent; a fellow resident 
served as medical backup. The patient's admission had been 
governed by a ‘‘contract’’ stipulating that disruptive ward 
behavior might result in discharge, although the definition of 
such behavior was left open for interpretation. The patient's 
behavior soon escalated to physical struggles and to throw- 
ing lighted cigarettes at the staff. The attendant-administra- 
tor was ''off-shift" when these abuses occurred, and the 
nursing staff urged the medical backup resident to discharge 
the patient immediately because of the clear violation of the 
contract. However, the resident felt that the patient was in 
crisis and that discharge would therefore be irresponsible. 
When the attendant-administrator returned to the ward, he 
compromised with a mandatory three-day pass for the pa- 
tient. The medical backup vehemently objected to this deci- 
sion but supported it since the patient would probably be 
safe off the ward for a short period of time, as experience had 
shown. 

We might organize the discussion of the apove vignette 
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under several headings delineating problematic aspects of 
the medical backup position in relation to the nonphysician. 


Delegation . 


^ Ward staffs refusal to accept responsibility is es- 
pecially likely to occur if the leader does not delegate 
authority and then guide and coordinate the staff in the 
exercise of that delegated authority” (5). The adminis- 
trative authority, in a chain of delegation reaching 
from hospital superintendent to resident, had been 
here extended one more step from resident to atten- 
dant; in crisis, the staff urged the resident to reverse 
the delegation process. This is just what happened (al- 
though not as the staff would have wished) when the 
resident exercised his authority to override the con- 
tract on clinical grounds and keep the patient on the 
ward. When the attendant-administrator returned, de- 
legation was resumed and maintained despite the resi- 
dent's clinical objection. It is clear that the test of the 
process of delegation is the capacity of the delegator to 
support a decision he or she disagrees with at the same 
time that he or she understands his or her underlying 
responsibility even for that decision. The medical 
backup is thus frequently challenged to reconcile ulti- 
mate responsibility with the goal of not being too con- 
trolling or overstepping the bounds of his or her newly 
restricted role. 


Coverage 


An understanding of the need to arrange coverage as 
a means of preserving continuous availability of care 
represents one of the most laudable traits of the medi- 
cal model; representatives of other disciplines (e.g., 
psychology, social work) vary widely in their attitude 
toward this feature. In ward practice the residents are 
expected to arrange among themselves 24-hour avail- 
ability or coverage; in contrast, the staff is on an 8- 
hour shift rotation, and staff members are generally 
considered to be off duty when off shift. The residents, 
however, receive compensation in the form of higher 
salaries and more teaching/supervision than staff re- 
ceive. 


FACTORS IN MILIEU DYNAMICS 


Case 4. This middle-aged schizo-affective man had a 25- 
year history of recurrent institutionalization. A demanding, 
manipulative, alternately seductive and abusive patient, he 
required firm administrative controls. À nurse on the ward 
became therapist aad administrator while the resident, who 


was then leaving the inpatient ward, became the medical 


backup. 

From the outset the patient experienced the new arrange- 
ment as a major narcissistic injury. In the first several ward 
meetings he complained bitterly about losing his doctor, 
and— with the staff nurses, doctors, and patients as his au- 
dience—he asserted loudly and bitterly that in ‘‘real’’ hospi- 
tals, nurses never gave orders to doctors. 

In the resident's individual sessions with this patient, it 
soon proved{impossible to limit discussion to issues related 
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to medication. In addition to reiterating how incompetent the ‘ 
nurse was compared with the doctor, the patient misquoted 
the resident to the nurse and vice versa, even to the point of 
fabrication, and generally confused the ward staff. 

For both the nurse and doctor this heightened their coun- 
tertransference feelings, not only toward the patient but 4o- 
ward each other. The resident, increasingly frustrated byfthe 
time and effort required to manage the patient’s ,mis- 
communications to the staff, began to feel that the nurse was 
not ‘‘pulling her load” in the management of the case. Simul- 
taneously, he felt inhibited in making any suggestions about 
the patient’s care for fear of being perceived as siding with 
the patient in his critical hostility toward the nurse. 

At the same time the nurse-therapist-administrater began 
to regard the doctor as standoffish and insufficiently in- 
volved—a posture that she felt might reflect his loss of inter- 
est in the case. . 

It became clear that consciously or otherwise the patient 
had exploited an interdisciplinary cleavage between. nurse 
and doctor to externalize his negative feelings toward both. 


Certain issues arise in relation to the sharing of 
treatment, as demonstrated in the above case. In the 
model of medical backup-administrator, the staff mem- 
ber assumes some decision-making functions from the 
physician while retaining his or her staff role, even in 
regard to the same patient; in other words, the staff 
member is the patient's administrator and attendant, 
nurse, etc. The resident does not usually experience 
any comparable mix of roles; thus the doctor is rarely 
other than the doctor. 

This dual role.of staff may cause, or serve as the 
focus for, conflicts related to roles, delegation, or care 
of the patient — conflicts that may originate from either 
side. For example, since the nonphysician therapist 
usually can carry only one or, at most, two patients, 
those patients are inevitably special, to a far greater 
degree than for the resident, who may have 10 to 20 
patients, a case load that tends to dilute the special- 
ness of any one patient (6). Many patients already 
have difficulties related to specialness, grandiosity, 
etc. Thus the patient's conflicts related to specialness 
and the specialness inherent in the case assignment 
may synergize in pathological ways. The patient's spe- 
cialness, of course, tends to intensify the therapist's 
countertransference; the therapist's narcissism is far 
more directly tied to that particular patient's improve- 
ment. l 


DISCUSSION 


The therapeutic community approach, while ostensibly 
trying to make use of staff members’ talents regardless of 
professional role, seems to lead to role confusion and in- 
creased role blurring. Involved in role definition are issues 
of power, status, prestige, and economic rewards, as well 
as personal job satisfaction and feelings of self-respect and 
self-esteem (7). 


The medical backup phenomenon is most often a 
product of necessity —too few doctors and too many 
patients; certain difficulties with this approach may be 
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adore easil addressed if they are studied from each of 
the four viewpoints with which we began. 

The psychiatrist of the team is subject to two oppos- 
ing tensions. On the one hand, he or she is urged to 
Skare with and to delegate to the team a number of role 
fuMctions; on the other hand, he or she is usually com- 
pelled to assumé and retain the ultimate responsibility 
for the patient (at least in forensic terms) by serving in 
the capacity of medical backup. 

The psychiatrist-trainee, predictably, has two diffi- 
cult tasks. First, in the midst of learning what his or 
her role is, ñe or she must simultaneously learn how to 
give up a part of it; second, before he or she fully un- 
derstands what a team is, he or she must often lead 
one. The situation is very much as though one were 
thrown intc the water and expected not merely to 
swim, but to teach swimming. 

As one of our clinical examples (case 4) illustrated, 
physicians entering psychiatry may experience the 
sharing of responsibility for patient care with non- 
physicians as a threatening narcissistic injury repre- 
senting surrender of the special authority of being a 
physician. Already battered by the imprecision of cer- 
tain aspects of psychiatric practice as compared with 
the rest of medicine and feeling acutely insecure in his 
or her nasceat knowledge, the psychiatric trainee is in 
addition asked to regard nonphysicians as collabora- 
tive partners, even as consultants within the milieu or 
peer reviewers, as noted earlier. 

Sensing this narcissistic concern, many patients un- 
consciously exploit the latent tension by devaluing 
both the work and advice of nonmedical clinicians; by 
being seduced into sharing this devaluation, the belea- 
guered physician may temporarily bolster his or her 
flagging self-esteem and thus avoid personal intra- 
psychic conflict, while acting out a role rivalry in the 
milieu. 

A final major area of tension for the medical backup- 
psychiatrist revolves around the unclear supervisory 
aspects of the paradigm. The psychiatrist, by retaining 
ultimate legal responsibility for each patient, experi- 
ences a conflicted, ill-defined, and implicit pressure to 
function as a supervisor for that patient. It is a statu- 
tory requirement that all orders written by non- 
physician staff must be countersigned by a doctor—a 
situation that tends to thrust the resident, willingly or 
not, into a de facto supervisory role for which he or 
she lacks the guidelines of a supervisory contract. 
However, the role of the medical backup requires that 
the psychiatrist deliberately refrain from over- 
involvement in the case, in order to permit a true dele- 
gation to occur. The net result is a double bind: since 
there is no specific supervisory contract, the medical 
backup may be trapped between feeling too intrusive 
or too remote, as case 4 demonstrated. 

The nonphysician therapist engaged in the medical 
backup paradigm confronts additional areas of ten- 
sion. 

.]. Autonomy versus shelter. By developing an auto- 
nomous function in care of a patient (e.g., as thera- 
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pist), the nonphysician gains increased responsibility 
at the cost of exposure to scrutiny as an individual cli- 
nician, no longer sheltered by inclusion as one among 
many in his or her peer group. This arrangement may 
isolate the staff from important sources of peer sup- 
port. 

- 2. Self-perception as a clinician. The nonphysician 
must express some initiative and interest in picking up 
a case; it is not a requirement. There is far less struc- 
tured support for the nonphysician to assume this ex- 
tra responsibility compared with the psychiatric resi- 
dent, who is backed by the thrust and requirement of 
the full training program. Once engaged in the process, 
the nonphysician is forced to come to terms with is- 
sues of coverage, response to emergencies, and the in- 
trusiveness of primary clinical responsibility into one's 
life beyond scheduled working hours; this may be ex- 
perienced as a shockingly unforeseen consequence of 
the wish for more clinical responsibility. The physi- 
cian, in contrast, has been alerted to these issues as 
part of his or her professional initiation rites. 

We suggest that attention to the patient's experience 
of the medical backup's relationship to the primary 
therapist is a crucial issue. When the physician ‘‘tri- 
ages” a patient to a nonmedical therapist for primary 
care, the patient's fantasies concerning this process of- 
ten remain unexplored to the detriment of the thera- 
peutic process. 

Although the advice may seem unnecessary, we 
cannot overemphasize the value of frequent or, at 
least, regular meetings between the medical backup 
and nonphysicians; the goals of such meetings are real- 
ity testing, ventilation, mutual validation of per- 
ceptions of the patient, and rapid resolution of conflict 
and misunderstanding. It is our contention that al- 
though the medical backup model is a product of ne- 
cessity, it may be successfully managed with due at- 
tention to the potential pitfalls therein. It is a vehicle 
through which nonphysician mental health workers 
may assume responsibility commensurate with their 
training, ability, and interest. Yet ultimately, its use- 
fulness for patient care is undermined if the conflicts 
within the paradigm are left unexamined; these con- 
flicts are shared by patients, physicians, nonphysician 
mental health workers, and the milieu. Once explored, 
these conflicts may be transmuted from a source of 
weakness to one of strength to the benefit of mental 
health services delivery. 
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Continuity of Care in the Delivery of Mental Health Services 


BY RICHARD TESSLER, PH.D., AND JOHN HAYES MASON, M.A. 


l x | 


The authors report on the help-seeking experiences of 


people referred to community settings for aftercare on 
discharge f-om a state mental hospital in western 
Massachusetts. They present results that bear on 
three questions relevant to public policy issues in the 
mental heath field: 1) the proportion of patients who 
comply wiih referrals to aftercare agencies, 2) the 
social and psychological characteristics of patients 
who compiy with these referrals, and 3) the impact of 
receiving ajtercare on the probability of - 
rehospitalization. 


DISCUSSIOM OF THE PROBLEM Of continuity of care is 
common in the literature on primary medical care, but 
the problem is less often discussed in relation to the 
delivery of 5sychiatric services. That continuity of care 
also poses < challenge in the mental health area is sug- 
gested by recent trends in the treatment of the institu- 
tionalized mentally ill. For well over a decade mental 
health serv:ces in the United States have been “‘de- 
institutionalizing." Hospital censuses have been sub- 
stantially reduced, as has the average length of stay. 
The typical patient admitted to a state hospital today is 
treated on a short-term basis and then, on discharge, is 
referred to the community for some form of ‘‘after- 


care" (1). 


Inasmuck as compliance with referrals to aftercare 
centers is voluntary, it is important to ask what ac- 
tually becomes of the ex-mental hospital patient fol- 
lowing discharge. Concern is widespread that many of 
these patients are being lost in the shuffle between the 
hospital anc the community (2, 3). Recent data show 
that substartial proportions of ex-hospital patients do 
not comply with community referrals. Wolkon (4), for 
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example, who studied patients referred from psychiat- 


ric hospitals to a post-hospital social rehabilitation 
center in Cleveland, reported that 204 out of 312 pa- 
tients chose not to follow through on their referrals 
and, furthermore, that some of the patients who began 
to participate in the aftercare program dropped out 
prematurely. Additional evidence indicative of a lack 
of continuity of care in the delivery of mental health 
services has been reported by Evans and associates 
(5), Gunderson and associates (6), Kirk (7), and Wool- 
ley and Kane (8). The exact proportions of people who 
do not comply with referrals for aftercare varied from 
study to study, but this is not surprising in view of the 
many ways in which these studies differed. 

A related issue revolves around the question of who 
gets aftercare. Some patients may feel little need for 
aftercare on hospital discharge, either because their 
symptoms are no longer severe. or because they have 
alternative social supports available to them in the 
community. Thus, discontinuity of care can be viewed 
as less problematic to the degree to which those pa- 
tients who do not comply with aftercare referrals are 
also those least in need of further care. Data pertinent 
to this question have been reported by Wolkon (4) and 
Kirk (7). | 

Wolkon (4) reported that marital status was signifi- 
cantly related to whether or not a patient began an af- 
tercare program: single people were more likely than 
married people to get involved. Longer lengths of hos- 
pital stay were characteristic of people who complied 
with the aftercare referral, but no significant relation- 
ships were found between compliance and other psy- 
chiatric variables, including number of previous hospi- 
talizations, diagnosis, type of hospital admission, and 
the patient'S own perception of his or her symptom- 
atology. In contrast, in a study of 579 patients dis- 
charged from state mental hospitals in Kentucky, Kirk 
(7) reported that marital status was unrelated to use of 
aftercare services. In Kirk's study, use of aftercare 
services was positively related to number of previous 
hospitalizations as well as length of stay during the 
most recent hospitalization. Diagnoses also distin- 
guished people who used aftercare services from oth- 
ers: those diagnosed as schizophrenic or neurotic were 
most likely to receive aftercare, and those diagnosed 
as having a personality disorder were least likely to 
use community services. 

Much of the concern over the existence of continu- 
ity of care in the provision of aftercare services for the 
ex-hospital patient rests on the assumptiom that receipt 
of aftercare helps patients stabilize thempeves in the 
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community. Is it true, however, that use of aftercare 
services helps ex-hospital patients to remain in the 
community? Studies pertinent to this issue have been 
carefully reviewed by Kirk (9), who concluded that 
there is evidence for all possible relationships between 
aftercare and rehospitalization. Some studies have in- 
dicated that use of aftercare services has no effect on 
the probability of rehospitalization, others have found 
that contact with aftercare services tends to prevent 
rehospitalization, and still others have concluded that 
receipt of aftercare actually increases the chances of 
being rehospitalized. 

There is no simple way to reconcile these con- 
tradictory results, but one possibility lies in the ten- 
dency of studies that examined the impact of aftercare 
on rehospitalization to ignore the unique character- 
istics cf the people who use aftercare services. As 
Mannino and Shore (10) suggested, studies that report 
low rates of rehospitalization may actually be dealing 
with aftercare services that work with low-risk popu- 
lations, whereas the converse may hold true in studies 
observing that use of aftercare appears to facilitate re- 
hospitalization. 

The purpose of the present study is to add to the 
literature on continuity of care ünder a policy of de- 
institutionalization by estimating the extent of com- 
pliance with referrals for aftercare among patients dis- 
charged from a state mental hospital in western Massa- 
chusetts, giving special attention to the unique charac- 
teristics of the patients who actually used aftercare 
services. In assessing the impact of aftercare on com- 
munity tenure we controlled for patient character- 
istics, thereby taking into account selection biases in 
fulfillment of aftercare plans that might otherwise con- 
found proper interpretation of the results. 


METHOD 
Sample and Design 


The study was prospective in character in that the 
people under study were monitored over a period of 
time. Participants in the study constituted a con- 
secutive sample of patients admitted to the three larg- 
est units of Northampton State Hospital (Springfield, 
Hampshire-Franklin, and Holyoke-Chicopee). To be 
eligible for inclusion in the study, the patients had to 
speak English, be between [8 and 65 years of age, 
not have mental retardation as their primary diagnosis, 
and not have been admitted to the hospital under the 
jurisdiction of the court. Study staff approached pa- 
tients during the first week to 10 days of hospital- 
ization and asked them to participate in the study. A 
total of 146 people agreed to participate and success- 
fully completed a structured interview, the average du- 
ration of which was 75 minutes. These 146 people rep- 
resented 68.5% of all of the people who were asked to 
participate in the study (N=213). Fifty-five of the pa- 
tients asked to participate refused to do so; 12 patients 
agreed bu terminated the interview early. We ex- 
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plained the purpose of the study to all intervieweds, 
and they all agreed to sign an informed consent form. 
Sample acquisition took place between January and 
November 1976. The modal length of stay for the 
group of 146 patients was 3-4 weeks; all but 6 of these 
patients had been discharged by the end of the wf 
On discharge we established communication witl? the 
community clinic to which the patient had bedn re- 
ferred to determine whether the patient actually com- 
plied with the referral. The fact that the patients lived 
in three geographic areas necessitated the cooperation 
of several aftercare services in western Massachu- 
setts. In addition to monitoring use of aftercare serv- 
ices during the period following hospital discharge, we 
also continued to monitor hospital records to detect 
instances of rehospitalization within a 90-day period. 


Measures 


Drawing on the three sources of patient interview, 
community clinics, and hospital records, it was pos- 
sible to measure a number of different variables. 
The key dependent variables —compliance with after- 
care referrals and rehospitalization—were measured 
through questionnaires filled out by community clinic 
staff and through examination of hospital records. 
Measures of independent variables came from the in- 
terviews as well as the hospital records. For simplicity 
of presentation these can be broken down into the four 
following groups: 1) sociodemographic and social re- 
source variables (age, sex, income, race, employment 
status, education, birth order, and stability of resi- 
dence), 2) treatment history (number of previous hos- 
pitalizations, length of last community tenure, length 
of current hospital stay, and hospital unit), 3) clinical 
appraisal and evaluation (hospital diagnosis, scores on 
a variety of symptom scales and items drawn from the 
Psychiatric Epidemiology Research Instrument devel- 
oped by Bruce Dohrenwend and Barbara Dohren- 
wend; these included measures of delusions and hallu- 
cinations, thought disorders, sadness, guilt, helpless- 
ness-hopelessness, suicidal ideation, and perceived 
physical health), and 4) social integration and support 
(marital status, having a close friend, frequency of in- 
teraction with friends, and in whose care the patient 
was discharged). 

The scale used to measure helplessness-hopeless- 
ness is a simple summated scale consisting of the fol- 
lowing four items (higher scores indicate more de- 
moralization): 1) In the past 12 months, how often 
have you had times when you couldn't help wondering 
if anything was worthwhile anymore? (very often, fair- 
ly often, sometimes, almost never, never). 2) In the 
past 12 months have you felt that nothing turns out for 
you the way you want it to? Would you say very often, 
fairly often, sometimes, almost never, or never? 3) In 
the past.12 months, have you felt completely helpless? 
(very often, fairly often, sometimes, almost never, 
never). 4) In the past 12 months, have you felt com- 
pletely hopeless about everything? Would you say 
very often, fairly often, sometimes, almost never, or 
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.Percents cf Participants and Nonparticipants in Study of Continuity 
of Care Having Specified Characteristics 





Participants Nonparticipants Signifi- 


Characteristic (N = 146) (N67) cance? 













; 47.3 56.9 n.s. 

years of age or younger 46.5 31.3 p«.05 
Ciwrently married 15.1 22.7 n.s. 

' Catholic 54.8 70.95 p<.05 

Schizophrenic ` 54.4 71.6 p«.01 
First admissions 13.0 7.4 n.s. 


"Difference of proportions, two-tailed tests. 
‘Data were available for only 62 patients. 


never? Cronbach’s alpha (a measure of internal con- 
sistency) for this scale was .75. 

The scale used to measure delusions and hallucina- 
tions was a simple summated scale consisting of eight 
items (higher scores indicate more delusions and hallu- 
cinations}. Like the helplessness-hopelessness scale, 
each item: used a 12-month time frame and the same 
five response alternatives (very often, fairly often, 
sometimes, almost never, never). The eight items were 
as follows: 1) How often have you thought that you 
were possessed by a spirit or devil? 2) How often have 
you had visions or seen things that other people say 
they cannot see? 3) How often have you felt that there 
were people who wished to do you harm? 4) How of- 
ten have vou felt you had special powers? 5) How of- 
ten have you felt that your mind was dominated by 
forces beyond your control? 6) How often have you 
heard thirgs that other people say they cannot hear? 7) 
How often have you felt that your unspoken thoughts 
are being broadcast or transmitted, so that everyone 
knows what you are thinking? 8) How often have you 
seemed t> hear your thoughts spoken aloud—as if 
someone nearby could hear them? Cronbach’s alpha 
for this scale was .82. 


RESULTS 


Table 1 presents some basic data descriptive of the 
character:stics of those who did and those who did not 
participate in the study. Of special note is the small 
proportion of first admissions included in the study. 
The vast majority of the people in the study had expe- 
rienced previous psychiatric episodes that led to hos- 
pitalization. The patients who agreed to participate in 
the study were younger, less likely to be Roman Cath- 
olic, and less likely to be diagnosed as schizophrenic 
than those who did not participate. 

The first substantive question in this study con- 
cerned compliance with aftercare referrals. Of 146 
people interviewed, 100 were offered referrals to com- 


munity mental health centers on discharge. Of the re-- 


maining <6, 10 were referred to halfway houses; 12 


. were iransferred to other hospitals; 3 to nursing 


homes; 2 to jail, court, or police; 5 to private physi- 
cians; 3 elsewhere; 5 were never accounted for; and 6 
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had not been discharged by the end of the study. The 
10 people referred to halfway houses were not includ- 
ed in analyses of continuity of care and rehospitaliza- 
tion because they were judged to be not really ‘‘in the 
community.” | 

We succeeded in collecting compliance data on 98 of 
the 100 people who were referred to community clin- 
ics. Twelve of the 98 (12.2%) refused the referral out- 
right. Another 21 people (21.4%) agreed to the referral 
when offered it before they left the hospital, but we 
were told by the community clinic that the patient initi- 
ated no contact with the clinic for at least 1 month after 
hospital discharge. Another 11 people (11.296) showed 
partial compliance: the referral clinic reported an ini- 
tial contact but no further meetings. In the remaining 
54 cases (55.1%), we were told by the community clin- 
ic that the patient had continued in treatment beyond a 
first meeting. 

It is possible, of course, that some people used com- 
munity services other than those to which they were 
referred. Thus, noncompliance with hospital referral 
does not necessarily imply that no aftercare was re- 
ceived. However, it is probably a plausible assumption 
in most cases. 

To facilitate analysis of correlates of continuity of 
care among these 98 people, we created a continuity of 
care index with continuity scores varying from 0 to 3. 
A score of 0 was assigned if the patient refused the 
referral outright, 1 was assigned if the patient accepted 
the referral but did not actually make contact with the 
community mental health center, 2 was assigned if the 
patient kept only one appointment, and 3 was assigned 
if the patient continued in treatment at a community 
mental health center beyond the initial meeting. This 
index was intended to take full advantage of all mea- 
sured variations in compliance behavior for which re- 
liable information was available. 

The continuity of care index was cross-tabulated us- 
ing chi square or correlated using the Pearson correla- 
tion coefficient against each of the independent vari- 


| ables noted in the methods section of this paper. Four 


variables emerged as statistically significant correlates 
of continuity of care. The patients most likely to be in 
compliance with the aftercare referrals had a diagnosis 
of schizophrenia (y?=9.25, df=3, p<.03), were cur- 
rently married (x?—16.02, df=5, p<.02); scored high 
on the scale measuring helplessness-hopelessness 
(r=.22, p<.02), and scored high on the scale measur- 
ing delusions and hallucinations (r=.22, p<.02). 

To ascertain which of these four patient character- 
istics exercised independent effects on the continuity 
of care index we constructed a multiple regression 
equation. The standardized regression coefficient for 
being schizophrenic was .26 (p«.05); for being married 
it was .20 (p<.05); for a high helplessness-hopeless- 
ness score it was .23 (p<.05); and for a high delusions 
and hallucinations score it was .09. Thus, three of the 
variables retained significant effects. Only delusions 
and hallucinations were not statistically significant fac- 
tors when the other variables were cpl This 
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cutcome is not surprising because one would expect 
being schizophrenic and experiencing delusions and 
` hallucinations to be confounded. 

To determine the relative importance of the three 
variables that remained statistically significant, we re- 
computed the regression equation excluding delusions 
and hallucinations. The beta weights for all three were 
statistically significant: .29 for being schizophrenic, 
.19 for being married, and .29 for a high helplessness- 
hopelessness score. This three-variable model ac- 
counted for approximately 18% of the variance in con- 
tinuity of care. 

To summarize results relevant to the question of 
what types of patients are most likely to use aftercare 
services, two kinds of variables characteristic of pa- 
tients seemed to differentiate those who used these 
services from those who did not. First, those who did 
use these services were clinically different: they were 
more likely to be schizophrenic and to report feeling 
hopeless about their lives and helpless to change them. 
Second, those who used the services were more likely 
to be married than those who did not. 

A final objective of this study was to assess the im- 
pact of aftercare on short-term rehospitalization. To 
assess this issue, we treated continuity of care as a 
dichotomous variable rather than as a four-point scale. 
We compared the 90-day rehospitalization rate among 
the patients who used a community mental health cen- 
ter beyond an initial visit (N 254) with all of those who 
did not (N=44). The decision to treat continuity of 
care as a dichotomous variable can be justified on the- 
oretical as well as empirical grounds. From a theoreti- 
cal standpoint, one would think that it would take 
- more than one session for use of a community mental 
health center to have any kind of impact. Consistent 
with this presupposition, analysis of the relationship 
between aftercare and rehospitalization revealed that 
the relationship was strongest when aftercare was 
treated as a dichotomous variable. 

Rehospitalization was also treated dichotomously: 
although few of the patients experienced more than 
one rehospitalization during the 90-day period follow- 
ing hospital discharge. Approximately 25% of the pa- 
tients whose use of aftercare was being. monitored 
were rehospitalized during the 90-day period, accord- 
ing to hospital records. Rehospitalization data based 
on official records are frequently flawed and/or in- 
complete (11). In the present study, however, we 
made special efforts to ensure the validity of the rehos- 
pitalization data. First, in coding instances of rehos- 
pitalization, we carefully inspected the records our- 
selves and did not rely on patients’ ''official' status. 
Unexpected returns from ''indefinite visits"! were 
counted às rehospitalizations as well as the read- 
mission of patients to whom the hospital had given of- 
ficial discharge status. Second, the fact that the coop- 
erating hospital constitutes the only state-supported 
psychiatric hospital in the catchment area decreases 
the chances that the patients in our study might have 
been siad elsewhere during the 90-day follow- 


1300 


Am J Psychiatry 136:10, October 1979 


up period. It was possible to check on the validity of 
the rehospitalization data by re-interviewing approxi- 
mately 1. year later 54 of the people included in the 
continuity of care analysis. The results providec inde- 
pendent verification of the hospital record data in 
91.5% of these cases. 

Eleven (20.4%) of the patients who used afterca 
services were rehospitalized. Forty-three of these ĝa- 
tients (79.6%) were not. Thirteen (30.2%) of tae pa- 
tients who did not use aftercare services were rehos- 
pitalized. Thirty (69.8%) were not. Rehospitalization 
data were not available for | of these patients. The ten- 
dency for use of aftercare to prevent rehospitalization 
was not statistically significant agcoromg to chi 
square. 

Two further analyses failed to reveal'a statistically 
significant relationship between aftercare and rehos- 
pitalization. In one we regressed aftercare on rehos- 
pitalization while controlling for other independent 
variables. These regressions did not significantly alter 
the main result. Controlling for being schizophrenic, 
being currently married, and scoring high on the hope- 
lessness-helplessness scale, the standardized regres- 
sion coefficient associated with receipt of aftercare 
was only .09. The second approach was to cross- 
tabulate aftercare with rehospitalization for specific 
subgroups of patients. When a cross-tabulaticn was 
carried out separately for patients diagnosed as schizo- 
phrenic (N=62), the difference between those rehos- 
pitalized and those not rehospitalized in relation to ob- 
taining aftercare was approximately 15%, a somewhat 
larger difference than that observed for the total group 
but still a difference that fails to approach conventional 
levels of statistical significance. 


DISCUSSION 


Three issues were dealt with in this study: 1) the 
proportion of patients who complied with aftercare re- 
ferrals, 2) the characteristics of these patients, and 3) 
the relationship between use of aftercare services and 
rehospitalization. Results pertinent to the first 07 these 
issues revealed that a relatively high proportion of the 
discharged patients complied with referrals for after- 
care. Sixty-five percent made an initial contact with 
the community mental health center to whica they 
were referred, and the majority of these kept zt least 
two appointments. 

It is difficult to assess whether aftercare services in 
western Massachusetts are being used by thcse ex- 
hospital patients who are most in need of con-inuing 
care because it is unclear how to measure ‘ needi- 
ness." This problem notwithstanding, some evidence 
emerged in the present study that patients whose ill- 
nesses were most severe were also most likely to use 
aftercare services. This was reflected in the ove-repre- 
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sentation of people diagnosed as schizophrenic and | 
people who reported delusions and hallucinations 


among those who received aftercare. 
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People who scored high on a measure of hopeless- 
ness-helplessness were also overrepresented among 
those wEo complied with the referrals. In our opinion, 
hopelessness-helplessness is not simply another mea- 
sure of severity of illness. Rather, we view it as a mea- 

ure of demoralization. Interpreted in this fashion, the 

ding is consistent with Jerome Frank's view that de- 

moralizalion heightens receptivity to psychotherapy 
(12). 

In contrast to previous research in this area (4), we 
found that married people were more likely than oth- 


ers to make use of aftercare services. One inter- 


pretation of this result is that patients with spouses 
who scught aftercare were responding at least in part 
to -amily pressures and expectations. 

We fecl that there are two implications of our find- 
ings for public policy. First, although use of aftercare 
services is voluntary, a majority of the patients we 
studied complied with referrals to such services. This 
finding supports a key assumption underlying deinsti- 
tut onalization—that if aftercare services are provided 
they will be used. Second, our data suggest that after- 
care services in western Massachusetts are appropri- 
ately targeted in that they are being used by manv of 
the sickest patients and by those who are most de- 
moralized. These findings provide further justification 
for the provision of aftercare services. 

What impact does receiving aftercare have on 
patent populations? Proponents of deinstitutionaliza- 
tion tend to assume that the use of aftercare services 
will play a stabilizing role, helping the ex-hospital pa- 
tiert remain in the community and avoid rehospitaliza- 
tior. Contrary to this assumption, our data show no 
signiticant relationship between receiving aftercare 
and rehospitalization, even controlling for selection 
biases. 

This ünding needs to be considered in context. First, 
alttough the relationship was not statistically signifi- 
cant, there was a trend for people who used aftercare 
services to be less likely to be rehospitalized. Second, 
use of aftercare may favorably affect the timing of re- 
hospitalization and lead to a shorter length of stay. 
Consistent with this view is the observation that it is 
not uncommon for aftercare agencies in our area to 
initiate rehospitalization. Third, there is some ambi- 
guity in our study about the amount and content of the 
aftercare services received as well as the meaning of 
rehospisalization. Of those patients who used aftercare 
services, Dur data indicate that as many as 30.2% used 
these facilities onlv as sources of medication and. did 
not use any other available services. A final consid- 
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eration is that rehospitalization is not always a sign of 
crisis or deterioration because some people are rehos- 
pitalized for a brief period of time so their medication 
can be monitored and adjusted. 

Further research that takes into account some of the 
ambiguities mentioned above is needed, but it is rela- 
tively clear that the provision of aftercare services has 
not significantly reduced the demand for hospital- 
ization in western Massachusetts. This result is impor- 
tant in view of the economic strain in which mental 
health systems all over the country find themselves. 
As mental health administrators proceed to deinstitu- 
tionalize psychiatric services and to phase down state 
mental hospitals, they should not assume that costs as- 
sociated with the development of community-based 
treatment services will be offset by reductions in state 
hospital admissions (13, 14). 
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Termination Initiated by the Therapist: A Countertransference 


Storm : 


BY WILLIAM W. WEDDINGTON, JR., M.D., AND JESSE O. CAVENAR, JR.. M.D. 


Termination of psychotherapy has been infrequently 
ezamined in the literature and often ignored by many 
training programs. Not only are criteria and | 
techniques for termination not often discussed, but 
termination as a therapeutic opportunity has been 
nzglected. The authors present two cases of 

: psychotherapy termination initiated by the therapist 
ad point out that countertransference phenomena, 
potentially destructive, are the major aspect 
separating psychotherapy termination by mutual 
agreement and termination initiated by the therapist. 
Careful, regular, ana attentive supervision for 
tnerapists in training is essential to counterbalance 
tne intensified countertransference reactions involved. 


TERMINATION OCCURS With all forms of psychothera- 
ry, yet the issues and processes involved have been 
examined infrequenily in the literature and often ig- 
rored by many psychotherapy training programs. 
Hiatt (1) suggested that this neglect was generated by 
therapists' avoidance and denial of the issues of rejec- 


tion, loss, and abandonment. Schiff (2) observed that . 


termination is the phase of therapy which can produce 
the greatest difficultv and create problems for the ther- 
epist and patient alike. ''It is at this time when the im- 
pact of the meaning, in affective terms, of the course of 
therapy and the nature of the therapist-patient rela- 
tionship is experienced most keenly, not only by the 
patient but also by the therapist" (2, p. 93). 

Another factor contributing to a lack of study of ter- 
mination by clinicians may be the issue of the growing 
sense of equality between patient and therapist. Edel- 
son (3) suggested that through the course of therapy, 
the therapist and patient come to realize a sense of 
equality; the therapist becomes aware that the issues 
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being worked through by the patient are not al-en to 
the therapist. He pointed out that although termization 
and separation issues are encountered from the begin- 
ning of treatment, they are experienced in a more per- 


.sonal way for the therapist during terminatior; this 


factor may lie at the core of avoidance by psycho- 
therapists. 

Despite the paucity of investigation of termination, 
it is a most important phase of therapy. Fox and asso- 
ciates (4) maintained that termination as a process and 
phase is important because of the two major isses in- 
volved: separation and affect. They and Hiatt (I) sug- 
gested that the manner in which the therapist handles 
termination will greatly influence the maintenance and 
continuation of therapeutic gains. Moreover, lermi- 
nation provides a major therapeutic opportunity to 
work through other unresolved separation issues as 
well as a time to experience and examine the affictive 
themes that are being felt during the termiaation 
phase. Ekstein (5) viewed termination ‘‘as an Impor- 
tant aspect of working through, as a process rather 
than as an arbitrary or ideal ending point'' (p. 76). 
Thus termination is perceived by many to be < most 
important phase of therapy at the same time that it is 
the most difficult. 

In the literature on psychotherapy termination of 
adults, psychoanalysts have contributed virtually all of 
the work. Regarding technique of termination Fire- 
stein (6) noted that most analysts prefer mutuality be- 
tween patient and therapist in selecting a date oftermi- 
nation and allow a lengthy termination period of sever- 
al months to one year. Most writers have advocated 
that the therapist maintain the continuing thera»y for- 
mat for consistency. Special elements occurrirg dur- 
ing termination include patients' frequent reports of 
exacerbation of symptoms and discussion of the im- 
portant themes of the working-through process. Al- 
though there is no consensus among the writers, these 
themes are basically manifestations of separaticn-indi- 
viduation issues experienced with intense affects. 

Although most writers advocate mutuality between 
the patient and therapist in determining when tc termi- 
nate, often the therapist must initiate the term nation 
process because of such events as a move or rctation. 
This is particularly apt to occur in psychotherapy 
training programs because of schedule changes and, 
graduation. Fox and associates (4) pointed out that so- 
cial workers may most commonly terminate rsycho- 


0002-953X/79/11/1302/04/300.45 © 1979 American Psychiatric Association 


o 
i Am J Psychiatry 136:10, October 1979 


^ 


therapy by leaving for training or work elsewhere; 
they terd to delay telling their clients about this 
change. Schiff (2) observed that the rigorous appli- 
cation of psychoanalytic criteria for termination is not 
ractical or appropriate to settings such as a commu- 
ity clinic and that termination frequently is initiated 
therapists in training who are about to rotate or 
graduate. Schiff noted the frequency with which trans- 
ference and countertransference phenomena occur 
during such termination; symptom recurrence almost 
always is encountered and is usually met with counter- 
transference guilt, therapeutic undoing, increased ad- 
ministraton of medication, and inappropriate ‘‘last 
words of advice," often with negative displacement 
onto the -reatment setting and situation by both thera- 
pists and patients. Both Schiff and Fox and associates 
noted the difficulty of termination and the nonworking 
through of important therapeutic issues in such set- 
tings. 

It is of interest that several writers have advocated 
that therapists unilaterally initiate termination. Fe- 
renczi and Rank (7) suggested that the analyst set a 
definite time for termination after the transference 
neurosis appears. In Analysis Terminable and Inter- 
minable,’* Freud (8) reported his technique of unilater- 
ally fixing a date for termination in order to ‘‘put pres- 
sure on the patient” (p. 374) and to get a stalemated 


analysis under way. He pointed out the importance of 


choosing -he proper time to employ this maneuver and 
the necessity of sticking to the announced date. La- 
forgue (9) suggested that the therapist set a tentative 
termination date for the patient. Other investigators 
(10. 11) have advocated that analysts actively termi- 
nate trea-ment, particularly with seemingly inter- 
minable cases. However, these writers are a minority 
and appear to be referring to difficult or unusual cases. 

Our work leads us to agree that termination is an 
important but ignored topic in psychotherapy training 
and supervision. Not only are criteria and techniques 
for termination often not taught or discussed, but ter- 
mination as a valuable therapeutic opportunity is un- 
doubtedlv neglected. We agree with Menninger's 
statement that ''in no other period in the analysis are 
the countertransference phenomena so disturbing and 
so potentially dangerous” (12, p. 176); we would ex- 
tend this observation to other psychotherapies, partic- 
ularly to the psychotherapy termination initiated by 
the therap:st. That so important yet disturbing a phase 
of therapy is not better understood prompts our pres- 
ent work. 

The purvose of this article is to examine the issues 
and processes of psychotherapy termination initiated 
by the therapist. We present two illustrative cases of 
psychotherapy termination initiated by a graduating 
psychotherapist in training and relate our observations 
to those of other investigators. In particular, we seek 
to demonstrate that the countertransference issues 


. Which face all beginning psychotherapists are of par- 


ticular importance in ''imposed"' termination initiated 
by the therapist. 


WILLIAM W. WEDDINGTON, JR., AND JESSE O. CAVENAR, JR. 


CASE REPORTS 


Case Il. Ms. A was a 19-year-old single college under- 
graduate when she sought psychotherapy because of anx- 
iety, depression, insecurity about establishing heterosexual 
relationships, and difficulty with weight control. She was the 
second of four daughters; her parents had separated and di- 
vorced unexpectedly when she was 12. Her mother was ec- 
centric, distant, and childlike; her father was successful in 
business but passive and aloof at home. The patient had al- 
ways felt ''different" and ‘‘ugly—fat.’’ Although she per- 
formed well academically, she experienced considerable 
anxiety and depression following her parents' divorce; her 
teachers had recommended psychiatric evaluation, but she 
refused. The patient had a hysterical character structure 
with demandingness, intense but shallow affect, and easy 
suggestibility. She continually felt as if she were a little girl 
alternating with the sense of being ''old-fashioned'' and in- 
ordinately guilty. 

Ms. À was seen for over 2 years in twice-weekly psycho- 
analytically oriented psychotherapy by a psychiatry resident 
who received weekly supervision. The patient used major 
defenses of denial, repression, and displacement.-It became 
clear over the course of the therapy that she had unresolved 
oedipal conflicts which were compounded by her parents' 
divorce. | 

Approximately 3 months before the therapist was to grad- 
uate, he announced at the end of a session that he would be 
leaving and that termination would occur at a certain time. 
At the next session the patient could not recall the previous 
session except for the termination announcement; her feel- 
ings about this were overtly ambivalent. She was excited 
about therapy ending but felt panicked and sad. She ex- 
pressed concern about feeling dependent on the therapist 
and felt pushed by him to hurry and grow up; she also noted 
feeling more serious about her therapeutic work. 

During subsequent sessions Ms. A expressed the feeling 
that the therapist was dying and reported violent nightmares. 
Just as she saw herself ‘“‘unhooking’’ from therapy, she saw 
herself working to separate herself from her mother, with 
whom she increasingly realized she identified. She also be- 
gan to work through her angry feelings toward her father and 
became more aware of her love for him. She expressed a 
wish for the therapist to give her a report about her work just 
as she wished for a report from her father regarding his feel- 
ings toward her. She also began to express more interest in 
the therapist as a person. 

The patient began to experience stronger affects, particu- 
larly anger and sadness; she was able to cry several times 
outside the sessions, although she maintained her vow that 
she would never cry during a session. She began to refer to 
the divorce increasingly and to draw parallels between her 
feelings about termination and those associated with the di- 
vorce. 

In the final sessions she expressed appreciation for the 
therapist's consistency and his not giving in to her demands 
for advice, despite her ''games'' to have him treat her like a 
child; she felt that she would appreciate her parents even 
more through the therapy. She saw the therapist as a symbol 
and special as such—a symbol she could keep in her head as 
a means of working through feelings and problems. 

The patient's affects were intermixed with considerable 
ambivalence as she continued to seek advice from the thera- 
pist, wanting him *'to let down your therapy facade.” In the 
last session she stated that she had wished fona party but the 
format continued. She then expressed pledsure with her 
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p-ogress and she realized that even though the therapy ses- 
sions were over, therapy continued. . 

The patient felt that although she did not know the thera- 
pist, she really had no questions for him; she did ask whether 
h2 agreed with her assessment that things had gone well. She 
said that she would be sad and yearn for the therapist period- 
ically but that she could work through this emotion. The ses- 
son ended with her thanking the therapist and shaking 
kands. j 

The therapist and his supervisor had discussed the termi- 
ration issue in detail several months before the announce- 
ment to the patient; this discussion was prompted by the 
trerapist’s anxiety. He wondered when to tell her and what 
tp expect. The therapist was aware of a feeling of protective 
responsibility for the patient, perhaps prompted by guilt at 
tis having to leave her as well as pride in her progress and 
their work; yet he sensed the possibility of acting out on 
these strong countertransference feelings. Similarly, he was 
gware of a certain increased rigidity as he sought to defend 
egainst feelings of sadness and anxiety as termination pro- 
ceeded and he perceived himself to be dealing with issues 
similar to the patient's. ' 

Six-month follow-up through a mutual source revealed 
that the patient was functioning well in her work and inter- 
personal relationships. 


Case 2. Mr. B was a 29-year-old married personnel 
specialist and the father of a I-year-old son when he sought 
-herapy. He began twice-weekly psychoanalytically oriented 
»sychotherapy because of panic attacks, severe anxiety, and 
ntrusive thoughts of killing himself and his family. The 
;»atient was the younger of two children and had a sister 3 
years his senior. He perceived his father, a businessman, as 
zold, distant, and authoritarian; he had a warm, close and 
zather idealized relationship with his mother and sister. 

When the patient was 19, his father wrote him that his 
mother was dying. The patient returned home from college, 


and his mother died within the month. Although he had been ` 


aware of her being ill with cancer for 5 years, the patient 
could not remember ever thinking that she would die before 
he received his father's letter. He recalled his father being 
particularly inaccessible after her death. Thereafter, their 
relationship had been overtly hostile and increasingly dis- 
tant. He characterized his sister and himself as “‘orphans.”’ 
The patient drank heavily after his mother's death and ne- 
glected his college work. At age 21 he married a woman 
whom he had met during this depressive time. The marriage 
appeared solid such that the couple planned to have their 
first child. It became clear during the therapy that the son 
had prompted the patient's increasing symptoms which led 
to psychotherapy. 

Mr. B had held several jobs but felt that he had never per- 
formed up to his abilities. He sensed a lack of direction in his 
life. The patient had a mixed hysterical and obsessive-com- 
pulsive personality structure and used major defenses of re- 
pression, denial, isolation of affect, and focusing on detail 
and order. 

Over the course of the subsequent 2 years of psychothera- 
py it became clear that Mr. B had not grieved the loss of his 
mother and that he maintained a wish to reunite with her. He 
became aware intellectually of his wife serving as a mother 
substitute and sensed that much of his anger toward her was 
inappropriate and displaced, although he could never ac- 
knowledge feeling anger toward his mother. The transfer- 
ence was posifive but often competitive; the patient became 
aware intellequall of how he was working through feelings 
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for his father with the transference as well as through the 
relationship with his son. 

Following a holiday break, the patient began to unexpect- 
edly complain of increasing anxiety and an intense wish for 
an extramarital affair, such that he believed he might require 
hospitalization. He felt apprehensive about his marriage en 
ing. As the therapist questioned the origin and timing pf 
these symptoms, denial became a major defense. Mr. Bfe- 
gan to arrive late for sessions and cancelled several hours, 
stating that he had forgotten or that he had been ill. As the 
therapist began to confront his behavior, the patient became 
aware of increasing feelings of competition and the wish to 
control the therapy. He wanted to feel “more male" and 
sensed a growing rebellion against the therapist, yet he did 
not understand why. He was increasingly irritable and criti- 
cal of his wife and expressed strong doubts about the mar- 
riage. Subsequently he expressed intense anger and sadness, 
more so than at any other time during the therapy. He re- 
ported several vivid dreams in which he was being hurt or 
was hurting or destroying another object. 

After a month of these symptoms and the limited acting 
out, the patient asked the therapist if he was going to be able 
to ‘‘finish’’ and indicated that he was aware of the therapist's 
graduation in 4 months; he had once worked in a teaching 
hospital and was familiar with resident physician rotations. 
The therapist confirmed his graduating and informed the pa- 
tient that he had planned to discuss the termination at a later 
date. The therapist implied that it was predominantly up to 
the patient as to whether they could finish. The therapist 
also wondered if the patient's recent symptoms and behavior 
were due to his knowledge of termination; however, the pa- 
tient denied any association. 

Over the next 4 months Mr. B experienced stronger af- 
fects. He began to anticipate termination by grieving; he re- 
lated this to similar but unresolved feelings for his mother. 
He expressed feelings of anger, sadness, ambivalence, fear 
of being abandoned, joy at the sense of "growing up," 
"growing pains," and the feeling that going through separa- 
tion from the therapist was akin to attempting separation 
from his mother. He also felt "released" and was aware of 
anger for the therapist because of the therapist's not warning 
about termination and because of the control exerted by the 
therapist's leaving and imposing termination. He associated 
these feelings with those of his father's not telling him about 
his mother's dying or helping him after her death. He feit 
that the therapist was dying, since he would never see him 
again, but that the therapist was helping him grieve the loss. 
Concurrently, he began to experience the loss of his mother 
affectively and with emotional insight; prior to this the in- 
sight was predominantly intellectual. 

Subsequently, he began to work through affective feelings 
for his father, using altruistic and empathetic defenses. He 
sensed that he understood what his father had experienced at 
the time of his mother's death and began to wish for reconcil- 
iation with him. He wished to feel for his father what he 
would want his son to feel toward him after the san grew up. 

As Mr. B began to sense himself separating from the thera- 
pist, he reported seeing the therapist as a real person who 
must be feeling similar anxiety about leaving and moving to 
another location. He also expressed feelings of wishing to 
emulate the therapist by returning to teaching. seeing the 
therapist as an educator and himself as a pupil now gradu- 
ating. 

The patient also sensed that he would not leave the thera-: 
pist just because of termination, but that through his memory 
and learning the therapist would remain alive, just as ‘‘the 
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works of others live after them." Therapy would continue 
even aiter the formal process ended. He sensed he had 
learned "problem-solving styles" with emotional issues. He 
also expressed surprise at what had occurred during therapy, 
wanting to know how it had worked, why the therapist had 
kecommended the treatment, and sensing how different the 
experience of'psychotherapy was from his earlier ex- 
peXtations. Again these feelings were similar to questions he 
had about his mother's death —Why had she died when and 
as she did? and, Why did she have to die—and how different 
the experience of death was from what he had expected. 

Toward the end of treatment the patient asked the thera- 
pist to talk to him as a friend rather than as a therapist; he 
expressed anger when the therapist questioned the request. 
The patiert expressed marvel at the therapist’s consistency 
and ''always keeping the ball in my court." He soon became 
aware that the feeling behind this request was similar to a 
feeling he ^ad toward his mother—a feeling that they would 
be friends, yet a sense of mixed anger and relief that this was 
not to be, since she was his mother and not his friend; simi- 
larlv, the therapist could not be a friend as such but would 
remain his therapist. 

During tre last session the patient expressed surprise that 
it followed the usual format; he had fantasized a party instead 
of "business as usual." He expressed feeling much ambiva- 
lence, relief, and sadness about the termination. He said he 
had no questions for the therapist "that I can't answer for 
myself.” 

Countertransference issues generated by this patient had 
been particularly important after he stated that he knew 
about the taerapy ending; the therapist felt as if his control 
had been compromised. He felt angry and embarrassed. As 
the patient's symptoms recurred the therapist felt guilty and 
experienced strong doubts about the value of his work. As 
the patient began to empathize with the therapist ("You must 
be going thzough the same thing I am about leaving"), the 
therapist became aware of feeling threatened by being so 
similar to tte patient and vulnerable. As the patient worked 
more on his own and expressed more autonomy, the thera- 
pist felt less useful to the patient. He felt that he wanted to 
hold on to :he patient's dependence rather than feel pride 
with the pat.ent's growing autonomy. The supervisor s aid in 
helping the therapist deal with countertransference feelings 
was the most significant aspect of the termination-phase su- 
pervision. 


CONCLUSIONS 


We believe that the major aspect which separates 
psychotherapy termination by mutual agreement and 
termination initiated by the therapist is the increased 
countertransference phenomena and the potential for 
this to be destructive. Just as patients go through com- 
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mon life themes in termination, so do therapists, al- 
though the therapist who unilaterally initiates termi- 
nation may feel added reSponsibility, guilt, and de- 
spair. Such a therapist senses affects as he or she 
initiates separation from one who has depended on the 
therapist for time, structure, and interpretation. The 
therapist separates himself or herself from one who 
has been narcissistically gratifying. Commenting on 
therapists' narcissism and termination of psychothera- 
py, Goldberg (13) noted that as the therapist ceases to 
function as a needed object for the patient, the thera- 
pist experiences mourning. Ironically, the therapist 
may feel as if he or she bears the responsibility for his 
or her own narcissistic blow, with increased probabili- 
ty of acting out on the countertransference. 

Our work leads us to conclude that further attention 
to termination of psychotherapy, particularly termi- 
nation initiated by therapists in training, is needed. 


. Careful, regular, and attentive supervision for thera- 


pists in training is essential to counterbalance the in- 
tensified countertransference reactions involved. Ter- 
mination should be viewed as an important, if not the 
most important, phase of therapy; it is the phase in 
which the most positive growth through mastery can 
occur, not only by the patient but by the therapist as 
well. 
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Tmmunologic Reaction of Psychotic Patients to Fractions of 


(Gluten 


3Y AZARIA ASHKENAZI, M.D., DAVID KRASILOWSKY, M.D., STANLEY LEVIN, M.D., 
DALIA IDAR, M.SC.. MOSHE KALIAN, M.D., AYALA OR, M.SC., YIGAL GINAT, M.D., 


AND BIANCA HALPERIN, M.D. 


Production of a leukocyte migration inhibition factor 
2y peripheral blood lymphocytes in response to 
challenge with gluten fractions was studied in 
Aospitalized patients with schizophrenia and other 
psychoses compared with normal individuals and with 
zhildren and adolescents with celiac disease. The 
schizophrenic and other psychotic patients could be 
subdivided into two groups, one that responded in the 
'eukocyte migration inhibition factor test as the celiac 
»atients did and one that responded as the normal 
zontrol subjects did. The psychotic and schizophrenic 
patients did not show any evidence of malabsorption. 
The authors speculate that gluten may be involved in 
biological processes in the brain in certain psychotic 
individuals. 


CELIAC DISEASE due to gluten sensitivity has been as- 
sociated with dermatitis herpetiformis and other dis- 
eases (1). Dohan (2) reported statistical data on and 
presented a hypothesis for the association of gluten in- 
gestion with schizophrenia in 1966. In 1969 Dohan (3) 
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considered the possible association of celiac disease 
with schizophrenia and Dohan and associates (4) re- 
ported the good effect of a milk- and cereal-free diet on 
relapsed schizophrenic patients. There is controversy 
over this subject. Baker (5) suggested that the im- 
provement in the patients’ condition reported by Do- 
han and Grasberger (6) might have been due to the glu- 
ten-free diet's improving the absorption of the pheno- 
thiazines given to the patients. In 1976 Singh and Kay 
(7) confirmed the good effect of a gluten-free diet on 
schizophrenic patients as well as the deleterious effect 
of gluten reintroduction. An editorial in Lancet (8) 
summarized the available literature on the subject, 
concluding, *' At present it is very difficult to relate glu- 
ten sensitivity to schizophrenia. In the absence of fur- 
ther information, any suggestions that gluten sensitivi- 
ty is etiologically related to schizophrenia remain 
speculative."' 

To try to answer the important question of the rela- 
tionship of gluten sensitivity to schizophrenia we ex- 
amined the response of the peripheral blood lympho- 
cytes of schizophrenic patients to antigenic stimula- 
tion with fractions of gluten. In an earlier study (9) we 
found that lymphocytes of patients with celiac disease 
responded to in-vitro stimulation by subfractions of 
gluten by producing increased amounts of a leukocyte 
migration inhibition factor when compared with sub- 
jects who did not have celiac disease. We found that 
this was a reliable discriminatory laboratory test for 
gluten sensitivity. 


METHOD 


Our schizophrenic group was composed of 21 hospi- 
talized patients diagnosed as having schizophrenia, 
Fifteen of these patients were male and 6 were female. 
They had been sick for 6 months to 20 years. Thirteen 
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« of the schizophrenic patients had chronic illness: 9 had 
chronic schizophrenia, 3 had chronic paranoid schizo- 
phrenia, and 1 had chronic hebephrenic schizophrenia 
with acute exacerbation. The mean age of the group of 


VN chronic schizophrenic patients was 31 years. Eight of 


= schizophrenic patients had acute illness: 5 had 
gute paranoid schizophrenia and 1 had acute hebe- 

M enic, 1 had affective, and 1 had atypical schizo- 

phreniz. The mean age of this group was 27 years. 

Our group of patients with psychoses other than 
schizorhrenia was composed of 10 patients (7 male 
and 3 female). Two of these patients had involutional 
psychosis, 2 had paranoia, 1 had senile paranoia, 1 had 
senile depression, 1 had psychotic reaction, and 3 had 
psychotic reaction in oligophrenia. The mean age of 
this group was 44 years. All diagnoses were made clin- 
ically by experienced psychiatrists and confirmed by 
the use of the checklist for the diagnosis of schizophre- 
nia recommended by Astrachan and associates (10). 

The group of 34 normal control subjects was made 
up of hcspital personnel and children and adults admit- 
ted to a general hospital for elective surgery. In an ear- 
lier publication (9) we described the group of 55 pa- 
tients with celiac disease included in this study. In- 
formed consent was obtained for blood examination 
after the procedure was fully explained to the schizo- 
phrenic and other psychotic patients and their guard- 
ians, to zhe normal control subjects, and to the patients 
with celiac disease. The B2 and B3 fractions of gluten 
for the in vitro assay were prepared as described in 
our earlier publication (9). The leukocyte migration in- 
hibition factor test was performed by mixing 1 X 108 pe- 
ripheral blood lymphocytes with 310° polymorpho- 
nuclear .eukocytes in an agarose droplet in Petri dish- 
es. This was incubated overnight in the presence of 
either phytohemagglutinin, a universal mitogen used 
as a pos:tive control, or B2 or B3 gluten fractions plus 
a negative control without antigen. Inhibition of the 
migratioa of the polymorphonuclear leukocytes out of 
the droplet by the leukocyte migration inhibition factor 
was measured (9). Migration inhibition above 1596, 
which is 2 standard deviations above the mean in nor- 
mal individuals, was considered positive, indicating 
lymphocytes sensitized to gluten. 

In 10 schizophrenic patients and 5 patients with oth- 
er psychoses blood xylose was determined 1 hour after 
ingestion of .5 g/kg of xylose as a 5% solution. In 12 
schizophrenic and 3 other psychotic patients serum fo- 
late leve.s were examined by radioimmunoassay (11). 
In 13 schizophrenic and 6 other psychotic patients 
serum vitamin B12 levels were examined by radioim- 
munoassay. These studies were done to detect any bi- 
ological evidence of malabsorption or subclinical ce- 
liac disezse. 

The hospital dietitian examined the diet consumed 
by the patients and found it to be varied, containing all 
the recoramended food components, including gluten. 
None o the schizophrenic and other psychotic pa- 
tients in this study had digestive disturbances, nor did 
ány have eating problems. 
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FIGURE 1 
Leukocyte Migration Inhibition Factor (LIF) Production After Stimula- 
tion by Phytohemagglutinin (PHA) and B2 or B3 Fractions of 
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aS —schizophrenic patients (N 21); P==patients with other psychoses (N = 10); 
N=normai subjects (N=34); and C=patients with celiac disease (N=55). 
An open circle indicates psychotic and schizophrenic patients with positive 
response t5 gluten subfractions. The lines of dots indicate the mean+SD in 
each group. 


RESULTS 


The results of the leukocyte migration inhibition fac- 
tor test in the schizophrenic and other psychotic pa- 
tients are presented in figure 1. It is interesting that the 
lymphocytes from the psychotic and schizophrenic pa- 
tient grcups responded less well to stimulation by phy- 
tohemagglutinin (means of 21.3%+8.35% and 
22.35% +11.9%, respectively) than those from the nor- 
mal control subjects (35% + 13%) (t=3.56, p<.005). 
Three patients had no leukocyte migration inhibition 
factor production in response to phytohemagglutinin 
whatsoever, a finding seen in some immune deficiency 
states. 

The whole group of 31 psychotic patients (:hose 
with schizophrenia and those with other psychoses) 
had a mean migration inhibition to gluten subfractions 
of 14.45% +8.56%, compared with a mean of 4%+5% 
for the 34 normal control subjects. This difference is 
highly significant (t=6.074, p<.0005). The difference 
between the response of the whole psychotic group 
and that of the celiac group (2495:-696) was also highly 
significant (t=6.055, p<.0005). The results show that 
the response of the group of psychotic and schizo- 
phrenic patients was approximately halfway between 
that of the normal control subjects and that of the pa- 
tients with celiac disease. 

In our laboratory, a response of 15% or more is con- 
sidered a positive leukocyte migration inhibition factor 
response to gluten. We divided the 31 psychotic pa- 
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TABLE 1 
Clinical and Biochemical Measurements in 16 Psychotic Patients with Positive Response of Leukocyte Migration Inhibition Factor (LIF) to 
Gluten 
j LIF Inhibition Blood Xylose Serum Folate 
Patient Age (years) Sex (96) (mg/100 ml) (ng/ml) Diagnosis / | 
] 20 Male I8 — — Chronic paranoid schizophrenia ^ — ' 
2 19 Male 17 — — Paranoid schizophrenia 
3 29 Male [5 — — Paranoid schizophrenia Fá 
4 16 Male 23 — — Chronic schizophrenia 
5 40 Female 24 55 9.5 Chronic schizophrenia 
6 31 Female 35 — 5.5 Chronic paranoid schizophrea:e 
7 29 Male 20 26 3 Chronic schizophrenia 
8 28 Male 26 31.2 8 Chronic schizophrenia 
9 19 Female 19 — — Chronic schizophrenia 
10 26 Female 19 — — Acute atypical schizophrenia. 
|I 31 Female 17 36 6 Involutional psychosis 
12 77 Male 25 38 6 Senile depression 
13 19 Male ` 22 33.6 — Paranoid psychosis 
14 24 Male 18° 30 — Psychotic reaction in oligoph-enia 
I5 36 Male 22 28 6.4 Paranoid psychosis 
16 23 Male 22 — — Psychotic reaction in oligophcenia 
TABLE 2 
Clinical and Biochemical Measurements in 15 Psychotic Patients with Negative Response of Leukocyte Migration Inhibition Factor (..]F) to 
Gluten 
LIF Inhibition Blood Xylose Serum Folate 
Patient Age (years) Sex (96) (mg/100 ml) (ng/ml) Diagnosis 
l 29 Male 12 27 3.5 Chronic schizophrenia 
2 35 Male 13 39.6 16 Schizo-affective schizophrenia 
3 28 Male 9 39 4 Chronic schizophrenia 
4 32 Female 12 28 9 Chronic paranoid schizophrenia 
5 37 Male 2 — — Chronic schizophrenia 
6 19 Male a — — Paranoid schizophrenia 
7 20 Male 0 — — Acute hebephrenic schizophrenia 
8 28 Male 8 40 2.7 Chronic schizophrenia 
9 27 Male 12 — 3.5 Paranoid schizophrenia 
10 58 Male 0 49.2 6.3 Exacerbation of chronic schizopłrenia 
11 21 Female 8 62.5 14 Paranoid schizophrenia 
12 32 Male 3 — — Psychotic reaction in oligophreniz 
13 46 Female 9 — — Involutional psychosis 
14 27 Male 7 — — Psychotic reaction 
I5 76 Female 4 — — Senile paranoid psychosis 


tients into two groups: positive responders (N=16) 
and negative nonresponders (N15). The responders 
reacted as did the patients with celiac disease, and the 
nonresponders resembled the normal control subjects. 

In tables 1 and 2 some clinical and biochemical mea- 
surements for the total group of psychotic patients are 
summarized. No statistically significant differences 
were found between the schizophrenic patients and 
the nonschizophrenic psychotic patients. 

The mean age of the 16 responders was 29.18+ 14.38 
years; that of the 15 nonresponders was 34.33+15.31 
years (t=.348, p=.4, n.s.). Five of the 16 responders 
were female; 4 of the 15 nonresponders were female. 

As shown above, the response of the leukocyte mi- 
gration inhibition factor in the entire group of psychot- 
ic patients was significantly higher than that found in 
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normal control subjects. Of interest is the fact that the 
leukocyte migration inhibition factor response in the 
nonresponders was also higher than the resporse in 
the normal contro] subjects, but the difference wzs not 
significant. The blood xylose values in the 8 resocnd- 
ers given this test (mean, 34.7£9.1 mg/100 ml) was not 
different from that found in the 7 nonresponders exam- 
ined (mean, 40.75-12.25 mg/100 ml) (t=.198, p.45). 
All 15-of the patients examined had normal .evels 
(more than 22 mg/100 ml). 

There was no difference in serum folate levels .n the 
7 responders examined (mean, 6.342 ng/ml) and in 
the 8 nonresponders examined (mean, 7.3735.:5 ng/ 
ml) (t=.495, p=.3). The serum B12 levels in the _9 pa- 
tients given this test were within normal limits (higher 
than 300 pg/ml). 
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N. DISCUSSION 


A comnection between wheat gluten and schizophre- 
nia has been suspected since the end of World War II 


` \ (2). Dohan and associates (2, 3, 6) and Singk and Kay 


(7) have published studies trying to elucidate this con- 
nection Others (5, 8) have raised objections to the 
povsibility of this relationship. 

Our results show that the response of the lympho- 
cytes from 10 out of 21 schizophrenic patients and 6 
out of IO patients with psychoses other than schizo- 
phrenia to stimulation with subfractions of gluten was 
similar :o the response of lymphocytes from 55 pa- 
tients with celiac disease. On the other hand, unlike 
celiac patients the two groups of psychotic patients did 
not show any clinical evidence of malabsorption or im- 
pairment of xylose absorption or any significant im- 
pairment of folate absorption. Their B12 levels were 
also normal. This reflects the good nutritional status of 
this group of patients. It is therefore possible that not 
only does gluten react with and damage the intestinal 
mucosa in patients with celiac disease, but in certain 
suscepti»le individuals gluten may interfere with the 
normal biological processes in the brain. Klee and as- 
sociates (12) reported on the presence of endorphin- 
like and opioid-antagonist polypeptides in wheat glu- 
ten. These polypeptides, after absorption from the gas- 
trointestinal tract of susceptible individuals, can act on 
the brain and cause psychotic symptoms. Our findings 
show thet half of the psychotic and schizophrenic pa- 
tients examined absorbed the polypeptides, which led 
to sensit:zation of their lymphocytes to gluten poly- 
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peptides. The response of psychotic and schizophrenic 
patients who had positive and negative leukocyte mi- 
gration inhibition factor responses to withdrawal of 
gluten from their diet is now under investigation. 
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The Incidence of Seizures Among Children with Autistic 


Symptoms . 


BY EVA Y. DEYKIN, DR.P.H., AND BRIAN MACMAHON, M.D. 


The authors examined 183 children with autistic 
symptoms and found that the age-specific incidence 
rates of seizures in this sample were between 3 and 28 
times the rates for children in the general population. 
The subjects classified as totally autistic were at high 
risk of developing seizures from early childhood well 
into adolescence, but especially so at puberty. The 
partially autistic children had an increased risk of 
seizures only up to age 10. The authors suggest that 
the high incidence of seizures at puberty observed in | 
this study may be specific to children with total autistic 
symptomatology and may represent a distinct 
pathological process associated with autism. 


A SHIFT AWAY from predominantly psychodynamic 
theories of the etiology of autism to consideration of 
organic factors as potential causes has followed the 
growing recognition that many autistic children show 
symptoms of neurological damage. 

In various studies (1-5) between 20% and 80% of 
autistic children have had abnormal EEGs. The lack of 
uniformity in the criteria for what constitutes an autis- 
tic child, differences in the proportion of subjects giv- 
en EEGs, and different criteria for. EEG abnormality 
may all contribute to the broad range of these percent- 
ages. However, it does seem clear that autistic chil- 
dren have a higher frequency of EEG abnormality than 
do normal children. In a study of 155 autistic children 
with well-defined symptoms, 47 nonpsychotic sub- 
normal children, and 13 normal children, DeMyer (6) 
indicated that significantly more of the autistic chil- 
dren (65%) had EEG abnormalities than did the sub- 
normal children (39%) and the normal children (0%). 
The abnormalities found were not particularly charac- 
teristic of autism but were focal or independent spikes 
or paroxysmal spikes and waves, all of which occur in 
approximately 2% of the general population. 
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Data also indicate that there is a high rate of seizures 
among autistic children (7-9). As in the case of =EG 
abnormalities, a broad range of frequencies has seen 
reported, from a low of 4% to a high of 32%. Rutter's 
follow-up study of 63 autistic adolescents (10) revealed 
that 13 certainly and 2 others possibly had developed 
seizures at some point after they had been diagnosed 
as autistic in early childhood. Ten of these chidren 
had developed seizures at about the time of puberty, 
while the remaining 5 had experienced their firs- sei- 
zure while still young children. 

In this report we will present incidence rates of sei- 
zures and the risk of developing seizures at various 
ages among a sample of 183 children with autistic 
symptoms. 


METHOD 
Subjects 


Potential subjects for whom permission to pzrtici- 
pate had been obtained were referred to us between 
June 1975 and January 1977 by 19 Massachusetts med- 
ical-educational facilities that diagnose, treat, educate, 
or care for autistic children. With the exceptior. of 2 
diagnostic and referral centers, all participating acili- 
ties referred children then under their care. The diag- 
nostic centers referred children who had been eval- 
uated in the preceding 12 months but who were not 
then undergoing diagnostic procedures. The sample 
therefore resembles more closely a prevalence than an 
incidence sample. 

To be eligible for inclusion in the study, a subject 
had to have manifested impairment in at least cne of 
three general areas by 6 years of age or under.! The 
three areas were relatedness, stereotypy, and acquisi- 
tion of communicative language. The component 
symptoms within each of the three general areas have 
been described in a previous report (11). Brieflv, im- 
paired relatedness consisted of symptoms of profound 
withdrawal, lack of response to other human baings, 
and avoidance of gaze. Stereotypy consisted of 7itual- 
istic or repetitive acts, resistance to changes in routine 
of the physical environment, and repetitive self-stimu- 
lation. Language impairment was manifested by mut- 


! All children in the study had manifest symptoms by age 3 “ears, 2 
months, and 90% of the sample had recognizable symptom: by age 
2 years, 4 months. ` 
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TABLE 1 
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Age-Specific Incidence Rate of Seizures Among Subjects with Totally and Partially Autistic Symptoms 
———M ———MMMMÀM————M — MÀ LLL 


Age of Totally Autistic Subjects (years) 


Age of Partially Autistic Subjects (years) 


Item «3 3-6 7-10 11-14 15-18 19+ <3 3-6 7-10 11-14 15-18 19+ 
Number of subjects 

having first selzure 5 3 2 6 0 2 3 I 0 0 0 
Fyrson-vears of 

cbservation 396 489 373 210 65 42 153 187 129 65 1] 4 
Yearly inzidence 

rate per 1,000 12.6 6.1 5.4 28.6 15.4 0.0 13.1 16.0 7.7 0.0 0.0 0.0 

ism, noncommunicative echolalic speech, the use of RESULTS 


neologisms, or the use of single words to communicate 
the simplest of basic needs. 

Children who had exhibited impairment in all three 
areas were classified as totally autistic, and those with 
symptoms in only one or two areas were classified as 
partially autistic. The sample consisted of 132 totally 
autistic and 51 partially autistic children. There were 
153 boys and 30 girls (a ratio of 5 to 1). At the time of 
the study 22 subjects (12%) were 3-6 years old; 67 
(37%), 7-10 years old; 52 (28%), 11-14; 30 (16%), 15- 
18; and 12 (7%), 19 or older. It should be remembered, 
however. that the symptomatology that made them eli- 
gible for this study and which classified them as par- 
tially or totally autistic had to have been manifested by 
age 6 or under. 


Data Coliection 


Data were collected by interviewing parents and re- 
viewing pediatric records. If either the family or the 
pediatric record reported that the child had experi- 
enced a seizure or that a neurological evaluation had 
been done, we attempted to abstract the available neu- 
rological records. 


Analysis 


The age-specific incidence rates of seizures per 
1,000 children were calculated by dividing the number 
of children who developed seizures within a given age 
range by the number of person-years of observation 
within the age range, multiplied by 1,000. Once a sub- 
ject developed seizures, he or she was no longer under 
considerazion and was not considered ‘‘under observa- 
tion" for the purpose of estimating incidence rates in 
subsequent age groups. The measure of person-years 
was calcu.ated by totaling for each age range the prod- 
ucts of the number of subjects times the number of 
years they each contributed to the age range. The cu- 
mulative risk of developing seizures from birth to ado- 
lescence was calculated from the formula 1—e7!", in 
which I is the incidence in each age range and T is the 
number of years in the age range (12). The 18-year cu- 
mulative risk was calculated by totaling the age-specif- 
ic incidence rates over all relevant age categories and 
applying tae formula for cumulative risk. 


Of the 183 children, 23 (12.6%) had developed sei- 
zures. The age-specific incidence rates of seizures 
(table 1) show that the risk of developing seizures var- 
ied with age. The highest risk occurred at the time of 
puberty (11-14 years). For a child who displayed autis- 
tic symptoms before age 6, the cumulative risk of de- 
veloping seizures before 18 years of age was approxi- 
mately 21%. That is, approximately one-fifth of the 
children with autistic symptoms can be expected to de- 
velop seizures either in childhood or adolescence. 

For the group deemed partially autistic, the occur- 
rence of seizures was limited to the early and mid 
years of childhood, whereas the totally autistic group 
was at high risk of developing seizures well into ado- 
lescence. In the totally autistic group the cumulative 
risk of developing seizures before 18 years was about 
2396, whereas for the partially autistic group the risk 
was almost 12.5%. 


DISCUSSION 


A longitudinal survey of 5,000 British children (13) 
has shown that the incidence rate of the onset of sei- 
zures among juveniles varies with age. The highest an- 
nual incidence, of 7.6 per 1,000 children, was seen in 
children aged 2 or younger; thereafter, annual rates 
were 1.4 per 1,000 for children aged 3-6, 0.74 per 1,000 
for children aged 7-11, and 0.87 per 1,000 for children 
aged 12-15. 

In the present study the age-specific incidence rates 
of seizures are 3-28 times the rates for children in a 
general population. In addition to the overall high risk 
of seizures among totally autistic children, there is a 
different age distribution in the onset of seizures. The 
increase in the incidence rate of seizures in adoles- 
cence confirms Rutter and associates' observation (10) 
that there is a higher incidence at puberty. Such dif- 
ferences in the age at which seizures occur must reflect 
a distinct set of etiological factors not shared by the 
general population. The marked elevation in the onset 
of seizures between 11 and 14 years may be the result 
of a progressive pathological process that takes a doz- 
en or more years to evolve, or it may be due to the 
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impact of maturational stresses added to a relatively 
high but constant level of risk. 

Sexual maturation, which involves rapid hormonal 
changes, might be the cause of seizures, but if that 
were so, one would expect to see a similar increase in 
the occurrence of seizures in the general adolescent 
population. On the contrary, epidemiological data sug- 
gest that adolescents have a decreased risk of seizure 
onset. The results of a community-wide survey in 
Rochester, Minn. (14), revealed that children under 1 
year had a high incidence rate of seizures (0.72 per 
1,000 per year) and that the rate decreased for each 
decade of age thereafter up to age 60, when there was a 
sharp increase. Adolescents aged 10-19 had an annual 
incidence rate of 0.37 seizures per 1,000. 

In the general population, therefore, there is no evi- 
dence that adolescence constitutes a period of en- 
hanced risk for the development of seizures. The high 
incidence of seizures at puberty observed in our study 
may be specific to children with autistic symptom- 
atology and may represent a distinct pathological pro- 
cess associated with autism. 
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BY LARRY KIRSTEIN, M.D., AND JUDITH BUKBERG, M.D. 


The authors used a self-rating scale of thinking 
process disorganization to measure degree of 
temporal disorganization in a group of 38 rigorously 
categorized psychiatric inpatients. Patients diagnosed 
as having primary affective disorder, depressed type, 
were significantly different from those with either a 
character disorder or schizophrenic diagnosis; both 
schizopnrenic and character disorder groups showed 
variable temporal disorganization scores, and the 
primary affective disorder group showed consistently 
high levels of temporal disorganization. Diagnosis 
was more important than symptom measures in 
relationsaip to temporal disorganization scores. 


WITHIN 7HE PAST several years evidence has accumu- 
lated thzt thought disorder, frequently considered the 
cornerstone for the diagnosis of schizophrenia, is not 
constantly or uniquely found in acutely ill schizo- 
phrenic patients (1-3). Patients with affective illness 
(4-6), character disorders (7), or organic mental syn- 
drome (8) have been found to demonstrate cognitive 
disorders. The relationship between severity or illness 
and thought disorder suggests that the most flagrant 
thought disorders are found in acutely ill schizophren- 
ic patients (7). Since thought disorder means different 
things to different people (overinclusive thinking, rac- 
ing thoughts, a failure to do task-related problems on 
psychometric tests, etc.), an uncomplicated, easily ad- 
ministerec measure is needed to provide objective 
data about the subjective experience of cognitive dis- 
organization. 

One such rating scale is the temporal dis- 
organization scale (TDS), a 20-item self-report in- 
strument ceveloped by Melges and coworkers (9-11), 
which mezsures thinking process disorders. The TDS 
measures temporal indistinction, impaired goal direct- 
edness, tracking difficulties, desynchronization, and 
rate-duration changes; the 20 items on the TDS are 
rated on a 4-point scale: 0—none, 1-—occasionally (1-2 
times per Four), 2=often (5-10 times per hour), 3=fre- 
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quently (more than 20 times per hour). The TDS has 
been used to correlate the development of specific 
symptoms in psychiatric patients and in normal volun- 
teers administered intoxicating doses of tetrahydro- 
cannabinol (THC). Altered states of consciousness as- 
sociated with delusional formation (12, 13), deperson- 
alization (14), and inner-outer confusion (11) have 
been shown to correlate with temporal disorganization 
in acutely ill psychiatric patients and volunteers given 
THC. These studies have primarily focused on corre- 
lations between particular cognitive symptoms and 
temporal disorganization (15) and have only second- 
arily addressed the diagnostic specificity of temporal 
disorganization. We undertook this study to address 
two interrelated questions: 1) Does temporal dis- 
organization occur more frequently in affective illness 
or in schizophrenic disorders? 2) What is the relation- 
ship between temporal disorganization and symptom 
measures of severity of illness? 


METHOD 


Over a 6-month period all patients (age range, 18-60 
years) newly admitted to a psychiatric ward of a gen- 
eral hospital who fulfilled the Research Design Cri- 
teria for primary affective disorder, depressed type 
(16), or the New Haven Index (17) and the Research 
Design Criteria for schizophrenia were invited to par- 
ticipate in a research study. A control group of in- 
patients who did not have a recent (3-month) history of 
alcohol or drug abuse, major medical illness, recent 
ECT, or any organic mental syndrome were also stud- 
ied after written consent was obtained. Only those pa- 
tients for whom we both independently reached diag- 
nostic agreement were included. 

The patients accepted into the study (N=38) were 
required to complete the temporal disorganization 
scale and were rated by one of us (J.B.) using the Brief 
Psychiatric Rating Scale (BPRS). Both sets of ratings 
were completed on the same day within the first 96 
hours of hospitalization. The patients were instructed 
that the temporal disorganization ratings were sup- 
posed to reflect their experience over the preceding 24 
hours. The differences between variables were tested 
bv chi-square analysis for categorical variables and 
Student's t test for continuous variables. Raw BPRS 
symptom ratings were dichotomized into high (N=4- 
7) and low (N=0-3) scores in the comparison between 
symptoms and temporal disorganizatiop scores. A 
one-way ANOVA was used to test the relationship 
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Characteristics of Patients Tésted for Temporal Disorganization, by Diagnostic Group 





: Sex (96) Age (years) Patients Taking Drugs Patients Not 
Diagnosis N Male ' Female Mean SD Neuroleptic Antidepressant Taking Drugs 
Primary depression 12 42 58 428 8.1 0 4 8 
Schizophrenia 14 64 36 28.5 2.3 13 0 } 3 
Character disorder 12 0 100 27:2 2.1 5 0 ; 
ap < .001. 
FIGURE 1 FIGURE 2 _ 
Depressive Symptom Ratings Versus Temporal Disorganization Score Diagnosis Versus Temporal Disorgenization Score 
of Three Diagnostic Groups 

X. Character disorder 60 y © e 

& Schizophrenia € 


70 


O Primary affective disorder 


TEMPORAL DISORGANIZATION SCORE 





1 2 3: 4 gon 6. 7 
BPRS DEPRESSION RATING 


between the diagnosis and the temporal disorganiza- 
tion score (18). 


RESULTS 


Table 1 presents a comparison of the sample charac- 
teristics by diagnostic groups. The depressed group 
(N=12) was significantly older than the character dis- 
order group (N=12) and the schizophrenic group 
(N=14). Although all the character disorder patients 
and the majority of the depressed patients were wom- 
en, the majority of schizophrenic patients were men. 
Four schizophrenic patients were paranoid, and 8 
were nonparanoid. The majority of character disorder 
and depressed patients could be maintained drug-free 
during the first few days of hospitalization; all but 1 
schizophrenic patient were immediately given medica- 
tion. 

When BPRS symptoms were compared with tein- 
poral disorgànization scores, 6 of the 18 raw symptoms 
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Cnaracter 
Disorder 


DIAGNOSIS 


Depression 


Schizophrenia 


were significantly related (p<.05). Emotional blunting 
and blunted affect were inversely related to totai tem- 
poral disorganization scores, and. depressed mood, 
somatization, guilt, and motor retardation directly re- 
lated to total temporal disorganization scores. The 
relationship between the BPRS depression rating and 
the total temporal disorganization scores is depicted in 
figure 1. The clustering of high temporal diso-ganiza- 
tion scores for the depressed group led to twc further 
Statistical analyses. First, the relationships between 
these six BPRS symptoms and total tempcral dis- 
organization scores were recalculated for the 25 none 
depressed patients and no significant relatonships 
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-were noted. Second, a one-way analysis of variance 
was undertaken to evaluate the relationship between 
` diagnosis and total temporal disorganization scores 
(figure 2). Although high total temporal disorganiza- 
ion scores were reported by patients in all three diag- 
nostic groups, the range of reported temporal dis- 
organization was significantly greater for the schizo- 
phrenic and character disorder groups than for the 
depressed group (.001<p<.01). 

To further evaluate the relationship between symp- 
tom severity and temporal disorganization the sum of 
the 18 BPRS symptoms was calculated to obtain a total 
symptom severity score for each patient. These ratings 
were separated into high and low groups and com- 
pared across the entire sample. This global severity 
measure did not significantly relate to total temporal 
disorganization scores. The BPRS global severity 
score and the depression score were correlated with 
five temporal disorganization scores for the three 
groups. The only significant correlation was between 
depression as a symptom and tracking disturbance in 
the depressed group. From these data we concluded 
that depression as a symptom did not relate to tempor- 
al disorganization as dramatically as did depression as 
a syndrome. 

Finally, since the depressed group was significantly 
older and since both other groups included patients 
who experienced as much or more temporal dis- 
organization as the depressed group, age and total 
temporal disorganization scores were correlated. The 
finding that age across the entire sample did not corre- 
late with total temporal disorganization scores in- 
dicated that the diagnosis of primary affective disorder 
and not age related to temporal disorganization. 


DISCUSSION 


A comparison of symptom and diagnostic groupings 
in a sample of 38 psychiatric inpatients documented 
that the diagnosis of primary affective disorder in- 
dicated a consistently high total temporal dis- 
organization score. The relationship between the other 
diagnoses of character disorder and schizophrenia and 
temporal disorganization was quite variable and un- 
predictable. Symptoms that significantly related to 
temporal disorganization scores in the entire sample 
were not significantly related to temporal dis- 
organization for the 26 nondepressed patients. Thus 
high ratings for depression, guilt, somatization, and 
motor retardation correlated with temporal disorgani- 
zation for the depressed group and not for the non- 
depressed groups. Age did not correlate significantly 
with total temporal disorganization scores in this 
sampie. 

The relationship between diagnosis and the sub- 
jective experience of temporal disorganization 1s clini- 
cally germane. These findings support the utilization of 
research design criteria for obtaining a relatively ho- 
fnogeneous group of patients with affective distur- 
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bances and imply that both schizophrenia and charac- 
ter disorder diagnoses are more heterogeneous. Be- 
cause of small sample size no attempt was made to 
subdivide schizophrenia into paranoid-nonparanoid or 
acute-chronic continuums. Since Melges and Freeman 
(11) have previously documented a significant relation- 
ship between Schneiderian positive criteria and tem- 
poral disorganization in schizophrenia, it is quite pos- 
sible that a relationship between schizophrenic sub- 
types and temporal disorganizations exists, but this 
hypothesis awaits the results of large-scale sampling. 
Large samples of character disorder patients are also 
necessary to note whether depersonalization as a 
symptom across diagnoses or a component of certain 
character disorder diagnoses relates to temporal dis- 
organization (14). 

Cognitive changes in depression such as temporal 
disorganization and disordered thinking have been the 
subject of considerable scrutiny. Kovacs and Beck 
(19) believe that cognitive changes are the basic core 
of depressive states. In a theoretical paper Kovacs and 
Beck (19) depicted the depression-prone person as 
someone whose cognitive style is oriented around 
rigid, unattainable self-expectations and inflexible 
rules of conduct. Braff and Beck (4) demonstrated that 
depressed patients show impaired abstracting ability 
compared with normals. Ianzito and associates (5) re- 
ported that 20% of primary affective disorder patients 
demonstrated formal thought disorder. Furthermore, 
these authors found depressed patients with a thought 
disorder had more severe depressive episodes than 
nonthought disorder depressed patients. Ianzito noted 
that patients’ subjective reports of thinking distur- 
bances were more intense than objective measures of 
thought disorder (5). Andreasen (20) was unable to doc- 
ument a significant change in cognitive functions on 
psychologic tests during illness and recovery in a group 
of hospitalized depressed patients. Since temporal 
disorganization reflects subjective cognitive distur- 
bances involving synchrony, rate, tracking, goal direc- 
tedness, and blurring of thoughts, our data are not only 
consistent with the findings of Kovacs and Beck (19) and 
Braff and Beck (4) but also with those of Wyrick and 
Wyrick (21), who noted that depressed patients mis- 
judge, overestimate, extend, and experience them- 
selves in time differently than normals. 

What is the relationship between the cognitive 
changes and mood disturbances in depressive illness? 
The cognitive changes could precede (22), follow, or be 
a concomitant expression (23, 24) of the mood distur- 
bance. Kovacs and Beck (19) and Miller and Seligman 
(22) postulate a cognitive etiology in depression in 
which correction of a "learned helplessness'' state is 
central to treatment. Arieti (23) states that the cognitive 
changes which occur when a depression-prone person 
loses his attachment to a significant other precede the 
affective symptoms in severe depression. Although 
our data do not bear directly on causality, research to 
elucidate the temporal relationship between effective, 
cognitive, and motivational changes in' depression 


* 
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would necessitate longitudinal investigation of patients 
at risk for depressive illness. 
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A Comparison of Two Unilateral ECT Electrode Placements: 
Efficacy and Electrical Energy Considerations : 


ya 


BY MILTON K ERMAN, M.D., CHARLES A. WELCH, M.D., AND MICHEL R. MANDEL, M.D. 





The authors compared the treatment outcomes and 
ECT energy requirements of 10 patients treated with 
the Muller unilateral placement method (secondary 
electrode in the frontal position) with those of 10 
matcked patients treated with the unilateral 
placement described by d' Elia (secondary electrode 
lateral to the vertex). Both groups showed a similar 
dramatic clinical improvement after ECT; however, 
the m2an watt seconds required for the Muller method 
was n2arly four times that for the d' Elia procedure. The 
treating physicians reported that the patients treated 
by the d'Elia method had fewer anterograde and 
retrograde memory disturbances and that they were 
alert cnd oriented sooner after ECT. 


A NUMBER OF conditions of the electroconvulsive 
therapy (ECT) process have been shown to influence 
the efficacy of the treatment and the extent of memory 
loss associated with it. Unilateral nondominant hemi- 
spheri- positioning of stimulating electrodes has re- 
duced both the anterograde and retrograde amnesia 
and posttreatment confusion associated with ECT (1, 
2), anc, although there are exceptions (3), most studies 
comparing unilateral and bilateral ECT also demon- 
strate 2qual efficacy (1, 2, 4-8). It has also been dem- 
onstra-ed that shorter seizures are less efficacious than 
longer ones (9, 10) and that electrical stimulation at 
greater than seizure threshold levels is associated with 
more Memory loss than threshold levels of stimulation 
(11). As long as an adequate seizure is elicited, then, 
excessive electrical energy only results in more cogni- 
tive disturbance, and not greater efficacy. Over the 
past 30 years a number of researchers have experi- 
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mented with low-energy stimulators, claiming equal 
efficacy and reduced memory loss compared with stan- 
dard techniques (12-14). However, interest in low-en- 
ergy stimulation waned until recently. 

The specific site for electrode placement has also 
generated considerable recent interest, and a number 
of unilateral electrode placements have been described 
(15). One such placement which has been popular in 
this country is that described by Muller, with one elec- 
trode in the temporal-parietal position (reference elec- 
trode) and the other in the frontal position (secondary 
electrode) (see figure 1) (16, 17). D'Elia has described 
placement of the secondary electrode just lateral to the 
vertex, claiming equal efficacy to bilateral ECT with 
this placement (1, 15). 
` This report compares the treatment outcomes and 
ECT energy requirements of a sample of patients 
treated with the Muller unilateral placement with out- 
comes and energy requirements of a matched sample 
of patients treated with the unilateral placement de- 
scribed by d'Elia. The placement producing adequate 
seizure activity and treatment response with the small- 
est electrical energy requirement and, therefore, the 
least effect on memory should be the preferred tech- 
nique for stimulation. 


METHOD 


The records of all patients who had received ECT 
using the d'Elia electrode placements were reviewed 
for selection of subjects by the same psychiatrist 
(M.K.E.), who was not involved in treatment. All pa- 
tients were right handed, and all met the criteria for 
primary affective disorder as established by Feighner 
and associates (18). At least five of the eight listed veg- 
etative signs for depression were present in every in- 
stance. Exclusion criteria consisted of other preexist- 
ing psychiatric conditions, mental retardation, or or- 
ganic brain syndrome. Symptoms not specifically 
mentioned in patient assessments were assumed to be 
absent. 

Age- and sex-matched controls treated with the 
Muller electrode placement were chosen as the control 
group and were evaluated as above. Pretreatment and 
posttreatmert severity of depression was evaluated by 
an independent psychiatrist who reviewed the records 
of both groups using the Global Clinical Improvement 
Scale (CGI) (19). Premedication for both groups was 
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Characteristics, Treatment Variables, and Outcome of Patients Receiving ECT with Temporal-Frontal (Muller) or Temporal-Vertex (d’Elia) 


Electrode Placement Method 


rr me ryt re tita e t i NN YL A eri AH ee rH e e i TM a e s 


ECT Variable m 
Electrical Energy Required 


GCI Score Length of (watt sedonds) 
Pre- Post- Number of Seizure (seconds) Range 
Patient Age Sex ECT ECT Treatments Total Mean Total Mean SD (absolute) 
Temporal-frontal 
placement 
l 47 M 6 2 6 295 49.1 172 28.7 14.2 12-55 
2 74 F 3 I 8 450 56.3 445 55.6 1.0 55-60 
3 56 P 6 4 6 408 68.0 320 53.3 2.2 59-55 
4 70 M 6 3 8 315 39.4 300 37.5 7.5 25-50 
5 63 F 7 I 8 430 53.8 205 25.6 3.2 15-30 
6 75 M 5 I 5 140 28.0 222 44,4 4.5 40-55 
7 45 M 6 3 3 145 48.3 57 19.0 1.3 17-20 
8 70 F 6 ] 6 185 30.8 240 40.0 6.7 35-50 
9 75 M 6 2 8 266 33.3 272 34.0 3.8 25-45 
10 46 F 6 i 6 295 49.1 292 49.2 9.7 20-55 
Mean 62.1 5.9 1.9 6.4 292.9 45.8 252.8 39.5 5.5 12-60 
Temporal-vertex 
placement 
11 51 M 5 2 9 450 50.0 85 9.4 2.8 4-14 
12 73 F 4 l T 475 67.8 75 10.7 1.3 7-12 
13 53 F 5 3 10 540 54.0 80.5 8.0 1.3 7-12 
14 63 M 6 ] 9 410 45.6 79.5 8.8 1.3 7-14 
15 63 F 5 2 6 340 56.7 60 10.0 1.3 7-12 
16 77 M 5 I 8 314 39.3 72 9.0 3.0 6-20 
17 54 M 6 l 6 505 84.2 34 Sa) 1.0 4-8 
1& 71 F 5 I 8 296 37.0 132 6.5 6.0 8-25 
19 75 M 6 2 6 245 40.8 71 [1.8 1.9 9-15 
20 46 F 6 1 2 105 52.5 24 12.0 0 12 
Mean 62.6 5.3 1.5 7.1 368.0 51.8 71.3 10.0 2.2 4-25 
FIGURE 1 attending anesthesiologist determined specific dosages 
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the same: all patients received scopolamine hydro- 
bromide, 0.2-0.3 mg I.V., approximately three minutes 
before stimulation, sodium hexabarbital, 60-70 mg 
I.V., and succinylcholine chloride, 40-70 mg I.V. The 
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(Second Electrode) 


based on body size and responses to these azents. 

All patients were treated with the same low-energy, 
square-wave ECT apparatus (30-50 Hz, 0.75-1.25 sec 
duration, 0.3-0.5 msec pulse width). Treatment sites 
were prepared with saline washes and electrode jelly. 
For each treatment, care was taken so that th» amount 
of electrical energy used to stimulate a generalized 
seizure was as small as possible. Total seconds of sei- 
zure activity were recorded with an EEG monitor, and 
the adequacy of the seizure was also ensured by the 
use of the sphygmomanometer method on the upper 
extremity ipsilateral to stimulation (20). Total electri- 
cal energy was calculated for each treatment, and 
comparisons were then made between matched groups 
for total seconds of seizure activity, pre- and post- 
ECT CGI scores, and electrical energy necessary to 
elicit an adequate seizure. 


RESULTS 


As shown in table 1, the matched groups zontained 
equal numbers of men and women, whose average age 
was 62.4 years. The groups were not significantly dif- 
ferent on the number of ECT treatments, total seizufe 


time, or change from pretreatment to posttreatment 
m. 
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‘severity of illness. Both groups showed a similar dra- 


matic clinical improvement after treatments. 
In contrast to the similar outcomes, the difference 


«y..!n the amount of electrical energy required for the 


two placement methods was very great (see table 1). 
The mean watt,seconds required for the Muller place- 
men: method was nearly four times that for the d’ Elia 
procedure, and the difference is highly significant (t 
test of the difference between average subject mean 
watts per second=6.84, p<.001). The Muller place- 
ment group patients were less consistent than the 
d'Elia group in the amount of energy required over 
ECTs. The d'Elia sample also showed a more narrow 
range of energy required to elicit adequate seizures. 


DISC JSSION 


We couid find no other studies that examined the 
energy requirements of different unilateral electrode 
placements. D'Elia and Widepalm (21, 22) compared 
nondominant frontoparietal with temporal-parietal 
techniques and found no essential difference in memo- 
ry disturbance between the two treatments. However, 
energy requirement was not measured, and a low-en- 
ergy, square-wave machine was not used. More than 
30 years ago, Liberson (12) did measure energy re- 
quirements among various sites but did not compare 
unilatzral electrode placements. 

The data presented here demonstrate that a change 
in unilateral electrode placement reduces the amount 
of electrical energy necessary to elicit generalized and 
therapeutically efficacious seizures. In addition, the 
clinicel impression of the treating physicians was that 
the petients treated by the d'Elia placement method 
had fewer anterograde and retrograde memory dis- 
turbarces than did the Muller patients and that they 
were alert and oriented sooner following ECT. How- 
ever, further controlled study 1s necessary to confirm 
this observation. 
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ABUSIVE FAMILIES 


Breaking the Cycle in Abusive Families 


BY ROSEMARY S. HUNTER, M.D., AND NANCY KILSTROM, A.C.S.W. 





The tendency for the cycle of abusive and neglectful 
parenting to be transmitted across generations has 
been well documented. The authors report on 40 
families who broke this family pattern. The 
mechanisms for change used in these families 
included reliance on a broad network of resources, a 
degree of self-differentiation, an attitude of realistic 
optimism, and the ability to marshall extra resources 
to meet crisis situations. The authors recommend 
further study of such exceptions and a more hopeful 
approach to the problem of abusive families. 


WE DESIGNED à prospective clinical study to examine 
the antecedents of abuse and neglect in premature in- 
fants—a population that appears to be at great risk for 
maltreatment. In that study, reported elsewhere (1), 
we found 13 family psychosocial characteristics that 
could be identified at the time of the infant's birth and 
showed significant association with maltreatment dur- 
ing the first year of life. One of these risk factors was a 
childhood history of abuse or neglect in one or both of 
the baby's parents, a frequent finding in retrospective 
examinations of abusive families. However, studied 
prospectively, a number of families in our project 
proved exceptions to this association—that is, despite 
histories of maltreatment in their own childhood, these 
parents were not among those later reported for abuse 
or neglect of their babies. These families and the ways 
in which they appeared to have, at least temporarily, 
broken from an intergenerational abusive cycle are the 
focus of this report. 


PROCEDURE 


We conducted semistructured interviews with the 
parents of 282 infants when the infants were admitted 
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to a regional intensive care nursery. A discussion of 
the emotional climate of the parents' childhoocs was 
included in each evaluation, and the presenc= or ab- 
sence of a family history of maltreatment, along with 
23 other psychosocial characteristics routimely as- 
sessed, was recorded for each family. Other data were 
obtained by reviewing the baby's hospital and clinic 
records and by contacting local service agencies. 
When the infants reached a mean age of 12 moaths, we 
searched the state central registry of abused and ne- 
glected children for confirmed reports of maltreatment 
of any of the babies in the study. A more detziled dis- 
cussion of our methodology was presented in our ear- 


lier report (1). 


OBSERVATIONS 


Of 282 infants assessed on admission to the nursery, 
255 were eventually discharged home to their parents.. 
Forty-nine of these families had been noted at zhe ad- 
mission interview to have a family history of abuse or 
neglect of one or both parents. During the first year of 
life, maltreatment of 10 of the babies in the srudy was 
reported. Nine of these babies came from fam lies with 
parental histories of an abusive and neglectful child- 
hood (repeating families). However, 40 of the families 
with an apparently similar history were not reported 
during the same time period (nonrepeating families), 
raising the possibility that the study data might provide 
clues to naturally occurring mechanisms bv which 
some parents overcome a family pattern of inacequate 
childrearing. 

The 49 families with a history of maltreztment in 
childhood were similar in many respects. They were 
often multiproblem families: the parents were very 
young when they married, pregnancy occurred early in 
the marriage, and there were financial difficulties. A 
review of the standardized data gathered soon after 
birth, however, demonstrates some important ways 
the 40 nonrepeating families differed from the 9 repeat- 
ing families (see table 1). 

Although the groups were not easily dist nguished 
by marital status, the social resources of the non- 
repeating families included a richer network of social 
connections compared with the repeating families. 
Their recent histories were in general more Lkely to 
include mention of important friends, involvement 
with extended family, participation in church or other 
social groups, and use of the services of community 
agencies. Nonrepeating mothers who were aot living — 
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. TABLE 1 


We 


Prevalence of Characteristics in Families That Did or Did Not Repeat 
Child Abuse, in Percents 





Nonrepeating Repeating 
Families Families 
Characteristic (N 240) (N=9) 
e e e nul N 
Current social resources 
Married 60 78 
Parents living together 58 67 
Mother living with extended family 30 0 
Social network involvement 73 22 
Adequate child care arrangements 73 2 
Adaptation to pregnancy 
Abortion seriously considered 13 89 
Prenatal care obtained (3 visits) 75 56 
Adequate spacing of time between 80 33 
pregnancies 
Parents’ childhood histories 
Mother wzs mistreated 63 100 
Father was mistreated 35 44 
Infant characteristics 
Birthweight less than 2000 g 25 100 
Birthweight less than 1500 g 18 56 
Congenital defects 20 67 
Medical problems at time of discharge 18 56 
Hospital stay of more than 6 weeks 13 67 
Parent-infant contact in nursery 
Mother visited more than once a week 95 44 
Mother visited within 4 days of admission 80 22 
Father visited 80 67 
Extended family visited 85 22 


with the father of the baby were very likely to be living 
with their own family. By contrast, this option did not 
appear to be available to any of the mothers whose 
babies were subsequently reported to be maltreated. 
Nonrepeating mothers who returned to work or school 
after having the baby were much more likely to have 
already identified a child care resource, usually a family 
member. 

There were also differences in adaptation to the 
pregnancy: nonrepeating families showed less ambiva- 
lence. Although many of the pregnancies in both 
groups were unplanned, the nonrepeaters were more 
likely to have resolved their initial concerns. A major- 
ity of the repeaters said during the admission interview 
that they had given serious consideration to abortion 
but had not followed through for a variety of reasons. 
This occurred infrequently in the 40 nonrepeaters. The 
nonrepeating families were also more likely to have 
obtained prenatal care, which probably reflects both 
less ambivalence regarding the pregnancy and a gener- 
ally greater involvement in social institutions, in this 
case, the health care system. Adequate spacing of the 
time between pregnancies was also more frequently 
noted in the nonrepeaters; following the index preg- 
nancy they were also more likely to follow through 
with family planning decisions. 

The initial histories of childhood maltreatment ob- 
thined from the parents revealed a variety of patterns 
of abuse. In reviewing the case histories we noted that 
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the more detailed accounts of childhood maltreatmert 
were most likely to have come from the nonrepeaters. 
They were more openly angry about their early experi- 
ences and often expressed the resolution to do better 
by their own children. At the same time they seemed 
more aware of the possibility of repeating the cycle, 
and statements such as, “‘I really don't know what it 
means to be a mother,” were not infrequent. By con- 
trast, the repeaters often gave vague accounts of the 
abusive treatment they had received as children, 
seemed much more tolerant of long-lasting unhappv 
relationships, and were not so likely to express doubts 
about their parenting abilities. In general they seemed 
more ''locxed in.” 

Although we were more likely to obtain a history of 
the mother's maltreatment in both groups, further 
analysis of family histories revealed a tendency in the 
nonrepeating group for the father to have been mal- 
treated by his father. All of the mothers in the repeat- 
ing group gave histories of childhood abuse, and the 
opposite trend—abuse of mothers by mothers— was 
more common in these families. In only 9 nonrepeating 
families wzs this type of transmission found. Perhaps 
of even more importance, in 7 of these 9 families there 
was a clear history of rescue; the mother was raised by 
other members of the family in 4 cases, in foster care 
in 2 cases, and by a friend in 1 case. The 2 mothers 
who remained with their mothers after being abused or 
deprived followed the pattern of being openly angry 
and verbal about their childhood experiences and re- 
solving to do better with their own children. 

In repeating families there was less apparent work- 
ing througk of childhood misfortunes. These parents 
were either still caught up in their own maltreatment— 
continuing <o put themselves in the position of receiv- 
ing parental criticism and rejection—or, even more of- 
ten, had completely cut themselves off from their par- 
ents. The case histories documented that this type of 
resolution had the added disadvantage of leaving 
young parents more severely isolated, without the sup- 
ports an extended family can offer (e.g., financial help 
and child care). 

Analysis of the data obtained from reviewing the 
babies’ medical charts revealed differences in the in- 
fants that may have selectively influenced the occur- 
rence of maltreatment in families with abusive parents. 
Infants born to the nonrepeating families were healthi- 
er in many ways. As shown in table 1, they were larger 
at birth and had fewer defects or residual medical 
problems. They were also on the average 1 month 
closer to term and therefore behaviorally more like 
normal newborns. The length of hospitalization re- 
quired for the babies of nonrepeating families averaged 
about the seme (24 days) as for all of the babies in the 
nursery, but the mean stay for babies in repeating fam- 
ilies was twice that long. 

Records of family visits to the nursery showed that 
nonrepeating mothers visited soon after the birth of 
the child and often. The baby's father and other ex- 
tended fami. y members were also much more likely to 
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visit the baby in the nonrepeating families, even 
though these babies stayed in the hospital for a shorter 
time. In the case of 3 subsequently maltreated babies, 
the mother was the only visitor despite hospital stays 
of more than 4 weeks. 


DISCUSSION 


The clinical observations in this prospective study 
tend to confirm several theoretical retrospective con- 
structs of psychopathology. The first of these is the 
relationship between stress and dysfunction and the 
severe stress represented by premature birth (2) or 
congenital defect (3). The striking differences in the 
medical findings in the two groups of infants support 
such a mechanism. Families who are able to success- 
fully parent a relatively undemanding close-to-normal 
baby may not be able to deal with the increased phys- 
ical, economic, and emotional stresses created by a 
sicker, less responsive baby. Given a family tradition 
of maltreatment, whether or not young parents can 
break out of the cycle appears to some extent to be 
based on the demands that are placed on the parents. 

When the parenting demands are held constant, oth- 
er factors come into focus. Chief among these is the 
apparent ability of the nonrepeating parents to come to 
an active resolution of their childhood experiences— 
they did not cut all ties with their families or allow a 
continued enmeshment. The parents who showed ini- 
tial success at breaking the cycle were those most able 
to talk about their experiences and summon appropri- 
ate affect. As a result, however, these parents were 
most anxious and unsure about their ability to protect 
and nurture their children. These observations seem to 
fit with a family systems model. The nonrepeating ver- 
sus repeating families seem similar to families Bowen 
(4) would describe as having, respectively, higher and 
lower levels of differentiation of self. 

The effect of outside interventions on the cycle can- 


Am J Psychiatry 136:10, October | 979 


not be overlooked. There was often a history cf child- - 
hood rescue in parents who seemed to be fighrirg the 
family tradition of poor parenting. The early avai_abili- 
ty of substantial support from people other than par- 
ents (extended family, friends, agencies, anc foster 
parents) seemed to set the stage in adul; life for relying 
on external sources when faced with excessive de- 
mands—in this study, sick newborn babies. The most 
successful families were able to derive strength from a 
broader network of resources. These tentative obser- 
vations, which point to social network theory and the 
role of the "support system’’ (5), deserve further re- 
search because they may well contain some clues to 
prevention of child abuse. 

Finally, mention should be made of the important 
role of hope—that *'large and variegated realm of hu- 
man existence'' according to Jerome Frank (6:. Frank 
explored the psychotherapeutic importance of a sense 
of hopefulness, and the successful parents in this study 
demonstrated it with their life histories. Raised in abu- 
sive families, they expressed a special variant o7 hope 
tinged with a realistic expectation of difficulties, best 
illustrated by one young father's statement, ‘I’m a 
firm believer that most obstacles can be overcome." 


REFERENCES 


i. Hunter R, Kilstrom N, Kraybill E, et al: Anteceden:s of child 
abuse and neglect in premature infants: a prospective study in a 
newborn intensive care unit. Pediatrics 61:629-635, 1978 

2. Kaplan DM, Mason EA: Maternal reactions to premature birth 
viewed as an acute emotional disorder. Am J Ortho»svchiatry 
30:539-547, 1960 

3. Solnit AJ, Stark MH: Mourning and the birth of a defective 
child. Psychoanal Study Child 16:523-537, 1961 

4. Bowen M: Theory in the practice of psychotherapy, in Family 
Therapy: Theory and Practice. Edited by Guerin P. New York, 
Gardner Press, 1976 

5. Caplan G: Support Systems and Community Mental Health. 
New York, Behavioral Publications, 1974 ' 

6. Frank J: The role of hope in psychotherapy. Int J Psychiatry 
5:383-395, 1968 


e 


Pd 


Am J Psychiatry 136:10, October 1979 


CLINICAL AND RESEARCH REPORTS 


* 
* 
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Early Onset of Tardive Dyskinesia: Case Report 


BY GUY CHOUINARD, M.D., M.SC. (PHARMACOL), AND BARRY D. JONES, M.D. 


Recent studies have shown that tardive dyskinesia 
occurs with alarming frequency among patients 
treated with neuroleptics (1-3). We found a 31% in- 
cidence of tardive dyskinesia among 261 schizophrenic 
outpa-ients treated with neuroleptics (4), which is con- 
sisten: with the results of other surveys. The syn- 
drome is called late or tardive because it is usually 
seen after several years of neuroleptic treatment. In 
this paper we describe a patient who developed tardive 
dyskimesia | month after his first exposure to neurolep- 
tic drag treatment. 


Case Report 


Mr. A, a 23-year-old unemployed single man, first re- 
ceived psychiatric treatment in January 1975 for complaints 
of dep-ession. He was thought to have depressive neurosis 
and received outpatient psychotherapy without medication. 
The patient discontinued treatment after a short time and 
was next seen in the emergency room 3 years later com- 
plaining of delusional fears about his health. The mental stat- 
us examination revealed blunted affect and some thought 
disorder in a clear sensorium. The patient was admitied to 
the hospital with a diagnosis of undifferentiated schizophre- 
nia. He was considered to have a schizoid personality with a 
slow onset of illness. 

Mr. A had no history of psychotropic drug intake, drug 
abuse, alccholism, or organic brain disorder, and no family 
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history of neurologic or psychiatric disorder. He was given 
trifluoperazine, 2 mg p.o. t.i.d. for 3 days. This medication 
was stopped and the patient then entered a 4-week double- 
blind controlled trial designed to compare pimozide and 
chlorpromazine. Mr. A was randomly assigned to chlorpro- 
mazine treatment and received 150 mg p.o. b.i.d. under blind 
conditions. On day 10, the chlorpromazine dosage was in- 
creased to 300 mg p.o. b.i.d. because he had not shown sig- 
nificant therapeutic response. On day 14 procyclidine, an 
anticholinergic-antiparkinsonian Grug, was added in a dosage 
of 5 mg p.o. 5.i.d. The patient continued on this regimen for 
the remainder of the trial. 

Results of physical examination and laboratory tests done 
before the drug trial were normal. Extrapyramidal side ef- 
fects were recorded on the Extrapyramidal Symptom Rating 
Scale (ESRS) (5) of Chouinard and Ross-Chouinard on day 0 
and then weekly for the 4-week period. The ESRS consists 
of a subjective questionnaire of parkinsonian symptoms, a 
physician's assessment of parkinsonism and dyskinetic 
movements, and a clinical global impression of tardive dys- 
kinesia. The presence of tardive dyskinesia was assessed ac- 
cording to a standard procedure described previously (4). 

Table | lists the patient's scores on the parkinsonism and 
tardive dyskinesia scales. On day 0 the ESRS showed only a 
mild decrease of pendular arm movements, presumably a re- 
sult of the medications Mr. A had received shortly before the 
study began. His dyskinesia rating was negative. On day 14 
he had an ESRS score of 10 for parkinsonism, which includ- 
ed bradykinesia, rigidity, and tremor in the upper limbs; tar- 
dive dyskinesia was not present at this time. However, by 
dav 28 Mr. A had developed definite slow lateral torsion 
movements of the tongue, with frequent partial protrusion 
and occasional complete protrusion. 

The patient was again rated on the ESRS 6 months after 
we first noticed his tardive dyskinesia. He had been receiv- 
ing neuroleptic drugs, and at the time of evaluation was tak- 
ing fluphenazine decanoate I.M. 25 mg every 3 weeks; pro- 
cyclidine, 5 mg p.o. t.i.d.; and flurazepam, 30 mg h.s. He 
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TABLE 1 l 
Patient's Scores on the Extrapyramidal Symptom Rating Scale 


e Week 
Rating 0 2 4 257. ot 
Parkinsonism (physician's 
examination)” 
Total score l 10 3 7 10 
Hypokinesia ] 6 ] 3 6 
Hyperkinesia 0 4 2 4 4 
Tardive dyskinesia” 
Total score 0 0 4 0 6 
Bucco-linguo-masticatory 0 0 4 0 4 
Upper extremities 0 0 0 0 2 


AProcyclidine, 40 mg/day, was given after this evaluation. 
"Scale of 0-6; 6- most severe. 


showed mild rigiditv of the arms 2 weeks after his injection 
but had no signs of dyskinesia. A procyclidine test was per- 
formed, with all drugs kept constant except the procyclidine, 
which was increased to 40 mg/day. The patient was reevalu- 
ated 2 weeks after his injection (3 weeks after the previous 
evaluation). The parkinsonism examination revealed a mild 
decrease of pendular movements, mild tremors of both arms, 
and mild akathisia. However, his tardive dyskinesia was 
more severe than it had been initially; there was moderate 
dyskinesia of the tongue, with definite slow lateral torsion 
movements, frequent partial protrusion, and occasional 
complete protrusion. Dyskinetic movements of the upper 
extremities were also noted. 


Discussion 


Tardive dyskinesia is usually observed in patients 
who have received several years of treatment (6). A 
very few cases have been reported after 6 months of 
drug treatment (7). In monkeys, the syndrome is 
known to appear in its complete form after 10 weeks of 
weekly neuroleptic treatment (8). The case we have 
described is to our knowledge the earliest reported on- 
set of this disorder (1 month after initiation of neuro- 
leptic treatment). 

This early onset may be explained as follows: the 
patient manifested only mild hypokinetic symptoms of 
parkinsonism when the dyskinetic movements were 
first noted. These symptoms tend to cover tardive dys- 
kinesia, as we found in a previous study of patients 
receiving long-term neuroleptic therapy. The dyskinet- 
ic patients tended to have fewer hypokinetic parkin- 
sonian symptoms than patients who had not devel- 
oped tardive dyskinesia (4). Thus the relative absence 
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of hypokinetic parkinsonian symptoms in our patient ` 
would have facilitated the early detection of his dyski- 
nesia. The antiparkinsonian drug he received could al- 


so have contributed to the early emergence ot dyski- ogi 


netic movements. We have shown that antiparkinso- 
nians may uncover tardive dyskinesia and that their 
effect is readily reversible (9). 

That antipsychotic drugs paradoxically cover tar- 
dive dyskinesia explains the disappearance o- dyski- 
netic movements in our patient 6 months after the syn- 
drome was first observed. However, by increa3ing the 
antiparkinsonian drug dosage, we were able ta uncov- 
er the tardive dyskinesia, which was more severe than 
it had been initially. This is understandable because 
the patient had had further exposure to neurcleptics. 
The uncovering of the dyskinesia with an anti- 
parkinsonian agent confirms the diagnosis of tardive 
dyskinesia. 

The possibility of tardive dyskinesia developing in 
patients who have been taking neuroleptic drugs for a 
relatively short time contraindicates neuroleptc use in 
the treatment of nonpsychotic patients. We also sug- 
gest that an antiparkinsonian drug be given in “ne early 
stages of neuroleptic treatment in order to avoid the 
masking of tardive dyskinesia by hypokinetic parkin- 
sonian symptoms. 


REFERENCES 


|l. Bell RC, Smith RC: Tardive dyskinesia: characterizat.on and 
prevalence in a statewide system. J Clin Psychiatry 39:39-42, 
46-47, [978 

2. Jus A, Pineau R, Lachance R, et al: Epidemiology Df tardive 
dyskinesia, part I. Dis Nerv Syst 37:210-214, 1976 

3. Asnis GM, Leopold MA, Duvoisin RC, et al: A survey of tar- 
dive dyskinesia in psychiatric outpatients. Am J Psychiatry 
134:1367-1370, 1977 

4. Chouinard G, Annable L, Ross-Chouinard A, et al: = actors re- 
lated to tardive dyskinesia. Am J Psychiatry 136:79-33. 1979 

5. Chouinard G, Annable L, Ross-Chouinard A, et al: Ethopropa- 
zine and benztropine in neuroleptic-induced parkicsonism. J 
Clin Psychiatry 40:147-152, 1979 

6. Quitkin F, Rifkin A, Gochfeld L, et al: Tardive dysk nesia: are 
first signs reversible? Am J Psychiatry 134:84-87, 1977 

7. Marsden CD, Tarsy D, Baldessarini RI: Spontaneous and drug- 
induced movement disorders in psychotic patients, i7 Psychiat- 
ric Aspects of Neurologic Disease. Edited by Bensor DF, Blu- 
mer D. New York, Grune & Stratton, 1975 

8. Weiss B, Santelli S: Dyskinesias evoked in monkeys 3y weekly 
administration of haloperidol. Science 200:799-801 , 13973 

9. Chouinard G, de Montigny C, Annable L: Tardive dyskinesia 
and antiparkinsonian medication. Am J Psychiatry 135:228-229, 
1979 


Am J Psychiatry 136:10, October 1979 


Desensitization Therapy with a Fearful Two-Year-Old 


` BY MOLLIE MARCUS WALLICK, M.A. 


Ll 


In an ezrly classic work (1), Jones ‘‘unconditioned”’ 
34-month-old Peter by using a rabbit to help the child 
overcome his fear of a white rat and other furrv ani- 
mals. Since that time, much has been written of the 
efficacy of systematic desensitization. Wolpe devel- 
oped the technique of reciprocal inhibition in 1958 (2), 
and assessed its status 15 years later (3). However, re- 
ports concerning the use of systematic desensitization 
with children as young as 2 vears have been absent in 
the literature. This study documents the use of Wol- 
pian procedures in extinguishing fear in a 2-year-old 
girl. 


Case Report 


Sally was hospitalized at age 20 months and underwent 
major chest surgery, with no preparation for or subsequent 
explanation of the experience and the resulting scar. After 
her hospitalization, Sally changed from a happy, outgoing, 
affectionate, apparently well-adjusted toddler to a with- 
drawn child, excessively fearful of doctors, strangers, and of 
noise and faces on the television. 

In spite of improved physical health, nurturance by the 
family, anc patience on the part of medical personnel, ex- 
posure to coctors continued to cause Sally to cry hys- 
terically and shake visibly. Because frequent medical visits 
were salient reality factors, Sally was referred for treatment 
4 months after surgery to reduce doctor- and hospital-related 
fear reacticns. 

Preliminary therapy. Three initial, unstructured sessions 
were devoted to clinical observation. By her fourth appoint- 
ment Sally seemed sufficiently comfortable for dissonance to 
be introduced incrementally over once-weekly sessions in 
the form o£ a doll with a Band-Aid on its chest, "doctor" 
equipment for dramatic play, and books about going to the 
doctor. With each new presentation, Sally became anxious 
and resistant; I verbalized and accepted her feelings. Sally's 
anxiety gradually lessened over the next month. 

Still to be dealt with, however, was Sally's fear of doctors. 
An opportunity for conditioning presented itself: Sally had 
fortuitously missed a routine group dental screening, so ar- 
rangements were made for individual screening in the ped- 
odontics department of a university dental school. Several 
preparatory "hikes" were planned to explore the 8-story 
dental schcol building. 

Sally entezed the dental school in high spirits, but once she 
was in the elevator her exuberance turned almost immediate- 
[y to debilitating dread. She sobbed and started to shake per- 
ceptibly. Sensing her panic, I held Sally to comfort her and 
cut short our visit to the building. Later information that Sal- 
ly's only prior experience with elevators had been during her 
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hospitalization made her dramatically labile emotions more 
understandable. 

Desensitization therapy. The application of systematic de- 
sensitization was more precise in conditioning Sally toward 
elevators than the incidental variation of the reciprocal inhi- 
bition technique described in the preliminary therapy. 
Blocks and family figures familiar to Sally were used in 
dramatic plav. The ‘‘mother’’ and ‘‘therapist’’ dolls rode an 
elevator constructed of blocks; later they were joined by the 
"little girl’ doll on elevator rides that had happy endings. 
Sally contributed variations on the theme, involving a ‘‘dad- 
dy'' figure as. well. 

Outdoors, an "elevator game’ was played with a basket- 
ball, a 5-foot-high basketball goal, and an imaginary elevator 
button. Sally pressed the “button” and mimicked sounds 
suggestive of an elevator when I lifted her to the goal. 

After 4 weeks of elevator play, along with expanded doc- 
tor play with a bandaged doll, we revisited the dental school. 
At most, I anticipated that Sally would ride to the second 
floor and down again without trauma. Instead, the ride ex- 
tended to each of the eight floors and down to the basement, 
with Sally punching the buttons for each floor in succession. 
I held her throughout (at her request), and toward the end 
she was laughing with animation. On the ride down, she 
stood in the elevator and counted off floors. 

On the next visit to the dental school, Sally chatted with 
the uniformed guard upon arrival and departure and even 
tried on his hat. This time I lifted Sally only to press the 
button; she stood the remaining time in the elevator, dis- 
tracted by mv pointing out the floor numbers as they lit up. 

The third weekly visit to the dental school included an ex- 
ploration of the pedodontics floor, where Sally admired the 
pictures, tried out the chairs, and introduced herself to the 
waiting patients. I had arranged for a pedodontist to meet us 
in the waiting room. Sally introduced herself to '* Dr. Paul’ 
in the same friendly way in which she greeted the waiting 
children. Amazinglv, she was not disturbed by his white 
coat. We accepted the doctor's invitation to visit his ''big 
room” (which was empty during the lunch hour), where Sal- 
ly identified the life-sized drawings of Sesame Street charac- 
ters on the wall. She watched with interest as a doll brought 
from home rode up and down in the dental chair. Although 
Sally refused to sit alone in the chair, she sat on my lap, rode 
up and down, and displayed her teeth so the pedodontist 
could examine them, albeit cursorily. 

Sally asked to go to the dental school immediately upon 
her arrival for her next session. She rode the elevator ea- 
gerly, alighted at pedodontics, and happily explored the 
large examination room (again without patients during the 
lunch hour). This time, Sally sat alone in a dental chair, even 
tolerating its movement up and down several times. 

Arrangements were made for elevator rides in the commu- 
nity with Sally's parents to generalize the accomplishment to 
other settings, and elevator rides became a frequent family 
ritual. Meanwhile, there were many opportunities to test Sal- 
ly’s tolerance of doctor visits. After 4 months of treatment, 
her fear of doctors subsided, much to the delight of her pedi- 
atrician and pediatric surgeon. 

As her initial fears were overcome, other fears also lost 
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e 
their intensity. Sally was no longer frightened by strangers, 
and she no longer left the room in panic over noises and 
faces on TV. 


Discussion 


Desensitization experiences were apparently associ- 
ated with the disappearance of Sally's fears. Sally was 
once again the happy, outgoing, affectionate child her 
parents had known. Formal treatment was completed 
after 5 months. Sally was seen, however, for periodic 
follow-up 6 months, 1 year, and 2 years after termi- 


Lithium Carbonate and Psoriasis 


. BY DWIGHT L. EVANS, M.D., AND WILLIS MARTIN, M.D. 


A relationship between lithium carbonate and pso- 
riasis has been noted by several authors (1-6). Ex- 
acerbation of psoriasis during lithium treatment was 
reported in 16 cases, and there has been 1 report of 
psoriasis developing after the patient began to receive 
lithium (4). We will describe what we think is the sec- 
ond reported case of psoriasis developing during treat- 
ment with lithium carbonate. 


Case Report 


Mr. À, a 27-year-old single man, was first hospitalized with 
a diagnosis of acute paranoid schizophrenia. He was treated 
with trifluoperazine, 30 mg/day, and trihexyphenidyl, 2 mg 
b.i.d., and discharged after 1 month's hospitalization. He be- 
came clinically depressed several months later and was giv- 
en imipramine, 150 mg/day, combined with trifluoperazine, 
with no improvement. Imipramine and trifluoperazine were 
discontinued after 5-months, and Mr. A was maintained on 
chlorpromazine, 75 mg/day, with slow resolution of his de- 
pression. 

A year later Mr. A developed hypomanic behavior and 
was treated with lithium carbonate, 1500 mg/day, in combi- 
nation with chlorpromazine, 75 mg/day. Serum lithium levels 
were 0.5-0.6 mEq/liter. He was hospitalized 2 weeks later 
with a diagnosis of schizophrenia, schizo-affective, mixed 
type. The lithium dose was increased to 1800 mg/day, with 
serum levels of 0.9-1.2 mEq/liter, and the patient also re- 
ceived haloperidol, 10 mg/day. Mr. A returned to outpatient 
care after 1 month's hospitalization and was maintained on 
lithium carbonate, 1800 mg/day, and haloperidol, 5 mg/day. 

Approximately 3 months after the initiation of lithium car- 
bonate therapy, Mr. A. came to the dermatology clinic be- 
cause of a scaly, erythematous scalp rash that was diagnosed 
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nation of therapy. On each occasion, all gains were 
maintained: Sally was relating appropriately to doc- 
tors, enjoying television, and riding elevators 
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as seborrheic dermatitis. Despite therapy with selenium sul- 
fide shampoo and 1% hydrocortisone cream, the sk n disease 
progressed and eventually involved the entire trunx and up- 
per and lower extremities. No change was made -n the pa- 
tient’s psychoactive medicines. Mr. A returned ta the der- 
matology clinic 5 weeks later, at which time cutaneous ex- 
amination of the skin revealed a thick micaceous scale of the 
scalp extending 1 cm outside the hairline on all sides and 
involving the external ears. Verrucous vegetatirg scaling 
was observed in both axillas, the anterior chest, amd central 
back. No pustules were present. The palms and s»les were 
free of lesions. The back lesions were arrayed in a Christmas 
tree-like pattern, with a thick silvery scale and a positive 
Auspitz sign. There was no arthritis, urethritis or con- 
junctivitis. Mr. A had no history of dermatologic disease, 
and there was no family history of psoriasis or atopy. The 
clinical diagnosis of psoriasis was confirmed by sk n biopsy, 
which showed regular elongation of the rete ridges, elonga- 
tion and edema of the papillae, marked parakera:osis, and 
spongiotic pustules. 

Mr. À was hospitalized for treatment of psorias s. At this 
time his serum lithium level was 1.2 mEq/liter. The 1800 mg/ 
day dose of lithium carbonate was discontinued, ar.d the 5 
mg/day dose of haloperidol was continued. The patient was 
treated with a modified Goeckerman regimen thar included 
wet wraps with triamcinolone cream, 1% crude coal tar, and 
ultraviolet B (UVB) light. He was discharged 2 weeks later 
with his skin in a much improved condition. He has contin- 
ued treatment with UVB and 1% crude coal tar since his 
discharge from the hospital. His psoriasis is well controlled, 
and he is asymptomatic. Haloperidol, 5 mg/day, has been 
continued, and lithium carbonate has not been resumed. 


Discussion 


Our patient, like the one previously reported (4), de- 
veloped psoriasis within the first 3'/2 months of lithium 
administration. Both of these patients had serum lith- 


had a history of previous lithium treatment or g fami 


A 


ium levels within the therapeutic range, ani Tami 
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history of psoriasis. The diagnosis of psoriasis was 
confirmed by skin biopsy in both cases. We believe 
* that this case lends support to a possible association 
- between lithium and the onset of psoriasis. 

sevaral common findings should be noted in the re- 
ported cases of exacerbation of psoriasis during lith- 
ium treatment. In all of the cases for which such data 
have been reported (9 of 16 cases) the exacerbation 
occurred soon after the initiation of lithium therapy — 
within the first weeks in 6 cases and within the first 2 
months in 3 cases. Serum lithium levels were in the 
therapeutic range. The psoriasis proved refractory to 
traditional topical antipsoriatic therapy in 9 of the pa- 
tients who continued to receive lithium and also to 
methotrexate in other patients. There was improve- 
ment in the psoriasis only in those cases in which lith- 
ium was discontinued. In one of the cases reported by 
Carter (1) psoriasis worsened after initiation of lithium 
therapy and after each of 4 reinstitutions of lithium. 
The psorizsis improved after each discontinuation. 

Altrtough maculopapular and acneiform skin reac- 
tions have been associated with haloperidol, we are 
not aware of any reports suggesting an association be- 
tween haloperidol and psoriasis. Allergic skin reac- 
tions have been associated with phenothiazines, tri- 
cyclic antidepressants, and anticholinergic agents. Our 
patien: had not demonstrated such reactions during 
previous treatment with trifluoperazine, chlorproma- 
zine, imipramine, and trihexyphenidyl. Thus it seems 
unlikeiy that his psoriasis was related to any of these 
drugs. 

Other dermatologic conditions have been observed 
in patients created with lithium. Callaway and associ- 
ates (7) described 4 patients with pruritic maculo- 
papular rashes, 2 of whom had pretibial ulcers. A fifth 
patient had leg ulcers with no rash. Acneiform papules 
with ulceration have been noted (8), as have pruritic 
dermaczitis resembling early dermatitis herpetifcrmis 
(9), folliculitis resembling keratosis pilaris (10), and 
pustular psoriasis. 


CLINICAL AND RESEARCH REPORTS 


Whether there is a causal link between lithium thera- 
py and the onset and/or exacerbation of psoriasis is yet 
to be determined. It has been proposed that the inhib- 
itory effect of lithium on the adenylcyclase/cyclic 
AMP system may precipitate psoriasis (4), but this 
suggestion is highly conjectural. Psoriasis is a common 
skin disease (0.25%-1.5% of the population), so one 
would expect it to occur by chance in some patients 
receiving lithium therapy. However, the remissions 
and exacerbations associated with cessation and reins- 
titution of lithium therapy and the poor response to 
therapy when lithium is continued argue for a causal 
association. 

We hope thBt this report will generate interest in the 
possible causal association between lithium carbonate 
and psoriasis and will stimulate others to report similar 
observations. 
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Serial Postdexamethasone Cortisol Levels in a Patient Undergoing ECT 


BY MAURICE W. DYSKEN, M.D., GHANSHYAM N. PANDEY, PH.D:, SIDNEY 8. CHANG, M.D., 


ROBERT HICKS, M.D., AND JOHN M. DAVIS, M.D. 


The dexamethasone suppression test measures the 
responsiveness of the hypothalamic-pituitary-adrenal 
(HPA) axis to exogenously administered steroid. After 
a l- or 2-mg oral dose of dexamethasone at 11:00 p.m., 
plasma cortisol levels normally decrease to less than 5 
p g/dl at 8:00 a.m., 4:00 p.m., and 10:00 p.m. the next 
day (1, 2). Some depressed patients, however, show 
24-hour patterns of cortisol hypersecretion (3) and re- 
sistance to HPA suppression by dexamethasone (4, 5), 
both of which indicate defective HPA regulation. 
These HPA abnormalities usually return to normal af- 
ter successful treatment (6). 

Carroll (7) described the return of normal post- 
dexamethasone suppression in five patients under- 
going ECT. Postdexamethasone cortisol levels were 
measured at 9:00 a.m. several times during treatment 
at intervals ranging from 1 to 3 weeks. A change in 
response to dexamethasone was not seen until sub- 
stantial clinical improvement had occurred. We ex- 
tended Carroll’s approach in a single case study in 
which we obtained biweekly behavioral ratings and 
weekly pre- and postdexamethasone cortisol levels. 
We demonstrated a graded improvement in post- 
dexamethasone suppression that was highly correlated 
with behavioral ratings of depression. 


Case Report 


Mr. À, a 56-year-old man, had his first admission to a psy- 
chiatric hospital because of a 4-week history of depression. 
His symptoms included saddened affect, guilty rumination, 
suicidal ideation, loss of interest, anxiety, early morning in- 
somnia, loss of appetite, weight loss, constipation, feelings 
of helplessness and worthlessness, and a delusional fear that 
he had cancer. The patient was afraid of being strangled in 
his sleep by his dentures and complained of being unable to 
swallow because food stuck in his throat. There was a family 
history of affective illness: Mr. A's father had become se- 
verely depressed 40 years previously and required hospital- 
ization. The patient had been steadily employed until he was 
forced into early retirement 2 years before this hospital- 
ization because of excessive drinking. Results of a physical 
examination were unremarkable. A diagnosis of major de- 
pressive disorder with psychotic and endogenous features 
was made by Research Diagnostic Criteria. 

During the first week of hospitalization, Mr. A made sev- 
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' eral attempts to cut his legs with a dinner knife anc managed 


to burn the tip of his nose on a cigarette lighter built into the 
wall. Because of his severe depression and significant sul- 
cidal risk, ECT was begun on the ninth hospital day. Mr. A 
gave written informed consent for ECT, behavioral ratings, 
and blood drawings. A total of nine bilateral ECTs was giv- 
en, with significant improvement in the patient's depression. 
Pretreatment medication included atropine, 1.2 mg I.M.; 
methohexital, 40 mg I.V.; succinylcholine, 60 mg I.V.: and 
nasal oxygen. Following the last ECT, desipramine, 50 mg 
p.o. b.i.d., was started and continued throughout the re- 
maining hospitalization. Further clinical improvement was 
observed during the tricyclic antidepressant treatment. After 
almost 3 months of hospitalization Mr. A was discharged to 
an aftercare facility on desipramine, 50 mg p.o. b.i.d. 


Discussion 


Two raters who were blind to the plasma cortisol 
levels completed the Hamilton Depression Rating 
Scale (HDRS) twice a week before, during, and after 
ECT treatment. Consensus ratings were obtained after 
each rating session. Blood samples for predexameth- 
asone cortisol levels were drawn at 8:30 a.m. and 
10:00 p.m. At 11:00 p.m. 1 mg of dexamethasone 
was given by mouth. The next day postdexamethasone 
blood samples were drawn at 8:30 a.m., 4:00 5.m., and 
10:00 p.m. Plasma cortisol levels were determined by a 
modified protein binding method as described by Mur- 
phy (8). 

Consensus HDRS scores and pre- and post- 
dexamethasone cortisol levels are presented in table 1. 
Baseline predexamethasone cortisol values were ab- 
normally high, and there was a lack of diurnal varia- 
tion. After the administration of 1 mg of dexametha- 
sone at 11:00 p.m., baseline postdexamethasone corti- 
sol levels remained elevated. Predexamethasone 
cortisol values were again abnormally high after the 
first ECT, and the postdexamethasone cortiscl levels 
showed some suppression at 8:30 a.m. After 4 ECTs, 
the patient showed definite clinical improvement. Pre- 
dexamethasone cortisol levels were elevated and 
showed a reverse in the expected diurnal variation, 
while postdexamethasone cortisol values showed even 
greater suppression throughout the day. After 7 ECTs 
predexamethasone corüsol values were normal, with 
normal diurnal variation. Postdexamethasone cortisol 
levels were still elevated but decreased steadily 
throughout the day. After 9 ECTs all postdexametha- 
sone cortisol levels were normally suppressed. The 
remaining 3 pre- and postdexamethasone cortisol 
levels showed normal suppression, and the patient 
continued to improve clinically during this period. 

Table 1 suggests a relationship between the HDÁg 
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Hamilkon Depression Rating Scale (HDRS) Scores and Pre- and Postdexamethasone Cortisol Levels in a Depressed Patient Receiving ECT 





—M— uaan mem 


Plasma Cortisol Levels (ug/dl) 





5 Hospi:zl biis of HDRS ____Predexamethasone Postdexamethasone 
Day: Completed? Score? 8:30am. | 10:00 p.m. 8:30 a.m. 4:00 p.m. 10:00 p.m 

6,7 0 5I 31.3 37.2 28.7 39.2 16.9 
13, 14 I 53 46.7 30.0 35.6 30.7 56.4 
20,21 4 43 25.1 45.4 18.1 16.3 16.3 
27,28 7 28 19.9 5.8 16.4 9.5 8.0 
34,35 9 22 3.8 30.0 34 3.0 1.0 
41,42 9 21 19.5 8.9 3.2 1.0 2.2 
48, 49 9 [3 23.4 5.0 2.0 1.2 3.2 
80, 81 9 6 31.8 5.1 1.9 2.5 <1.0 


*ECT was performed on hospital days 10, 15, 17, 19, 22, 24, 26, 31, and 33. 
PEstimaced scores for hospital days 7, 14, 21, 28, 35, 42, 49, and 81. 


scores and the pre- and postdexamethasone cortisol 
levels. For the day of either the pre- or post- 
dexamethasone cortisol determinations, an HDRS 
score was estimated by taking the value occurring 
along a linear relationship between the score immedi- 
ately preceding and the score immediately following 
on that day. The data points fit an exponential func- 
tion, with the morning postdexamethasone cortisol 
levels correlating best with the estimated depression 
scores (r=0.94, p<.0005). Morning postdexametha- 
sone cortisol levels are still detectable in recovered 
depressed patients (2), so an exponential function 
makes intuitive sense because the y-intercept (cortisol 
level) will always be greater than zero. In contrast 
to previously reported findings (7), we observed 
normel suppression of postdexamethasone levels 
before maximum clinical improvement had taken 
place. This case study illustrates the value of post- 
ECT tricyclic antidepressant treatment as a means not 
only cf sustaining improvement but of producing fur- 
ther clinical improvement beyond the point of normal- 
ized pastdexamethasone cortisol levels. 

By employing a longitudinal design we have shown 
in this patient a quantitative, gradual improvement in 
postdexamethasone cortisol suppression that closely 
paralleled the improvement in depression. Although 
therapeutic results in depression can usuallv be 
achieved with 6-10 ECTs (9), the number of seizures 
required for clinical response may vary considerably 
among patients. It is of interest that a total of 9 
ECTs was necessary in this case to normalize zom- 
pletely the HPA dysfunction, suggesting that the num- 
ber of ECTs required for clinical improvement may be 
relatec to the number necessary for normalization of 
dexamethasone suppression. We have also observed 
in ano-her patient undergoing ECT that the rate of im- 


provement in depression closely paralleled improve- 
ment in Parkinson's disease (10). These observations 
are consistent with the hypothesis that ECT gradually 
increases brain catecholamine synthesis. We believe, 
therefore, taat serial dexamethasone suppression tests 
can be a useful guide in determining the biological re- 
sponse to ECT. 
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Psychiatric Complications of Renal Dialysis Disequilibrium: Case Report 


BY FRANK MILLER, M.D., AND MARIAN PATTERSON, PH.D. 


The renal dialysis disequilibrium syndrome is char- 
acterized by transient headache, nausea, drowsiness 
and, in more severe cases, disorientation and mental 
confusion. The syndrome generally occurs after the 
first hemodialysis when hypertension is poorly con- 
trolled, fluid overload is apparent, and blood urea ni- 
trogen is significantly increased. 

The syndrome was first described by Scheitlen and 
Huntziher (1) and Kennedy and associates (2). Ken- 
nedy and associates proposed that the syndrome re- 
sulted from a "reverse urea effect," a patho- 
physiological mechanism in which the rapid reduction 
of blood urea produces an osmotic gradient across the 
blood-brain barrier and eventual brain edema. Meyrier 
and associates (3) challenged the prevailing view and 
hypothesized that the symptoms were due to cerebral 
ischemia, although they acknowledged that the condi- 
tions for an osmotic disequilibrium were present. Pe- 
terson and Swanson (4) theorized that preexisting neu- 
rologic lesions could facilitate the development of the 
syndrome. At present there is no additional support 
for this hypothesis in the literature. The following clin- 
ical material is taken from a case in which the dialysis 
disequilibrium syndrome was prominent and a pre- 
existing neurologic lesion was documented. 


Case Report 


Ms. A, a 61-year-old woman with chronic renal failure, 
had been ill for years and now required hemodialysis. During 
treatment she developed a neuropsychiatric disorder charac- 
terized by stubbornness, obstructionism, and intentional in- 
efficiency. The patient was uncooperative and disruptive. 
When she refused to follow her diet, the dialysis team re- 
quested that she be admitted to the psychiatric ward. 

Anamnesis revealed that the patient had suffered a right 
hemisphere cerebrovascular accident 4 years previously. 
The stroke had produced a transient left-sided weakness as- 
sociated with dysarthria. The family reported that Ms. A had 
also undergone disturbing personality changes that consisted 
of easy fatigability, lassitude, emotional lability, and asocial 
tendencies. This personality change had not been reported to 
the dialysis team, so her neuropsychiatric disorder was com- 
pletely unanticipated. 

On the psychiatric service Ms. A’s behavior was erratic 
and unpredictable. She was impulsive, childish, negativistic, 
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and ate and drank indiscriminately. After dialysis treztments 
she experienced mild to moderate symptoms of dizlysis dis- 
equilibrium, including headache, nausea, and vomiting. The 
neuropsychiatric disorder, however, tended to mocerate be- 
fore dialysis and in the face of increasing BUN. The question 
was raised as to whether the patient was experiencing a dial- 
ysis disequilibrium svndrome with predominantly psycho- 
logical manifestations. 

The routine neurologic examination revealed no ocalizing 
signs. Two-point discrimination, extinction, graphesthesia, 
stereognosis, and right-left discrimination were w thin nor- 
mal limits. EEG and CT scan were unremarkable. However, 
a constructional apraxia was apparent on the Bender-Gestalt 
Test, the Rey-Osterreith Figure Test, and the Hooper Visual 
Organization Test, suggesting an impairment in visual-spa- 
tial processing. 

In an attempt to determine the effect of dialysis oa Ms. A's 
attention, concentration, persistence, and ability t5 process 
visual-spatial material, we administered serial Bender Ge- 
stalt Tests. Sets were acquired immediately before and after 
dialysis and again 24-30 hours after treatment. Tests done 
immediately before dialysis consistently demonstrated a 
higher level of conceptual and spatial organization than 
those done immediately or 1 day after dialysis. The patient's 
behavioral disorder, which initially seemed entirely func- 
tional, was now viewed as the result of a complex interaction 
of functional and organic factors. À behavior mcdification 
program was implemented and produced a signiicant im- 
provement in Ms. À's global functioning. 


Discussion 


This case report demonstrates that a histor» of cere- 
bral injury, even in the absence of focal neurologic 
deficits, must be taken into account when renal dial- 
ysis is considered. In such cases the likelihood of se- 
vere dialysis disequilibrium syndromes must be appre- 
ciated and modifications in dialysis techniqu2 consid- 
ered. In this case the Bender Gestalt Test first 
suggested the presence of the cerebral dysfunction. 
We propose that when a right hemisphere injury 1s sus- 
pected, even in the absence of focal neurologx impair- 
ment, neuropsychological testing should be done. If 
significant abnormality is found, dialysis should be un- 
dertaken with caution. 
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Social Skills Training in Unipolar Nonpsychotic Depression 


CLINICAL AND RESEARCH REPORTS 


BY KAREN C. WELLS, PH.D., MICHEL HERSEN, PH.D., ALAN S. BELLACK, PH.D., 


AND JONATHAN HIMMELHOCH, M.D. 


Behavioral approaches to the study and treatment of 
depression have focused on loss of positive reinforce- 
ment as a major contributor to dysphoric mood and 
low activity level. In perhaps the most systematic be- 
havioral study of depression, Lewinsohn (1) postulat- 
ed that the total amount of positive reinforcement re- 
ceived by an individual is a function of three sets of 
variables: 1) the number of events that are potentially 
reinforcing for the individual, 2) the availability of 
those reinforcers in the environment, and 3) the instru- 
mental behavior of the individual (i.e., the extent to 
which he or she possesses and uses those skills and 
behaviors zhat will elicit reinforcement from the envi- 
ronment). With respect to the first two sets of vari- 
ables, Lewinsohn has postulated that environmental 
events such as separation through death or divorce, 
personal misfortunes, poverty, and isolation will re- 
duce or limit the number and/or availability of rein- 
forcers. With respect to instrumental behavior, lack of 
social skills has been viewed as an area of behavioral 
deficit that is especially important in the development 
of depression (2). The hypothesis is that depressed 
persons as a group are less socially skillful than non- 
depressed persons and that depression further reduces 
the level of social skill. This hypothesis coincides with 
clinical observations that between depressive episodes 
patients, particularly those with unipolar depression, 
are frequently anxious, obsessive, and fraught with in- 
terpersonal difficulties. 

The model outlined above suggests that treatment 
techniques aimed at directly teaching appropriate as- 
sertive and socially skillful behavior may be an impor- 
tant approach in the treatment of depression. Such 
techniques could be used alone or in combination with 
antidepressant medication. The present study was de- 
signed as a preliminary clinical investigation of the ef- 
fectiveness of social skills training in reducing acute 
unipolar depression in adult women. 


Method 


Subjects were four female unipolar (nonpsychotic) 
depressive patients referred by the Affective Disorders 
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Clinic of Western Psychiatric Institute and Clinic. Pa- 
tient 1 was a 33-year-old divorced woman with a grad- 
uate degree who was unemployed at the time of the 
study. She had a history of three psychiatric hospital- 
izations for depression and was taking doxepin HCI, 
75 mg h.s.. 5 months before and throughout the course 
of this study. Patient 2 was a 19-year-old unmarried 
student. She had previously received 1 year of out- 
patient psvchotherapy, with no reported relief in her 
anxiety and depression. She received no medication 
during her treatment. Patient 3, a 45-year-old unmar- 
ried secretary, had no history of psychiatric treatment 
but was taking meprobamate throughout the course of 
the study -or chronic neck spasm and pain. Patient 4 
was a 24-year-old married woman with 3 years of col- 
lege education who was unemployed. She had no his- 
tory of psychiatric treatment and was unmedicated 
throughout: treatment. 


Measures 


Self-report scales, psychiatric rating scales, and be- 
havioral measures were used to assess social skills and 
depression before treatment, at the midpoint of treat- 
ment, and immediately after treatment. The self-report 
scales included the Beck Depression Inventory, Lu- 
bin's Depression Adjective Checklist, and the Wolpe- 
Lazarus Assertiveness Scale. Psychiatric ratings were 
made by a Board-certified psychiatrist on the Hamil- 
ton Rating Scale for Depression. Finally, a behavioral 
assessment of social skills was conducted using 17 in- 
terpersonal situations from the Behavioral Assertive- 
ness Test—Revised (BAT-R) (3). Each patient was 
videotaped in interactions with one of two research as- 
sistants in these role-playing situations; videotapes 
then were rated retrospectively on a number of verbal 
and nonverbal components of social skills. 


]reatment 


Patients were seen weekly for 12 one and one-half 
hour sessions conducted by one of us (K.C. W.). The 
first session involved a detailed assessment of each 
subject's verbal and nonverbal skill deficits via struc- 
tured interview and review of the videotapes. Defi- 
ciencies were identified in each of four content areas 
where applicable: family interactions, work inter- 
actions, interactions with friends, and interactions 
with strangers. À hierarchy of representative situa- 
tions was developed for each relevant content area 
that included situations in which the subject had or 
was likely to have difficulty in expressing her feelings 
or point of view in a successful and personally satis- 
fying manner. Content areas were then hierarchicallv 
arranged, and training began with the least anxiety- 
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TABLE 1 
Behavioral Measures, Self-Report Scales, and Psychiatric Rating Scales? for 4 Depressed Patients Receiving Social Skills Training 
Patient 1 Patient 2 Patient 3 Patient 4 
Pre- Mid- Post- Pre- Mid- Post- _ Pre- Mic- Post- Pre- Mid- Post- 
treat- treat- treat- treat- treat- treat- treat- treat- treat- treat- treat- -reat- 

Measure ment ment ment ment ment ment ment ment ment ment ment ment 
Behavioral 

Overall 

assertiveness 

(5-2oint scale) 2.9 3.6 4.4 2.7 3.1 3.8 3.5 3.9 3.8 2.2 3.5 3.7 

Eye contact” „ll .64 .86 .16 .64 212 .61 .99 .95 .32 .68 .89 

Speech duration 

(seconds) 47 7.1 5.3 3.5 3.7 5.3 6.6 7.8 8.4 2.4 3.8 3.0 
Response latency 

(seconds) 2.4 1.2 .70 eZ .70 50 1.5 90 .80 1.1 60 50 

Intonation 

(5-point scale) 2.8 3.8 4.4 4.2 4.1 3.8 3.7 4.] 4.6 3.8 5.0 4.3 
Self-report 

Wolpe-Lazarus 

(assertiveness) 18 23 25 6 19 16 15 17 18 [4 21 25 

Beck 15 4 11 25 22 16 20 17 15 21 8 0 

Lubin 14 10 13 14 9 11 19 13 14 25 12 pi 
Psychiatric rating 

Hamilton 24 T 1! 31 18 19 30 22 16 19 7 4 


“For overall assertiveness, eye contact, speech duration, intonation, and the Wolpe-Lazarus assertiveness scale, increasing scores indicate improvement. For 
response latency and the Beck, Lubin, and Hamilton depression scales, decreasing scores indicate improvement. 
"Eye contact was measured in seconds for each role-playing situation and is expressed as the ratio of eye contact to speech duration. 


provoking scene in the least anxiety-provoking con- 
tent area. Training consisted of role-playing of each 
scene, instructions, modeling by the therapist, feed- 
back, and positive social reinforcement. For each 
scene, the therapist and patient first discussed how to 
generate an appropriate verbal response to the situa- 
tion. Then, training was conducted on specific behav- 
iors such as eye contact, gestures, smiles, voice in- 
tonation, and voice loudness. Training continued on 
each scene until the therapist and patient both consid- 
ered the behavior adequate in all respects. Training 
then focused on the next scene in the hierarchy. 

Patients were instructed to perform responses simi- 
lar to the ones practiced during therapy sessions in the 
natural environment when possible. They were asked 
to report back to the therapist on the nature of the situ- 
ations that occurred and to rate their performance on a 
1-5 scale. Inappropriately low self-evaluations were 
adjusted via discussion with the therapist. Patients re- 
ceived social reinforcement for attempts at situations 
in the natural environment and were trained to self- 
reinforce improvements in performance. 


Results and Discussion 


The results of the BAT-R and the self-report and 
psychiatric rating scales are presented in table 1. On 
the BAT-R each patient showed an idiosyncratic pat- 
tern of deficits. Data reported here represent those be- 
haviors that were deficient for most of the subjects 
and/or appear to be especially relevant to depressed 
functioning. Each patient appeared to show clear im- 
provement on each of the behavioral measures (eye 
contact, speech duration, response latency, in- 
tonation). The only exception to this was intonation 
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for patient 2, which decreased slightly from Jre- to 
midtreatment and from mid- to posttreatment. In addi- 
tion, all patients showed improvement on a gloozl rat- 
ing of overall assertiveness. Commensurate wita im- 
provements in objective measures of social skills, each 
patient showed improvements in self-reported zsser- 
tion and depression. In addition, scores on the Hamil- 
ton Depression Rating Scale indicated improvement in 
depressive symptoms across treatment for all four pa- 
tients as judged by an independent psychiatris-. 
These results indicate that social skills training holds 
promise as a treatment approach for depressed indi- 
viduals. This type of approach would appear to be es- 
pecially appropriate for unipolar (nonpsycho'ic) pa- 
tients, whose premorbid personalities are frequently 
anxious, shy, and socially deficient. Teaching these in- 
dividuals more effective social behavior sheuld in- 
crease the amount of positive reinforcement they self- 
generate, resulting in decreases in acute depression 
and, possibly, a decreased probability of futire de- 
pressive episodes. The results of this preliminary clini- 
cal investigation indicate that these hypotheses war- 
rant further study in controlled group investigations. 
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BY CLIF DOPSON, M.D. 


Waen a physician is faced with uncommon signs and 
symptoms, an unusually lengthy history inconsistent 
with known illness, an incongruity between history 
and illness, and bland unconcern on the part of the pa- 
tient. the likelihood of factitious injury should be con- 
sidered. 

Factitious injury is inflicted by the patient, who con- 
ceals this fact (1). It is to be differentiated from malin- 
gering, in which the patient feigns illness rather than 
actually causing it. Chronic factitious illness that is 
used to elicit medical attention and is accompanied bv 
an ir vented, fanciful, and elaborate history has been 
termed Munchausen’s syndrome (2). Men with facti- 
tious injury tend to be seeking compensation or avoid- 
ing work, and women or young girls seem to be under- 
going emotional stress and are seeking attention, sym- 
pathy, or pity (3). 

Smith (4) reviewed 22 patients with factitious lymph- 
edema of the hand and found there were many dif- 
ferert diagnoses and surgical procedures (including 
above-elbcw amputation) before the actual diagnosis 
was 2stablished. Psychiatric diagnoses were variable 
but tended to be severe, i.e., schizophrenia, manic-de- 
pression, and impulsive, masochistic, and hysterical 
personality disorders. Outcome and prognosis were 
generally poor. Carlson and associates (5) reported 5 
patients with factitious hand injury who had a total of 
27 surgical procedures before the diagnosis was estab- 
lishe4. 

Grief is a normal reaction to loss and must run its 
course; interruptions in the process can lead to any 
combination of psychological, medical, and social 
prob.ems. Grief can be delayed briefly or appear on 
anniversaries (6). Psychosis, both manic and schizo- 
phrenic, anxiety syndromes, and psychosomatic ill- 
ness can be presentations of unresolved grief (7-9). 
The mourner may keep the deceased alive through as- 
suming his or her characteristics, including taking over 
some aspect of his illness (10). In this case of unre- 
solved grief, the illness was a factitious one. 


Case Report 


The patient, a 15-year-old girl from a rural community, 
was referred to an orthopedic outpatient clinic following 11 
montis of chronic edema of the right hand and arm. A wise 
surgeon noted that the signs and symptoms did not fit anv 
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‘Unresolved Grief Presenting as Chronic Lymphedema of the Hand 


known illness, the illness was lengthy, an extensive workup 
including two exploratory surgeries had revealed no etiol- 
ogy, and the patient was fairly unconcerned about her arm. 
The surgeon put her arm in a cast to eliminate the possibility 
of self-injury, and the arm rapidly returned to normal. A di- 
agnosis of factitious lymphedema was made and a psychiat- 
ric consultation requested. 

During the interview, the patient spoke in a clear, coher- 
ent way and had good eye contact and a pleasant manner. 
She seemed slightly nervous but said she felt "okay." There 
was no organic brain syndrome, suicidal ideation, or abnor- 
malities of thought content or process. She appeared de- 
pressed as the interview progressed. 

She was the youngest child in a lower income family. She 
had not been doing as well in school as her brothers and 
sisters, and had found the work easier when her grand- 
mother had helped her in the past. Her grandmother had died 
2 years previously, and the patient sobbed as she told of the 
day her grandmothers pacemaker suddenly failed. The 
grandmother died quickly in front of the whole family, who 
watched helplessly. The patient's mother became quite hys- 
terical, and the patient, as well as the father, spent consid- 
erable time calming the mother. During the following days 
the patient felt she had to be strong, take care of her mother, 
and be the *'hostess"' for the relatives who arrived for the 
funeral. 

The grandmother had been central in the family. She su- 
pervised the children after school and had been very close to 
the patient. Like her grandmother, the patient took a strong 
caretaker role in the family. They were both obese, jolly, and 
caring people. The grandmother's pacemaker was implanted 
in her right arm, which was often swollen. The patient began 
to have dreams and thoughts about her grandmother | year 
after her death and coinciding with the onset of the edema. It 
was found in a tearful family session that the mother was 
experiencing the same unresolved grief, and the problem be- 
came obvious to the family. 

It was noted by a clinic nurse and affirmed by the family in 
the family session that the patient often sat leaning forward, 
arms crossed and, with white knuckles, squeezing her right 
upper arm. The family had assumed she was soothing a trou- 
bled arm; they did not realize the continual squeezing caused 
the trouble. 

The family was referred to their local mental health center 
for the completion of the grief work, and at the [-month or- 
thopedic follow-up there was no recurrence of the edema and 
the family was in therapy. At a 6-month follow-up, I found 
that the patient was doing well but the mother was still in 
therapy. 


Discussion 


This disturbed young woman with a factitious injurv 
is different in several ways from patients previouslv 
described. First, she was not engaged predominantlv 
in attention-seeking behavior, the edema production 
seemed unconscious rather than cryptic and calcu- 
lating, and she did not have a severe psychiatric diag- 
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nosis. Instead, there was a well-defined unresolved 
grief reaction in an otherwise fairly healthy young 
woman. The onset of her symptoms was triggered by 
the first anniversary of the grandmother's death. 

Second, the problem was familial as well as intra- 
psychic: the strong, caring grandmother was being 
kept alive not only for the patient but for her mother 
and, probably to alesser extent, for the whole family. 

Finally, the treatment had several components. 
First was a warm, nonaccusatory attitude toward the 
patient, with the mechanism for the production of the 
edema relegated to an unconscious act, allowing the 
patient to save face. A stocking glove was designed to 
clear up the present edema, and the patient was told 
that the healing process might take some time. The fa- 
ther, who had worked through his own father's death 
and could understand his wife and daughter's problem, 
was used as a ''co-therapist'' in a session and accepted 
responsibility for the referral to the mental health clin- 
ic. Finally, the whole family was seen, rather than just 
the patient. 

The possibility of unresolved grief and anniversary 
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reactions should be kept in mind when dealirg with 


factitious injuries. 
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Methylphenidate-Induced Tourette Syndrome: Case Report 


BY ANDREW B. BREMNESS, M.D., AND JEFFREY SVERD, M.D. 


Methylphenidate is one of the safest and most ef- 
fective medicines used in pediatric psychopharma- 
cology (1). Among the more common side effects are 
insomnia, appetite suppression, stomachaches, head- 
aches, mood change, and irritability. However, all of 
these effects disappear rapidly on discontinuation of 
the drug. 

A few cases of a more serious side effect, Gilles de 
la Tourette syndrome, have been reported in recent 
years (2-5). Pollack and associates (2) described a 
child whose multifocal tics worsened during methyl- 
phenidate therapy to include vocal tics. A family his- 
tory of Tourette syndrome was elicited in this case. 
Golden (3, 4) described three children with no reported 
personal or family history of tics who developed Tou- 
rette syndrome after their hyperactive behavior dis- 
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orders were treated with methylphenidate. In two of 
these cases symptoms persisted despite discontin- 
uation of methylphenidate, and the patients required 
haloperidol therapy. Fras and Karlavage (5) reported 
that methylphenidate produced a full-blown Tourette 
syndrome in a hyperactive child who also manitested 
occasional twitching and jerking. A combinétion of 
haloperidol and methylphenidate controlled both the 
Tourette and MBD symptoms. Golden (4) and Fras 
and Karlavage (5) have also reported worsening of the 
Tourette syndrome in some patients who received 
methylphenidate and other central nervous system 
stimulants. 

A survey by Denckla and associates (6) confirmed 
that tics did occur after methylphenidate treatment, al- 
beit rarely (20 of 1,520 cases). None of these oatients 
developed the classic Tourette syndrome. Recently, 
Shapiro and associates (7) concluded, ‘‘We have not 
found a relationship between stimulants, including 
methylphenidate, and tics in patients given the drug 
before being treated with haloperidol . . .," and noted, 
‘Based on our experience, we do not believe that the 
use of stimulants can cause Tourette syndrome. . .." 
The authors cautioned, however, that more observa- 
tion was warranted. 


The present report illustrates a clear case of methyl . 
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phenidate-induced Tourette syndrome in a child not 
previously treated with psychoactive medications. 


Case Report 


The patent, a 94-year-old mildly obese boy, was re- 
ferred for behavioral problems that included aggressiveness, 
impuisiveness, negativism, and poor school performance. 
Dayt me enuresis and soiling had been periodic problems. 
The child had previously shown several transient manner- 
isms, such as slow rotational movement of a finger or hand, 
but he had not had tics or abnormal vocal productions. 

The patient was the product of an uneventful pregnancy 
and norma. birth. His developmental milestones were slight- 
ly de.ayed, and he had been difficult to manage since infan- 
cy. His mother had had a transient childhood tic, and he has 
a cousin with MBD. Psychometric testing revealed an IQ of 
9] on the Wechsler Intelligence Scale for Children-Revised, 
a 3-year delay in visual motor perception on the Develop- 
mental Test of Visual-Motor Integration, a developmental 
quotient of 114 on the Modified Lincoln-Oseretsky Motor 
Development Scale (8), and consistently high hyperactivity 
and aggressiveness ratings from both teachers and parents. 
Findings from a physical and neurologic examination, in- 
cluding an EEG, were normal. A urologic workup for enu- 
resis, performed elsewhere, was reportedly normal. 

We diagnosed the patient as having a hyperactive/aggres- 
sive behavioral disorder, and treatment was started with a 
combination of behavioral therapy and methylphenidate. 
The initial dose was 15 mg/day (.35 mg/kg), which was slow- 
ly raised tc 60 mg/day (1.4 mg/kg) to achieve a positive re- 
sponse. The only side effect during the first weeks of drug 
treatment was mild appetite suppression. 

After approximately 10 weeks on the maximum dose (60 
mg/dzy), the child developed multiple tics and vocal produc- 
tions zhat progressed to a fully developed Tourette syr.drome 
within 2 weeks. This included severe barking, squealing, 
echolalia, facial grimacing, and head, shoulder, and torso 
jerks. He had no verbal or mental coprolalia. The tics oc- 
curred throughout the day and were a major problem at both 
home and school. Thev disappeared with sleep and he could 
at times exercise temporary control over them. The patient 
also developed a voracious appetite. 

When Tourette symptoms appeared the medication was 
stopped immediately, and the patient was observed. A 90% 
symptom resolution was reported in the first few days and 
subsequently verified at examination. At that time there was 
a mild facial tic, with no other muscle groups involved and 
no abnormal vocal productions. This symptom resolution 
lasted approximately 2 weeks, at which time there was a 
gradual reappearance of the motor and vocal tics. The full 
Tourette syndrome reappeared 5 weeks after discontinuation 
of methylphenidate. There was no intervening medication. 
Psychometric testing done 7 weeks after the Tourette symp- 
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toms appezred yielded data unchanged from previous re- 
sults. 


Discussion 


We think this case report verifies a serious, albeit 
rare, side effect of methylphenidate treatment. How- 
ever, the initial symptoms of Tourette syndrome may 
be difficult to identify or may seem to be a simple tic, 
and this child may have had incipient Tourette syn- 
drome before methylphenidate was started (7). This 
possibility could also be considered for the cases cited 
previously (2, 5). Another possibility is that methyl- 
phenidate has a nonspecific stimulant effect and can 
cause tics (4). 

A catecholaminergic excess has been hypothesized 
as a cause for Tourette syndrome (7). The present pa- 
tient was clearly susceptible to the development of the 
full syndrome when stressed by catecholamines at 
svnaptic receptor sites. This case, like the others cited 
above, seems to support the hypothesis of a cate- 
cholaminergic excess in the neuropathophysiology of 
Tourette syndrome. 

As Pollack and associates.(2) noted, physicians pre- 
scribing psychostimulant drugs should inquire about 
the history of tics in patients and their families. If there 
is such a history, the possibility that these drugs mav 
precipitate a more severe tic disorder should be con- 
sidered. 
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An Endogenous Inhibitor of Platelet MAO Activity in Chronic Schizophrenia: Failure 


to Replicate 


BY C. DAVID WISE, PH.D., STEVEN POTKIN, M.D., PETER BRIDGE, M.D., AND R. JED WYATT, M.D. 


Berrettini and Vogel have described evidence for an 
inhibitor of platelet monoamine oxidase (MAO) in the 
blood of chronic schizophrenic patients (1). They sug- 
gest that this endogenous inhibitor may be responsible 
for the decreased platelet MAO activity reported in 
chronic schizophrenics (2). We report here a failure to 
demonstrate the presence of this inhibitor. 


Method 


The blood from eight patients with low MAO activi- 
ty was used. Plasma from two patients was provided 
by Berrettini. The other six patients were hospitalized 
at Saint Elizabeths Hospital and had received a diag- 
nosis of schizophrenia both by Feighner and associ- 
ates’ criteria (3) and Research Diagnostic Criteria (4). 
These patients were chronically ill and unable to func- 
tion in the community. In addition, the clinical staff 
who best knew the six patients rendered a consensus 
subtype diagnosis of paranoid schizophrenia based on 
DS M-1I categories. Since Berrettini and Vogel did not 
use drug-free patients and since neuroleptic drugs 
seem to have little effect on MAO activity (2), the pa- 
tients used in the present study were not neuroleptic 
free. Staff and laboratory personnel were used for the 
control population. The procedure for determining the 
presence of an inhibitor was that employed by Ber- 
rettini and Vogel (1). They indicated that the inhibitor 
is present in the platelet-poor plasma (PPP) of schizo- 
phrenic patients who have low platelet MAO activity. 
In brief, their procedure was as follows: three aliquots 
of platelet-rich plasma (PRP) from a normal subject 
were used in each experiment. One aliquot of the nor- 
mal PRP was unmixed. The second PRP aliquot was 
mixed with PPP obtained from a second normal con- 
tro] subject that presumably contained no inhibitor. 
The third PRP aliquot was mixed with the schizo- 
phrenic PPP. All three samples were incubated for 10 
minutes at 37°C. The samples were centrifuged to ob- 
tain the platelet pellet, which was then washed and re- 
suspended in buffer. The kinetic parameters K,, and 
V mıx Were determined for the three samples. 
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The enzymatic assay method of Wurtman and Axel- 
rod (5) was used. Radioactive tyramine (tyrariime [1- 
4C]) and radioactive dopamine (dihydroxyphenyleth- 
ylamine hydrobromide, 3,4 [ethyl-"C]) were used. 
When tyramine was employed as a substrate, five con- 
centrations ranging from 10 x 10°*M to I x I0^7M 
were used. The reaction was stopped with pe-chloric 
acid, and the product was extracted with toluene. 
When dopamine was employed as a substrate, five 
concentrations ranging from 8 x 1071M to 0.5 x .0^M 
were used. The reaction was stopped with hydro- 
chloric acid and the product extracted with a mixture 
of toluene and tetrahydrofuran (2:1). Protein was de- 
termined by the method of Lowry and associetes (6). 

K,, and V may were determined by fitting data with a 
PDP-11 computer to a rectangular hyperbola accord- 
ing to the iterative procedures of Bliss and James (7). 
This method yields the same results as procedures de- 
veloped by Cleland (8). The data were then further an- 
alyzed with a two-tailed paired t test. 


Results and Discussion 


The data in table | indicate that there were no signif- 
icant differences among any of the groups in either the 
K m or V mar. Berrettini and Vogel reported that treat- 
ment of normal platelets with PPP from schizcphrenic 
subjects reduced both the V,,,, and K,,. We d:d not 
find reductions; if anything, our data indicate that the 
schizophrenic subjects’ plasma produced noasignifi- 
cant increases in MAO activity, i.e., increases in V mas 
in 6 out of 8 cases when tyramine was used as sub- 
strate (p«.06). In addition, the two samples of plasma 
from schizophrenic subjects provided by Berrettini al- 
so produced increases in V,,,. Additional support for 
our finding of an activation is the report of Yu and 
Boulton (9) that platelet MAO is activated by plasma 
from both normal healthy controls and patients with 
chronic schizophrenia. 

It is not clear why we were unable to replizate the 
findings of Berrettini and Vogel. If there is an inhib- 
itor, there must be factors affecting the procedure that 
Berrettini and Vogel did not consider. One oossible 
factor could be the data analysis procedure. We used 
the objective mathematical method of Bliss and James 
(7), whereas Berrettini and Vogel used Lineweaver- 
Burk plots, in which the straight line was fitted by eye 
to obtain V mar and K,, values. This plotting procedure 
has been shown to be subject to substantial er-or (10). 
Dowd and Riggs (10) concluded that 


The marked inferiority of the Lineweaver-Burk plot 
strongly suggests that it should be abandoned as a method. 


for estimating K,, and V,,,, from unweighted points, , 


* 


JA 


N 
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TABLE 1 
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Normal Platelet MAO Activity After Treatment with Platelet-Poor Plasma (PPP) from Normals and Chronic Schizophrenics 


Dopamine Substrate (N 5) 


————M—n m (Ó—Á—— 


Treatment cf Normal V mus 


Platelet-Rich Plasma ! Mean SEM Mean 
No treatmen: 15.6 2.26 2.0 
Mixed with normal PPP 14.4 2.26 1.9 
Mixed with PPP from 

chronic schizophrenics 14.5 2.28 2.0 


whether the points are fitted by eye or by the method of 
least squares. (10, p. 869) 


Furthermore, if Berrettini and Vogel did not plot 
their data as a blind procedure, an additional error 
could have been introduced. 
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Effects of Caffeine in Chronic Psychiatric Patients 


BY BRIAN DE FREITAS, M.D., AND GEORGE SCHWARTZ 


Psychiatric inpatients in many North American hos- 
pitals have free access to caffeinated products such as 
coffee and tea during mealtimes and coffee breaks. In 
our hospital, patients often drink 9-10 cups of coffee a 
day. Since an average cup of instant coffee contains 
60-80 mg of caffeine, this represents a daily intake of 
about 506-800 mg of caffeine. 

Catfeine has known psychotropic actions. Caffein- 
ism and caffeine withdrawal may be indistinguishable 
from anxiety neurosis (1), and caffeine intoxication 
can cause psychosis (2). The purpose of our study was 
to determine whether the reduction or elimination of 
caffeine intake would affect the behavior of chronic 
psychiatric patients. 


Received April 27, 1979; accepted June 1, 1979. 


Dr. De Freitas is a third-year resident in psychiatry, McGill Univer- 
sity, Douglas Hospital Centre, 6875 LaSalle Blvd., Montreal, Que., 
H4H 1R3, where Mr. Schwartz is Research Associate. 


The authors wish to acknowledge the help of Dr. N. Vasavan, Ms. 
“Nicole Germain, the staff of ward Reed |B, and the Dietary Depart- 


,' ment, Douglas Hospital Centre. 


0002-953 X/79/1 1/1337/02/$00.35 © 1979 American Psychiatric Association 


Method 


Our subjects were all of the patients on a closed 
ward in a psychiatric hospital. The 14 patients were all 
men, 22-56 years old, who had been hospitalized for at 
least 6 months before the study. One patient was diag- 
nesed as manic-depressive, 2 had organic brain syn- 
dromes, and the rest were schizophrenic. 

The hospital dietary department, which routinely 
supplied regular coffee for the ward, switched to de- 
caffeinated coffee for a 3-week period. The coffee was 
supplied in the same containers that were used regular- 
ly, and the ward staff was not told of the change. Cof- 
fee was served on the ward twice daily, but patients 
also had limited access to tea, coffee, and soft drinks 
from vending machines outside the ward. It was felt 
that restricting patients’ activities completely would 
be difficult, and we did not want to change the normal 
hospital routine during the study. 

The nursing staff routinely completed the Nurses’ 
Observation Scale for Inpatient Evaluation (NOSIE) 
(3) each week for all patients, ostensibly to provide 
basic information about patients’ behavior patterns. 
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The Brief Psychiatric Rating Scale (BPRS) (4) was 
completed for each patient | day before the decaf- 
feinated coffee period (baseline), at the end of the first 
and third weeks of the decaffeinated coffee period, and 
at the end of the subsequent regular coffee period. The 
ratings were completed under double-blind conditions. 


Results 


Analyses of variance of the BPRS revealed signifi- 
cant (p«.05) changes on the total score, the hostile- 
suspiciousness factor, and the following items: somat- 
ic concern, anxiety, tension, hostility, and excitement. 


Analyses of variance for NOSIE scores revealed sig- - 


nificant (p«.05) changes on total patient's assets, so- 
cial competence, personal neatness, irritability, mani- 
fest psychosis, and retardation factors. 

By the end of the decaffeinated coffee period, signif- 
icant decreases from baseline were present on the 
BPRS total score, hostile-suspiciousness factor, and 
anxiety item (p«.05). On the NOSIE, a significant de- 
crease in irritability (p«.05) and an increase in total 
patient's assets were noted by the end of the first week 
of decaffeinated coffee. 

By the end of the regular coffee period compared 
with the end of the decaffeinated coffee period, there 
were significant (p<.05) increases on the BPRS total 
score, hostile-suspiciousness factor, and tension and 
hostility items. On the NOSIE, significant (p<.05) in- 
creases were found in irritability, manifest psychosis, 
and retardation, with significant (p«.05) decreases in 
total patient's assets and social competence. 

Comparisons of scores at the end of the regular cof- 
fee period with those at baseline indicated significantly 
higher hostility, excitement, and somatic concern on 
the BPRS (p<.05) and significantly higher manifest 
psvchosis and retardation and lower social compe- 
tence and total patient's assets on the NOSIE (p<.05). 


Discussion 


The results indicate a general improvement in pa- 
tients whose caffeine intake had been reduced. This 
improvement was reversed when regular coffee was 
reintroduced. In addition, the return to regular coffee 
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resulted in a significant deterioration of some taseline 
items. 

It is necessary to distinguish between the acute and 
chronic effects of caffeine. The improvement in anx- 
iety, irritability, and hostility scores during :he de- 
caffeinated coffee period suggests that chronic caffeine 
use created clinicallv significant levels of anxisty and 
tension that could be reversed by decreased caffeine 
intake. The subsequent 3 weeks of regular cofez also 
caused an increase in psychotic features. This suggests 
that increased caffeine intake can worsen psychotic 
processes temporarily. However, after these effects 
subside, patients may remain chronically anxious and 
irritable. 

These findings have widespread clinical impl cations 
and bring into question the practice of indiscriminately 
giving caffeinated products to patients in psychiatric 
hospitals. This practice may work against tke basic 
therapeutic goals of helping patients feel bette-. Some 
patients may use caffeine to reverse the sedztive ef- 
fects of major tranquilizers and thus institute a Zy cle of 
increased anxiety and irritability, which may lead to 
increased medication dosages. The increase in ~etarda- 
tion and somatic complaints seen when patients began 
to drink regular coffee again may have been secondary 
to increased medication. We should be alert tc such 
vicious cycles and to changes in patients' caffeine in- 
take, especially those who decompensate for no obvi- 
ous reason. 

Further studies are necessary to clarify which pa- 
tients are most affected and to discover possible zorre- 
lations between caffeine blood levels and »sycho- 
pathology. 
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Decrease in Serum Prolactin by Naloxone: Evidence Against Antidopamine and 


BY MARK 3. GOLD, M.D., A.L.C. POTTASH, M.D., IRL EXTEIN, M.D., D. EUGENE REDMOND, JR., M.D., 


AND HERBERT D. KLEBER, M.D. 


The involvement of dopamine in the tonic inhibition 
of serum prolactin and the known action of potent anti- 
psychotic medications at dopaminergic synapses have 
led to the suggestion that antipsychotic medications 
can be identified by their stimulation of prolactin se- 
cretior. (1, 2). Potent antipsychotic medications have 
been demonstrated to block dopamine receptors and 
to stimulate prolactin secretion (1, 2). There are a few 
nonantipsychotic drugs that stimulate prolactin secre- 
tion (3), but the prolactin model may be the best ap- 
proach to screening new antipsychotic medications (1, 
2). 

It has been suggested that endogenous opioid pep- 
tides, endcrphins, may play a role in schizophrenia (4, 
5). We have evidence of serum prolactin response 
which suggests that opiate agonists, but not antago- 
nists, mav have antipsychotic efficacy. 


Method 


We studied the effect of the pure opiate antagonist 
naloxone, the opiate morphine, the antipsychotic halo- 
peridol, and saline on serum prolactin in primates. Af- 
ter a mon:h of acclimatization to the sample collection 
procedure, four Macaca arctoides were given intra- 
venous infusions of naloxone (0.25 and 1 mg/kg), mor- 
phine sulfate (0.4 mg/kg), haloperidol (0.1 mg/kg, and 
saline solution. Each experimental session lasted 5 
hours (3). During the last 4 hours blood samples were 
drawn and drugs were administered by means of an 
intravenous cannula, without handling or confronta- 
tion. Samples were taken at 60, 30, and 15 minutes be- 
fore drug infusion, at the time of infusion, and at 15, 
30, 45, 60, 90, 120, 150, and 180 minutes postinfusion. 
We also studied six male opiate addicts, who gave in- 
formed consent to hourly blood sampling for six hours. 
After two »aseline samples, methadone was adminis- 
tered orally to these subjects in a dose of 50 mg at 
10:00 a.m. All samples were placed on ice and centri- 
fuged within 1 hour. Serum was frozen at —20? C, and 
radioimmunoassay was done in duplicate (3). 


Received Feb. 27, 1979; accepted June 29, 1979. 


Dr. Gold is Director of Research and Training, Fair Oaks Hospital, 
19 Prospect St., Summit, N.J. 07901, where Dr. Pottash is Associate 
Medical Director and Dr. Extein is Co-Director, Neuropsychiatric 
Evaluation and Research Unit. Dr. Extein was Clinical Associate, 
Psychobiology Branch, National Institute of Mental Health, when 
this work was done. Dr. Gold is also Vice-President for Basic Re- 
search. Psychiatric Institutes of America, where Dr. Pottash is Vice- 
President. Dr. Redmond is Associate Professor, Dr. Kleber is Pro- 
fessor ot Psychiatry, Dr. Gold is Lecturer, and Dr. Pottash ts Lec- 
turer, Yale University School of Medicine, New Haven, Conn. Dr. 
Gold is also Director of Research, Psychiatric Diagnostic Laborato- 
. ries, Summit. N.J. 


0002-953 X/79/11/1339/02/$00.35 © 1979 American Psychiatric Association 


f 


Results 


Naloxone in the 0.25 mg/kg dose produced a rapid 
and significant (p<.01) decrease in basal seram pro- 
lactin from a mean (+SEM) of 21.3+3.0 ng/ml to 
3.1+0.8 at 45 minutes postinfusion. Naloxone, 1 mg/ 
kg, produced a similar decrease in serum prolactin to 
2.3x0.4 ng/ml at 45 minutes after infusion (p«.0l). 
Naloxone in doses of 1 mg/kg and 0.25 mg/kg produced 
significant (p«.01) decreases in serum prolactin at all 
time points from 15 to 150 minutes postinfusion. Mor- 
phine, 0.4 mg/kg, significantly (p«.01) increased 
serum prolzctin from 16:x:2.75 to 64.25+ 13.3 at 45 min- 
utes postinfusion. Haloperidol (0.1 mg/kg) significant- 
ly (p<.01) increased serum prolactin to peak levels of 
115.3+9.6 et 45 minutes postinfusion. Methadone pro- 
duced a significant increase in serum prolactin from 
14.8 1.5 to 30.2+4.1 at 180 minutes after drug admin- 
istration. Saline did not have a significant effect on 
serum prolactin. 


Discussion 


It has been suggested that endorphins may play a 
critical role in naturally occurring schizophrenic psy- 
chosis (4, 5). The pure opiate antagonist naloxone has 
been given to schizophrenic patients to test the hy- 
pothesis that excess or aberrant endorphins are pro- 
duced in schizophrenia (6). Naloxone has been demon- 
strated to produce antipsychotic effects by some in- 
vestigators :7, 8) but not by others (9, 10). The prolactin 
data reported here are in agreement with animal data 
from other model systems that do not predict antipsy- 
chotic efficacy for opiate antagonists because of their 
failure to show antidopaminergic action or activity 
similar to Enown antipsychotic medications. In fact, 
these data suggest that large doses of opiate antago- 
nists may augment dopaminergic activity. 

Opiate agonists like morphine and methadone in- 
crease dopamine metabolites in rat brain, inhibit the 
enzyme dopamine-stimulated adenylate cyclase, and 
stimulate serum prolactin. These and other (4, 5) ac- 
tions of op.ates are consistent with the prediction of 
antipsychotic efficacy on the basis of current theories 
of psychosis and the antipsychotic locus of action of 
the neuroleptics (1, 2, 4, 5). Exogenous opiate agonists 
and endorphins appear to stimulate opiate receptors in 
the brain to inhibit dopaminergic activity or interfere 
with the postsynaptic action of dopamine. An antipsy- 
chotic effect of opiate agonists would support an en- 
dorphin deficiency. 

The effects of opiates and endorphins (5) in increas- 
ing serum prolactin and of naloxone in decreasing it 
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support the hypothesis that endorphins may function 
as a prolactin-stimulating factor and suggest that en- 
dorphins may be an endogenous inhibitor of some do- 
paminergic neurons. These data suggest that endor- 
phins may normally function to inhibit dopamine activ- 
ity, so that an endorphin deficiency could produce a 
psychotic state by causing dopamine hyperactivity. 

If opiate antagonists administered in doses that de- 
crease serum prolactin are demonstrated in double- 
blind placebo controlled studies to be antipsychotic in 
man, then a number of widely used model systems 
may not be particularly relevant to the antipsychotic 
locus of action of the neuroleptics. These prolactin 
data support the notion that an endorphin deficiency 
may be involved in psychosis and suggest that endoge- 
nous and exogenous opiates may be antipsychotic. 
Double-blind placebo-controlled trials of opiate agon- 
Ists are necessary to evaluate this hypothesis of opiate 
antipsychotic efficacv. 
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Exfoliative Dermatitis During Lithium Treatment 


BY E. JOHN KUHNLEY, M.D., AND ABBOT L. GRANOFF, M.D. 


Over the past two decades lithium carbonate has be- 
come generally accepted as the treatment of choice for 
the manic phase of bipolar affective disorder, and it 
may be of some benefit in depression (1, 2). Numerous 
side effects, including skin conditions, have been re- 
ported. The dermatoses associated with the use of lith- 
tum include folliculitis (3), acneiform eruptions (4) 
and, at levels below the usal toxic threshold (5), prurit- 
ic maculopapular erythematous eruptions. Occasion- 
ally these lesions have been associated with frank 
ulceration (4, 5). We will describe a case in which a 
patient receiving lithium developed a pruritic maculo- 
papular rash and then an exfoliative dermatitis. 


Case Report 


A 16-year-old boy was referred to one of us (A.L.G.) for 
evaluation of periods of depression alternating with periods 
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of hyperactivity. His parents described the episodss as cy- 
clic, occurring in the spring and fall over a period 07 5 years, 
with essentially normal functioning in the intervals between 
episodes. The hyperactive episodes were characterized by 
excessive energy, increased productivity and accomplish- 
ment of difficult tasks, and inability to sleep at nigh-. During 
depressed periods the patient experienced anorexia with 
moderate weight loss. a "down'' mood, decreasec motiva- 
tion, and refusal to attend school. There was a family history 
of affective disorder on the maternal side. 

The patient was diagnosed as having manic-depressive ill- 
ness, cyclic type, in the depressive phase. He was started on 
900 mg/day of lithium carbonate. Five days later he was ina 
hypomanic state, with a serum lithium level of 0 72 mEq/ 
liter. He was given a one-time dose of 100 mg of thinridazine 
4 days later, and the lithium dosage was increased to 1200 
mg/day. Within 3 days his mood and energy level were nor- 
mal; his lithium level was 0.90 mEq/liter. The next day he 
developed a pruritic maculopapular rash that was ciagnosed 
by his pediatrician as measles (there was an ep:demic of 
measles at the time). Later, he was given penicillin, which he 
had received previously without ill effects. Over a period of2 
weeks the rash worsened; there was diffuse invol ement of 
the skin, characterized by a leathery. purplish, »lanching 
quality. His skin began to desquamate in large sheets. He 
had similar lesions in his mouth and edematous con- 
junctivae, and he experienced malaise, chills, and fever. The 
skin condition was diagnosed by a dermatologist as ex- 
foliative dermatitis, but the etiology was uncertain at that. 
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time. Lithium and penicillin were discontinued and the pa- 
tient's skin cleared spontaneously. A serum titer for measles 
was negativ2. 

Readministration of lithium after 4 weeks produced an im- 
mediate recurrence of the skin condition. The dermatologist 
determined that the exfoliative dermatitis was a reaction to 
lithium, and the patient experienced a rapid remission after 
he was given steroids. He was placed on a combination of 
thioridazine and protriptyline and responded well, with no 
comrlicatioas. 


Discussion 


Dermatologic side effects resulting from lithium ad- 
ministration have been well documented, but to our 
knovledge lithium has not been implicated in ex- 
foliative dermatitis. It has been stated that exfoliative 
dermatitis is usually a reactive process or secondary to 
an underlying cutaneous or systemic disease or toxin 
(6). “he clinical presentation includes erythema, ede- 
matous infammation, pruritis, tightening of the skin, 
and desquamation of the cutaneous surface in scales or 
sheets, with involvement of the entire skin surface, 
conjunctivae, and mucus membranes of the upper res- 
piratory tract. Hair loss and secondary infection are 
common ir prolonged cases (6, 7). Various eticlogies 
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have been reported, including reactions to penicillin 
and phenothiazines, and viral infections such as mea- 
sles. Treatment consists of steroids, antihistamines, 
and removal of the causative agent. 

In addition to maculopapular rashes, it appears that 
exfoliative dermatitis may be added to the list of cuta- 
neous side effects of lithium administration. 
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BY JAMES O. DONALDSON, M.D., AND RANDALL C. BASELT, PH.D. 


The duretion and severity of acute phencyclidine 
(PCP: intoxication are dose-dependent (1, 2). " High- 
dose” intoxication, manifested by coma, status epilep- 
ticus, and hypertensive crises, usually follows inges- 
tion of mere than 100 mg of PCP. “Low-dose” and 
"moderate-dose'' PCP intoxication (5-20 mg) involve 
varying degrees of disorientation, hypertension, 
ataxié, nystagmus, and involuntary movement. Levels 
of PCP in urine at the time of patients’ admission to the 
hospral are correlated with duration of obtundation 
and hospital stay (1, 2). In mild cases PCP blood and 
urine levels may be undetectable even though intoxi- 
cation pers sts. In other cases the clinical diagnosis 
may seem s2cure but cannot be verified by detection of 
PCP rm urine (2). 


Observatiors 


In two cases we measured serum and CSF PCP by 
gas chrometography using ketamine as an internal 
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standard. One patient developed a typical high-dose 
PCP intoxication after he swallowed a large amount of 
PCP. Apnea appeared after one hour, and his blooc 
pressure later reached 230/130 mmHg. Serum PCP at 
the time of admission was .94 mg/liter. Convulsions 
preceded the first lumbar puncture (LP), which re- 
vealed a CSF level of 1.68 (serum PCP=.44 mg/liter). 
Low-grade fever, agitated confusion, and marked nys- 
tagmus were present during the second LP (50 hours 
after hospitalization), which showed a PCP level of .83 
mg/liter (serum-.21). The patient was hospitalized for 
6 days. 

In the second case, the patient had moderate-dose 
PCP intoxication that resulted from insufflation of 15 
mg of PCP. Specimens were obtained 16 hours after 
admission, at which time nystagmus, some ataxia, and 
facial grimacing were present. Serum and CSF levels 
were .036 and .033 mg/liter, respectively. The patient's 
hospital stay was 36 hours. 


Discussion 


Intoxication presumably reflects the CNS PCP con- 
centration. In the rat, fat and brain PCP levels are 
much higher than blood levels and remain elevated 
longer (3). During one patient's high-dose intoxication, 
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Blanche F. Ittleson Award 
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to a significant advance in promoting the mental health of children. 


Applicants must be U.S. or Canadian citizens, and the results of their research must have 
been published in the three years before submission to the Award Board. Six copies of 
each entry should be mailed to Reginald Lourie, M.D., Chairman, Blanche F. Ittleson 
Award Board, 1700 18th Street, N.W., Washington, D.C. 20009. The 1980 Award will 
be presented to the winner at the APA annual meeting Convocation in San Francisco, 
California, May 5, 1980. The deadline for submitting applications is November 15, 1979. 
Any entry received after that date will automatically be considered for the 1981 Award, 
unless withdrawn by the applicant. 
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This section contains reactions to Journal articles, statements of opinion, comments on Association activities, 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes all decisions 
regarding publication. Letters must be typed double spaced throughout and should not contain more than 500 
words and 5 pertinent references. Criticisms of published articles will automatically be sent to the author(s) for 
response. Letters will be edited for clarity and conformance with Journal style. We regret that we cannot inform 
writers of the disposition of letters to return those which are not printed. 


Serum Magnesium in Delirium Tremens 


SIR: There are conflicting reports on the incidence of 
hypomagnesemia in chronic alcoholics with delirium tre- 
mens (DTs) (1-3). I record here admission serum magnesium 
levels for two comparable groups of chronic alcoholics, 11 
with DTs (2 women, 8 men; mean age+SD=43.1+12.2 
years) and 44 without DTs (21 women, 23 men; mean 
age=42.7+11.1).! 

Serum magnesium was determined by atomic absorption 
spectrophotometry when patients were admitted and before 


they began the conventional detoxification treatment with. 


chlormethiazole and intravenous vitamin B and C complex. 

Mean serum magnesium was lower than normal in both 
groups (normal=0.78-1.03 mmol/liter). It was slightly more 
depressed in patients without DTs (mean+SD=0.70+0.09 
mmol/liter; range-0.48-0.87) than in those with DTs 
(0.75+0.12 mmol/liter; range=0.48-0.96). My observations 
disagree with the recent findings of Wadstein and Skude (1) 
but confirm those of Rix (2) and Sullivan and associates (3). 
Even in patients with very low serum magnesium levels, I 
have not noticed any clinical manifestations of tetany, possi- 
bly because their serum calcium concentrations were within 
normal limits. In my patients there was no definite relation- 
ship between the degree of hypomagnesemia and the clinical 
severity of DTs. 
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SistR K. MAJUMDAR, B.Sc., M.B.B.S. 
Bexley, Kent, United Kingdom 


II wish to thank Dr. G.K. Shaw, Consultant Psychiatrist and Direc- 
tor, Elmdene Alcoholic Treatment Unit, Bexley Hospital, Kent, 
_ for allowing me to study the patients under his care. 


Hysterical Psychosis and Epilepsy: Differential Diagnosis 


Sir: The realization that epileptic seizures may cause con- 
fusing clinical symptoms accompanied by alterations of con- 
sciousness, but not always a convulsion, has been a mixed 
blessing. It has enabled psychiatrists and neurologists to un- 
derstand some of the pathophysiology underlying epileptic 
seizures and made treatment available for many patients 
with complex partial seizures. However, the expectation 
that confusing episodic behaviors must be epileptic in origin 
has led to the overdiagnosis of epilepsy. In the June 1979 
issue of the Journal two provocative papers about hysterical 
psychosis discuss patients who might have been considered 
epileptic by less discerning physicians. In ''Hysterical Psy- 
chosis and Hypnotizability’’ David Spiegel, M.D., and Rob- 
ert Fink, M.D., described an agitated 15-year-old boy who 
responded to voices of devils by mutilating himself with a 
knife. In **A Clinical Note on Hysterical Psychosis,” Jesse 
O. Cavenar, Jr., M.D., and associates described a 21-year- 
old woman who was dazed, unresponsive, and had repetitive 
movements of her right hand. The authors of both papers 
lucidly explained the diagnosis and contributory dynamics in 
these cases. 

These reports illustrated how the three qualities of recur- 
rence, sudden onset, and trance-like altered consciousness 
may occur with behavior disturbances other than epileptic 
seizures. The failure to appreciate this results in many of the 
inaccurate diagnoses of epilepsy. 

We believe hysterical psychosis as described by these au- 
thors is probably responsible for many behavioral distur- 
bances that are misdiagnosed as epilepsy. 


TERRENCE L. RILEY, M.D. 
E. WAYNE MassEY, M.D. 
Bethesda, Md. 


Sensitivity or Suspicion? 
SiR: The review of Robert Langs' work The Therapeutic 
Interaction: A Synthesis by Henry J. Friedman, M.D. (Feb- 


ruary 1979 issue) does not reflect more than a cursory inves- 
tigation of Langs' writings. 
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Dr. Friedman attacks what he calls ‘‘Langs’ obsessional 
concern with ... framework,” as being "beyond the con- 
cern of most psychiatric psychotherapists.’ Dr. Friedman 
seems to confuse ‘‘obsessional’’ with ''disciplined."" That 
Dr. Friedman is "far from comfortable" with Langs’ ap- 
proach further suggests that he is more concerned with grati- 
fication than with rigorous psychoanalytic investigation. 

Langs has in fact developed a remarkably creative method 
of listening to patients’ communications. More important, 
the method has clear procedures for validation based on the 
patient's unconscious fantasy rather than on actual commu- 
nications. A careful reading of any of Langs’ recent work 
demonstrates quite clearly that responses to alterations in 
the framework are commented on by the patient's associa- 
tions, not by any arbitrary remarks of Dr. Langs’. 

I believe Dr. Friedman mistakes sensitivity for suspicion, 
license for flexibility. Indeed, there are ''pitfalls every- 
where," and Langs’ contributions to the literature address 
these with an honesty that mav frighten many readers. How- 
ever, | hope that we as practitioners are committed to under- 
standing the communications of our patients. Langs has 
found that there are wide gaps in the ways and the reasons 
we listen to patients, and he is filling those gaps. If we as 
practitioners cannot feel comfortable about this, perhaps the 
current level of public mistrust in the mental health field is 
justified. 


JAMES A, BEHRMAN, M.S.W. 
New York, N.Y. 


Dr. Friedman Replies 


SiR: In my review I was indeed critical of Langs’ approach 
to issues of technique in psychoanalytic psychotherapy, par- 
ticularly in regard to the transference relationship. It is my 
impression that Langs adheres more or less faithfully to 
Freud’s 1911-1915 papers on psychoanalytic technique. 
These writings have generally been viewed as overemphasiz- 
ing the emotional detachment and neutrality of the analyst in 
relationship to the limitation of Freud’s understanding of 
psychoanalysis at that particular time. In his adherence to 
this approach, it seems to me that Langs throws the baby out 
with the bath water. I do not believe the transference rela- 
tionship can be evaluated in the absence of an adequate de- 
gree of involvement of the therapist. 

It is curious that Mr. Behrman views my questioning of 
Langs’ technical constraints as indicating a concern with 
gratification rather than rigorous psychoanalytic investiga- 
tion. I believe rigorous psychoanalytic investigation requires 
the presence of a reasonable working alliance, which in turn 
is dependent on two individuals working together and devel- 
oping mutually respectful concerns for each other. Mr. Behr- 
man actually demonstrates the crux of my disagreement with 
Langs when he insists that flexibility must be equated with 
license and inappropriate gratification. ] believe that a flex- 
ible human atmosphere in which the ‘‘framework’’ of the 
analytic technique is preserved in no way implies license, 
inappropriate gratification of the patient’s needs, or in- 
attention to transference interpretation. It is this very misun- 
derstanding and the tendency to constrain therapists so that 
they are more the victims of a rigid technique than the mas- 
ters of it that I addressed in my review. 

Although there may be many clinicians who feel, as Mr. 
Behrman does, that they have benefited from Dr. Langs' 
writings, I think that the response to any questioning of the 
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rules and guidelines on which Langs insists leads automati- 
cally to a claim that the critic is opposed to rigorous psycho- 
analytic investigation. Is it not possible that one coukd inves- 
tigate Langs' writings in depth, understand his mearing pre- 
cisely, and still disagree with him, without favorirg "wild 
analysis" or other inappropriate therapeutic stances? Mr. 
Behrman is entitled to his positive opinion about Langs 
writings, but I would have hoped he could acknowl2dge my 
right to differ with him without blaming me for the "current 
level of public mistrust of the mental health field.” 


HENRY J. FRIEDMAN. M.D. 
Boston, Mass. 


The Danger of Laryngeal Dystonia 


Sin: "Laryngeal-Pharyngeal Dystonia as a Possib e Cause 
of Asphyxia with Haloperidol'" by Joseph A. Flaherty, 
M.D., and Henry W. Lahmeyer, M.D. (November 1978 is- 
sue) focuses on an important topic. However, we are con- 
cerned by their tentative expression of conclusion: ''Is it 
possible that these patients were suffering from a laryngeal 
dystonia?” Laryngeal dystonia (dystonic laryngospesm) is a 
definite and potentially lethal complication of newroleptic 
therapy. It was well described in the earlier literature (1-4) 
and probably occurs frequently without being properly iden- 
tified. 

We suspect the authors' tentativeness indicates a regret- 
table lack of reference to laryngeal dystonia in the current 
journals, textbooks, and product information summaries. 
Drs. Flaherty and Lahmeyer noted several recent reports of 
cases clinically similar to theirs. However, in these reports 
the proposed mechanisms of neuroleptic-induced rezp:ratory 
distress included aspiration, bulbar palsy, a '"myasthenia 
gravis-like reaction," asphyxia during neuroleptic-fzcilitated 
seizures, and laryngeal edema. Laryngeal dystonia was not 
considered. The Physician's Desk Reference lists laryngo- 
spasm among the adverse effects of only one neurcleptic, 
haloperidol. It appears under the heading respirator~ effects, 
not under extrapyramidal disorders. This obscures i:s identi- 
ty as a dystonic reaction. 

We have recently encountered this phenomenon in three 
patients. Two were seen in the emergency room; oae was a 
psychiatric inpatient. Marked stridor coupled with a aistory 
of neuroleptic use indicated laryngeal dystonia as the cause 
of dyspnea; the presence of other dystonic symptcms rein- 
forced the diagnosis. Complete resolution of symptoms oc- 
curred in each patient within one to two minutes tollowing 
the intravenous administration of 1 mg of benztropine mesy- 
late. 

With the increasing popularity of high-potency meurolep- 
tics and their use in rapid tranquilization techniques. the oc- 
currence of dystonic reactions has increased. Th2s2 reac- 
tions are often described as dramatic but harmless. While 
laryngospasm is certainly dramatic, it is anything tut harm- 
less. Ail physicians who see neuroleptic-treated. patients 
must be aware of laryngospasm and its association with the 
more common dystonic phenomena. 
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STEPHAN C. MANN, M.D. 
MICHAEL M. CouEsN, M.D. 
WILLIAM P. BocER, M.D. 
Coatesville, Pa. 


Drs. Flahertr and Lahmeyer Reply 


SIR: We found the report of three more cases of respira- 
tory stridor 3y Dr. Mann and associates interesting. How- 
ever, ihe lack of history concerns us because we still have 
reservations about this syndrome. Were their patients taking 
phenothiazines or nonphenothiazines? How reliable was the 
drug Eistory of the two emergency room patients? It rs pos- 
sible taat there were allergic or other causes in these patients 
for which “he antihistaminic or sedating effects of the benz- 
tropin2 mesylate could have been curative. Because of the 
rarity of these effects, we must draw conclusions carefully. 
Other preexisting conditions could contribute, as is the case 
with tardive dyskinesia. The apparent laryngeal dystonia re- 
portec in their references 3 and 4 occurred in patients who 
were extremely medically ill. Both had been given pro- 
chlorperazine. One patient did not respond to atropine, 
procyclidine or phenobarbitol, but responded to intra- 
venous amobarbitol. Did the intercurrent illness make her 
more refractory, or was this syndrome unrelated to pro- 
chlorperazine? These reports appeared a year and a half 
apart from ezch other. We have repeatedly noticed serial re- 
ports of drug reactions that then disappear from the litera- 
ture for a prolonged period. Since the publication of cur re- 
port we have neither heard of nor observed any new czses of 
laryngeal dystonia, although we have been sent sevezal re- 
ports of deaths occurring with haloperidol administration. 

There are other considerations relevant to these data. Are 
muscle grours in the head and neck similarly affected tut not 
commonly noticed? How often do these phenomena occur 
and to what 2xtent are they life-threatening? How many of 
the previous.y reported phenothiazine deaths by asphyxia 
can be expla ned by such dystonias? A demographic survey 
covering all reported cases might prove helpful, as the in- 
cidence of these reactions probably varies by age, sex, and, 
possibly, race. Is there a clinical method of predicting such 
reactions? Can a test dose of the proposed neuroleptic be 
given and a method devised for measuring subclinical spasm 
or dystonia in the most sensitive muscle groups? From such 
data could ame begin to predict these reactions with any ac- 
curacy? The usefulness of our questions depends on the in- 
cidence and -ethality of these airway dystonias. Perhaps the 
drug companies might conduct or sponsor a survey on this 
matter. 


JOSEPH A. FLAHERTY, M.D. 
HENRY LAHMEYER, M.D. 
Chicago, lll. 


Nitric Oxide and Psychiatric Illness: A Correction 


Sina: We would like to correct a statement in our paper 
“Air Follutants and the Admission Rate of Psychiatr:c Pa- 
tients" (February 1979 issue). Our assertion that "NO is a 
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known anestaetic and also has analgesic qualities” (p. 206) is 
incorrect. N:trous oxide is a known anesthetic and analgesic, 
but it is not znown whether nitric oxide (NO), the air pollu- 
tant we stud ed, has such effects. As we mentioned, NO has 
protective efects on the damaging biological effects of nitro- 
gen dioxide (NO,) (1). It is also interesting that acute NO 
intoxication has not been reported in man (1). Since NO 
tends to oxicize to NO,, which is toxic, it is difficult to deter- 
mine the bio ogical effects of “‘pure’’ NO (2, p. 215). Before 
small concemtrations of NO can be evaluated for possible 
therapeutic effect, it will be necessary to devise a method of 
administraticn that prevents the oxidation of NO to NO,. 

We are nct aware of any data regarding either the pro- 
tective effects of NO on the biologically damaging effects of 
NO, or the therapeutic effects of small concentrations of 
NO in psycaiatric illnesses. 
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MEIR STRAHILEVITZ, M.D. 
AHARONA STRAHILEVITZ. M.D. 
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Telepathy in Shared Dreams? 


Sir: We were disappointed that Jesse O. Cavenar, Jr., 
M.D., and Nancy T. Butts, M.D., in "Unconscious Commu- 
nication Between Father and Son’’ (March 1979 issue) did 
not consider telepathy as a possible explanation for the 
dreams of th» father and son. 

The literature of parapsychology contains numerous ex- 
amples of "shared dreams," i.e., dreams experienced by 
two persons simultaneously (or almost simultaneously) that 
have identical or extremely similar content. Part III of the 
combined index to the publications of the London Society 
for Psychica Research, which covers the years 1913-1946, 
lists 29 repomts of such dreams under the heading "dreams, 
reciprocal ard coincidental.’’ In several of the 29 dreams 
listed the two dreamers were parent and child. 

Paranormal dreams commonly involve persons who have 
deep emotior al ties. These ties are not based on genetic rela- 
tionships—hn1sbands and wives figure in reports of para- 
normal dreaming as frequently as parents and children or 
siblings. The importance of emotional ties between the 
dreamer and the person dreamed about is reinforced by re- 
ports of apparently telepathic dreams that some patients 
have had abeut their therapists (1). 

To qualify as paranormal a dream must include some un- 
usual conten: of which the dreamer could not be normally 
aware. The dreams of the father and son in the case reported 
by Drs. Cavenar and Butts seem to satisfy this requirement 
because of tFeir unusual themes. We would revise this opin- 
ion if the father had previously dreamed of tornadoes and 
snakes and related his experience to his son. Even so, the 
temporal coimcidence of the father's and son's dreams would 
make telepatiy a plausible explanatory hypothesis. 

Ehrenwald. (2) postulated that ESP begins as a natural 
function of tae mother-child unit. It is interesting that chil- 
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dren aged 3'/2-5'/2 were found to perform significantly better 
on tests of ESP when their own mothers were senders (or 
agents) than when the senders were the mothers of other 
children (3). 

Experimental evidence has demonstrated that telepathic 
dreams occur in controlled environments during REM peri- 
ods (4). Telepathic dreams rarely occur between persons 
who dislike each other. If the persons concerned in the 
dreams reported by Drs. Cavenar and Butts—father, wife, 
son, and psychiatrist —had been aware of the data of para- 
psychology in this area, the shared dreams might have led to 
an understanding that the son sensed but could not adequate- 
ly verbalize his father’s distress and perhaps wanted to draw 
closer to and communicate better with him. 
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DWARAKANATH G. Rao, M.D. 
IAN STEVENSON, M.D. 
Charlottesville, Va. 


Dr. Cavenar Replies 


SIR: I must confess that I am unfamiliar with the para- 
psychology literature. However, if paranormal dreams are 
defined as dreams containing some unusual content of which 
the dreamer could not normally be aware, such dreams must 
occur frequently. For example, it is not unusual to recall a 
childhood friend's name in a dream when one could not pos- 
sibly do so in waking life. I am content to explain such phe- 
nomena by stating that the dreamer overcame repression in 
the dream, allowing himself to become aware of something 
he clearly knew for many years. 

I am not surprised that paranormal dreams usually involve 
persons with deep emotional ties. Most dreams do, if ana- 
lyzed correctly in terms of their latent content. However, 
every human relationship is ambivalent, and these deep 
emotional ties may also involve aggression, hosiility, and 
murderous impulses. 

Drs. Rao and Stevenson suggest that ESP begins as a natu- 
ral function of the mother-child unit. According to nearly all 
theories of human growth and development, most facets of 
human behavior have the same genesis. I would view ESP as 
another form of unconscious communication that like any 
other unconscious communication, would be strongest be- 
tween persons who are object-related. 

In our case report, we attempted to focus exclusively on 
the choice of symbols. We could have said much more about 
the intensity of father-son interaction and relationship. AI- 
though unaware of the data on parapsychology. I under- 
stood the dream just as Drs. Rao and Stevenson did: the son 
sensed his father's distress and wanted to be closer to and 
communicate better with him. We could have dealt with the 
latent meaning of the father's dreams and further amplified 
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this interpretation, but then we would have excezded the 
scope of a brief report. 


Jesse O. CAVENAR, JR. M.D. 
Durham N.C. 


Unpleasant Side Effects of Muscimol 


SIR: In “‘Muscimol: GABA Agonist Therapy tr Schizo- 
phrenia’’ (June 1978 issue) Carol A. Tamminga, M.D., and 
associates might have spared the patients given muscimol 
some unpleasantness. Self-reports of muscimol administra- 
tion as well as my own double-blind placebo controlled study 
of the effects of the mushrooms from which muscimol and its 
congener ibotenic acid are derived (1) would lead one to pre- 
dict unpleasant effects. 
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ANGUS MCDONALD. PH.D., M.D. 
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Drs. Tamminga and Chase Reply 


SIR: The ability of muscimol to induce unpleasant side ef- 
fects has been documented in the medical literature for more 
than a decade. We cited classical studies on this metter by 
both Theobold and Waser in our paper. 

Significant adverse reactions commonly attend the admin- 
istration of useful pharmaceutical agents, especielly when 
given at relatively high dose levels. Moreover, some drugs 
produce untoward reactions in healthy individuals aut at the 
same dose range attenuate symptoms in certain disease 
states. In view of these general observations as well as the 
experimental evidence presented in our paper, we expected 
that GABA system stimulation by muscimol migat benefit 
schizophrenic patients. 

Finally, Dr. McDonald's implication that the behavioral 
effects of Amanita muscaria result exclusively from the 
pharmacologic action of muscimol has yet to be established 
conclusively. 


CAROL A. TAMMINGA, M.D. 
THOMAS N. CHASE, M.D. 
Bethesaa, Md. 


Insanity Pleas in Oregon 


Sir: ‘“‘Characteristics and Disposition of Persons Found 
Not Guilty by Reason of Insanity in New York Stzte, 1971- 
1976" (May 1979 issue) by Richard A. Pasewark, Pa.D., and 
associates is one of the first significant studies pro ling per- 
sons acquitted by reason of insanity. We made a similar 
study of persons found not guilty by reason of insenity over 
the past 7-8 years in Oregon. The disparity betweem commit- 
ment rates in New York and Oregon shocked me. Aczording 
to Dr. Pasewark and associates, 225 persons were -o.ind not 
guilty by reason of insanity in New York from 1971 to 1976. 
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During the seme period in Oregon there were 268 successful 
pleas. New York state has a population nearly 8 times that of 
Oregon. Such vast differences in the commitment rate re- 
quire further study. 

During 1$77 and 1978 the rate of commitments in Oregon 
increased. In 1978 there were 103 patients committed to the 
hospital after being found not guilty by reason of insanity. 
We project a figure of 125 for 1979. (These figures do not 
include a few persons given a conditional release by the 
courts and never admitted to the hospital.) Oregon also initi- 
ated a Psychiatric Security Review Board on Jan. 1, 1978. 
This board has exclusive authority to grant conditional re- 
leases to patients in the hospital. 

Providing treatment for persons committed in this wav will 
be extremely difficult for Oregon. State governments might 
exchange data on this population by developing a national 
information clearing house. I would be pleased to receive 
information from Journal readers concerning the ‘‘not guilty 
by reason of insanity” issue in different states. 


P. K. PATI, M.D. 

Clinical Director 

Forensic Psychiatric Program 
Oregon State Hospital 

Salem, Ore. 97310 


Suicidality as a Diagnostic Classification 


SIR: In a series of letters to the chairman of the Task Force 
on Nomenclature and Statistics I suggested that an addition- 
al diagnostic category, ''suicide disorders,” be included in 
DS M-III, with four subdivisions: 1) suicidal ideation, 2) sul- 
cidal gesture, 3) suicidal act, and 4) suicide, completed. 

Disorders of eating and sexual function and various body 
system dysfunctions are included in Axis I. Suicide and 
forms of violence are also important parts of the diagnostic 
statement that can be made about a patient and should be 
included there. 

It is interesting that while suicide is not mentioned in 
DSM-I or in the DSM-IH draft, it is included in JCD-9. In 
Psychiatric Diagnosis Spitzer says that ''effective classifica- 
tion communicates briefly and clearly, should be a useful 
guide to current differentiated treatments, provides informa- 
tion about probable outcome, reflects what is known about 
etiology, and facilitates systematic inquiry” (1, pp 2-3). 

It seems to me that any behavior as profoundly important 
as death-seeking makes a powerful statement about the per- 
son. It certainly indicates the consideration of certain thera- 
pies and the exclusion of others, it says something about 
prognosis, and I believe it facilitates systematic inquiry. 

] would use Axis I to enumerate diseases, disorders, syn- 
dromes, and patterns, singly or in combination. Axis II 
should include as careful a statement of character and per- 
sonality structure as possible, with some way of communi- 
cating internal conflicts, but this might have to wait for 
DSM-IV. 
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Premature Medical Clearance 


Sir: "Emergency Room Medical Clearance: An Educa- 
tional Problem,” by Michael P. Weissberg, M.D. (June 1979 
issue) echoed a point of view we have attempted to teach in 
the emergencv room at Strong Memorial Hospital. We warn 
that the psychiatric resident who abdicates responsibility for 
medical findings and laboratory testing may place the patient 
at serious risk. We add to Dr. Weissberg’s list this recent 
case report of:a patient with a broken neck who was judged 
medically clear and referred to the psychiatry service. 

The patient, a 45-year-old man, was brought to the emer- 
gency room in an obviously psychotic state, holding a large 
cross in his hands and mumbling about the ‘‘Sun God” and 
about being ''in the sun to save the world." Because of a 
facial laceration, he was initially sent to surgery but was re- 
leased when he refused treatment. He was then sent to psy- 
chiatry before he left the emergency room. The psychiatric 
resident requested a surgical consultation and the facial lac- 
eration was sutured in the psychiatric area of the emergency 
room. The surgical resident then stated the patient was medi- 
callv cleared for admission to psychiatry with surgical fol- 
low-up. After further consideration, the psychiatric resident 
again consulted the surgical house staff, requesting radio- 
logic assessment. The psychiatry staff obtained a skull X ray 
that revealed an occipital skull fracture and a neck fracture 
at C5. The patient was sent to neurosurgery and placed in 
halo traction. 


R.B. ScHiFFER, M.D. 
Rochester, N.Y. 


The Future of Community Mental Health 


Sir: In “Issues Critical to the Survival of Community 
Mental Health," (September 1978 issue) Jonathan Borus, 
M.D., provided a basis for continued discussion on the pres- 
ent and future role of public mental health services. Several 
issues need immediate clarification. Not all efforts at com- 
munity mental health services depend on federal funding or 
initiatives. A number of states, including Wisconsin, have 
developed and supported strong state initiatives not neces- 
sarily locked into the federal CMHC mold. Dr. Borus seems 
to equate the f2deral effort with all community mental health 
services. 

He pleads for an evolutionary step that would increase 
community mental health's ties to the rest of psychiatry and 
medicine; I agree. However, Dr. Borus seems to place the 
major share o? blame for the current gaps with community 
mental health practitioners. I believe the private medical 
sector controls most of the doors to service and understand- 
ing that must be opened before current relationships im- 
prove. The private sector is reluctant to get involved in pub- 
lic issues of the public delivery system and tends to regard 
dedicated pub.ic practitioners, including physicians, as sec- 
ond rate because of their allegiance to public service or their 
smaller incomes. 

The issue of a psychiatrist's income weighs heavily on the 
future of community mental health. Dr. Borus comments 
that fiscal return in public practice is low only in comparison 
to the high income expectations of other physicians. Com- 
munities in Wisconsin offer salary and benefit packages to 
psychiatrists that are two to three times those offered to oth- 
er publicly employed professionals in the same community. 
The issue of income expectations of psychiatrists should be 
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debated, but there is the risk of a reverse reaction of public 
alarm and anger if physicians’ incomes are held up for public 
comparison. 

Dr. Borus finds it difficult to tolerate political and media 
concern over physicians moonlighting to supplement their 
“low” public salaries. APA should examine the ethical side 
of these practices. Civil service legislation prohibits other 
public servants from using their public offices to promote 
personal private enterprise. However, public medical serv- 
ice can provide frequent opportunities to control access to 
public services and promote referral to one's private prac- 
tice. The lack of clear medical ethical guidelines on such op- 
portunities makes politicians and the media wary. 

Public tax dollars have provided the primary impetus and 
support for psychiatric training and residency in this coun- 
try. The primary beneficiaries of this public support must 
provide leadership in the debate on the future of the commu- 
nity mental health movement. One hopes that community 
need, not the income of public service, will determine the 
future of CMHCs. 


JOHN R. MAURICE 
Appleton, Wis. 


Dr. Borus Replies 


SIR: Mr. Maurice's letter raises several interesting issues. 
The public care of the mentally ill has always been a state 
and local responsibility. However, community mental health 
as a national movement initiated by a major federal inter- 
vention has stimulated significant changes in the nature and 
distribution of all public mental health care throughout the 
country. 

I agree that medical practitioners often hesitate over in- 
volvement with community mental health systems. Private 
practitioners' heavy patient loads, stereotypic antagonisms 
toward mental health providers, and individual patient orien- 
tations rarely give them the time or desire to get involved 
with community mental health (1). Nevertheless, 60% of the 
people with mental disorders in the United States receive 
their total mental health care in the general medical sector, 
primarily from private physicians (2). Thus, a community 
mental health program's public health responsibility and 
population focus dictate outreach efforts to engage primary 
physicians in collaberative relationships for improved pa- 
tient care. Although dismayed by the private sector's stigma- 
tization of public practitioners as inherently second rate, I do 
understand their skepticism about the system's ability to 
provide first class services to the mentally ill given its ex- 
pansive mandate, meager resources, and the limited number 
of psychiatric physicians to provide quality control. 

Psychiatrists do receive significantly higher salaries than 
other professionals in community mental health, but their 
salaries are significantly lower than those of private practi- 
tioners. Rather than questioning physicians’ salaries, Mr. 
Maurice and other public administrators should decide 
whether community mental health needs psychiatry’s medi- 
cal expertise and biopsychosocial overview to provide first 
class services to the mentally ill. If their answer is yes, then 
community mental health will have to pay competitive sala- 
ries to attract and keep competent psychiatrists. Psychia- 
trists have an alternative unavailable to most other commu- 
nity mental health professionals—the ability to earn higher 
incomes through private practice. I agree that moonlighting 
psychiatrists should separate their public and private prac- 
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tices and use neither their public office nor influence for pri- 
vate gain. In metropolitan areas with multiple catchments, a 
community mental health psychiatrist should avoid ethical 
conflicts by not treating patients from his public catchment 
privately. In less densely populated areas, where all poten- 
tial private patients live in the community mental heaith psy- 
chiatrist’s public catchment, he should inform each private 
patient of the opportunities to seek what may be less ex- 
pensive care through the public delivery system be-ore es- 
tablishing a private therapy contract. 

Altruistic response to community needs alone cannot sus- 
tain competent practitioners of any profession in ny public 
service. The maintenance of psychiatric manpower in com- 
munity mental health requires the dedicated efforts of con- 
cerned public administrators to find ways of supplementing 
altruism with rewards (specifically, competitive salaries and 
academic affiliations) and decreasing the stresses on -he psy- 
chiatrist in community service. 
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JONATHAN F. Bonus, M.D. 
Boston, Mass. 


More on Toxic Psychosis with Cimetidine 


Sir: In "Toxic Psychosis with Cimetidine,” (May 1979 is- 
sue) C. Clifton Barnhart, M.D., and Charles L. Bowden, 
M.D., reported on confusional psychosis associated with ci- 
metidine in two patients, a 58-year-old man and a 58-year-old 
woman. The following case report involves a 49-year-old 
man with a 13-year history of episodic alcoholism. During 
this time, the patient's longest abstinent period was 9 
months. Ten weeks before his admission the pat.ent began 
drinking approximately one quart of vodka or »ourbon a 
day. He ate so little that his wife became convinced he would 
die if he were not hospitalized. He was brought tc the emer- 
gency room of the local community hospital and'admitted to 
the psychiatric unit for detoxification. At the time af admis- 
sion the patient seemed fairly clear mentally. H2 was dis- 
oriented for day of week and month, but he knew the month 
and year and the name of the hospital, although ae initially 
misnamed the city. He was having a good deal of nausea and 
produced bloody, frothy vomitus. 

We concluded he had alcoholic gastritis. As part of the 
treatment regime, he was given intravenous cimetidine, 300 
mg every 6 hours. Twenty-four hours after the cimetidine 
was begun, the patient's mental status deteriorated severely. 
He became totally disoriented, began pulling out the I.V. 
needles, and had to be placed in full restraints. He complete- 
ly misidentified the personnel and suffered auditory illusions 
and hallucinations. I was puzzling over this organic deterio- 
ration when I happened to read the report by Drs. Barnhart 
and Bowden. We immediately discontinued the cimetidine 
and within 24 hours the patient's toxic organic psychosis had 
practically cleared. 

J feel that reporting this case is of value because Drs. 
Barnhart and Bowden stated that only patients over the age 
of 56 had been reported to develop confusional psvchosis as 
a result of cimetidine. Further, to my knowledge, aone of the 
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cases involved alcoholics. Cimetidine is probably prescribed 
often for thes2 patients because many of them have gastric 
irritaticn and 3ypersecretion of hydrochloric acid. Alcoholic 
patients receiving cimetidine who show a marked deteriora- 
tion in mental status should improve if the drug is discontin- 
ued. 


GENEVIEVE A. ARNESON, M.D. 
New Orleans, La. 


Depression and Nuclear Arms Deployment 


Sır: i am a kayperson who has just read ‘‘Depression in the 
Wives of Nuclear Submarine Personnel," by Karen Beck- 
man and associates (April 1979 special issue). 

As a member of the Coalition for World Disarmament and 
a resident in a community gravely threatened by the pres- 
ence of a trident submarine base 60 miles away, I commend 
the authors for their compassionate view of these women 
and their families. The grief of these women is probably 
harder -o bear because of the very nature of their husbands’ 
work. We all must realize at some level that a sacrifice for 
the sake of nuzlear arms deployment is of undetermined val- 
ue. I am sorry the article did not examine the deeper issues 
involved. 


LAYNE POWELL 
Vancouver, B.C., Canada 


Questioning Primary Prevention 


SIR: In *'"P-mary Prevention in Perspective" (January 
1979 issue) E. Richard Lamb, M.D., and Jack Zusman, 
M.D., spoke in their first sentence of "primary prevention of 
mental Illness.” This statement implies that differential diag- 
nosis among the mental illnesses is useless, that a par.acea 
must exist which can prevent everything that goes wrong in 
human cognitive and conative functioning. The authors mod- 
ify this view by noting the obviously different preventable 
psychiatric diseases produced by syphilis, nutritional defi- 
ciency, birth injury, toxins, and late-life pregnancy, as well 
as institutionzlization of young children and inconsistent 
mothering. However, Drs. Lamb and Zusman did not men- 
tion other preventable syndromes, such as the secondary re- 
sults of intrauterine rubella and the encephalitic complica- 
tions of measles. 

I challenge the assumption that ‘‘major mental illness is 
probably in large part genetically determined and is probably 
therefore not »reventable, at most only modifiable.” Early 
diagnosis and treatment of phenylpyruvic oligophrenia can 
result in an tndamaged adult who needs no dietary pre- 
cautions. 

Drs. Lamb and Zusman appear particularly concerned 
with the preventability of mental illnesses that are viewed as 
having social or emotional etiologies. Their prime example 
of preventabikty, syphilitic psychosis, is not really an ex- 
ample of primary prevention. The prevention of the mental 
illness lies in curing the syphilis. Any primary prevention 
would have to make the patient either immune to infection or 
responsible enough in his sexual functioning to avoid it. 
Thus the ultimate preventive activity here involves social 
and emotional (motivational) factors. 

The logic o? prevention through modification of environ- 
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mental effects rests on the same theory that all psychothera- 
py does. The authors cannot play down one and not the oth- 
er. I doubt they meant to initiate such a psychiatric revolu- 
tion with their paper. 

The theoretical and practical questions concerning the 
prevention of the mental illnesses are far from answered. 
The most difficult involve defining the networks of etiologic 
factors related to recognized illnesses and syndromes. 

One could speculate that we should be looking for key fac- 
tors in the network of causes—factors that when changed 
would avoid cisease outcomes. For paresis, the most avail- 
able modifiable factor seems to be treatment of syphilis; for 
suppression oi growth hormone, modifying the child's home 
environment, and for prevention of personality restriction in 
institutionalized children, reforming institutions. 


PAuL V. LEMKAU, M.D. 
Baltimore, Md. 


Drs. Lamb and Zusman Reply 


SIR: Nothing in our article implied *‘that differential diag- 
nosis among the mental illnesses is useless.” In addition to 
the specific preventable psychiatric disorders that Dr. Lem- 
kau noted in our paper, we discussed the importance of dis- 
tinguishing among individuals with major mental illnesses, 
those with neuroses and character disorders, and those with 
no recognized psychiatric illness who want help with inter- 
personal problems and concerns of everyday living. Each of 
these groups has its own set of etiologic factors and pre- 
ventive measures. To keep the length of the article within 
reasonable bounds, we did not deal with individual illnesses. 

We stand by our statement “‘that major mental illness is 
probably in la-ge part genetically determined and is probably 
therefore not preventable, at most modifiable.” We find re- 
search evidence in this area too compelling to ignore (1, 2). 

We agree with Dr. Lemkau's concept of the logic of pre- 
vention through modification of environmental effects. Our 
article menticned effective psychiatric primary prevention 
techniques in areas such as vitamin deficiency, impersonal 
institutionalization of young children, lead poisoning, and 
other toxic conditions. Still, there is little evidence that most 
diagnosable mental illness can be prevented at this time. 

The issue of psychotherapy is a complex one. However, 
most psychotherapists do not claim to do primary pre- 
vention. We agree with most professionals in this field that 
research on the effectiveness of psychotherapy should be 
strongly supported. 

We thank Dr. Lemkau for his comments and hope that 
carefully conceived research will make primary prevention a 
reality for a bigger proportion of diagnosable mental ill- 
ness. 


REFERENCES 


1. Kety SS, Rosenthal D, Wender PH, et al: Studies based on a 
total sample of adopted individuals and their relatives: why they 
were necessary, what they demonstrated and failed to demon- 
strate. Schizophrenia Bull 2:413-428, 1976 

2. Cadoret RI: Evidence for genetic inheritance of primary af- 
fective discrder. Am J Psychiatry 135:463-466, 1978 


H. RICHARD LAMB, M.D. 


JACK ZUSMAN, M.D. 
Los Angeles, Calif. 


1349 


LETTERS TO THE EDITOR 


Another Look at the Hospital Variable 


Sig: In ‘The Decision to Hospitalize’’ (March 1978 issue) 
Eugene B. Feigelson, M.D., and associates reported the rel- 
ative weights of individual patient and hospital variables in 
the hospitalization decision. I believe the authors misinter- 
preted their results. They claimed the "nature and severity 
of a patient's problems played the most important role in the 
decision to hospitalize. . ..'" On the contrary, their data 
show that the hospital variable accounted for the largest pro- 
portion of the variance (9.375%). Dr. Feigelson and associ- 
ates argued that the other variables, interpreted as reflecting 
the nature and severity of the patient's problems, were more 
important because they appeared first in the regression equa- 
tion. However, the order in which the variables appeared is 
an artifact of the types of variables in the study and of the 
particular multiple regression method used. Ín stagewise 
multiple regression, the variables appear in the equation ac- 
cording to the size of their zero-order correlation with the 
dependent variable. Since the authors used four intercorre- 
lated psychiatric variables and only one nonpsychiatric vari- 
able, the zero-order coefficients were speciouslv large. A 
correct reading of these findings reveals that an extra-psychi- 
atric factor, the hospital variable, accounted for the largest 
proportion of the variance in the decision to hospitalize 
(more than all of the psychiatric variables combined). 

The selection of the variables in the study was important 
for another reason. The authors interpreted their findings to 
show that ''the decision to hospitalize was firmly based on 
the nature and severity of a patient's problems.” The use of 
the word *'firmly" in this conclusion seems ironic, since all 
of the psychiatric variables combined accounted for less 
than 10% of the variance, leaving more than 90% unac- 
counted for. Even if one includes the hospital variable, more 
than 80% of the variance remains unaccounted for. Thus, the 
major finding of the study 1s the inability to account for most 
of the variance in the decision to hospitalize. 

If the authors had included variables in addition to the five 
that they used they might have been able to explain the hos- 
pitalization decision more effectively. In a recent review (1), 
Krohn and Akers discussed 20 studies of the determinants of 
admission. Dr. Feigelson and associates did not cite any of 
these studies, nor did they mention the considerable litera- 
ture on labeling theory. Either of these sources would have 
offered many suggestions for social variables in addition to 
the one they used. In future studies Dr. Feigelson and asso- 
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ciates might do well to include social as well as individual 
variables in the study of psychiatric decisions. 
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THOMAS J. SCHEFF 
Santa Barbarc, Calif. 


Dr. Feigelson Replies 


SiR: During our analysis, we became interested in explor- 
ing the variability in decision making caused by hospital dif- 
ferences. We applaud Prof. Scheff's suggestion thet future 


. studies include a broader range of variables in th s area. In 


addition to sociodemographic factors, researchers st.ould in- 
vestigate the effect of administrative variables like inpatient 
bed availability and staffing patterns at various hcurs of the 
day on the decision to hospitalize. 

Although we did not report it in the article, our exploration 
of the interaction of severity variables and hospita. variables 
revealed no discrepancy among the hospitals in basing the 
decision to hospitalize on severity of illness. We rzalize that 
the variance explained by our analysis is modes: (18%), a 
typical phenomenon when dealing with data of this sort. 
Prof. Scheff has correctly interpreted the result that hospital 
differences account for a larger portion of variamc2 in the 
decision to hospitalize than severity variables. 


EUGENE B. FEiGELSOH, M.D. 
Brooklya, N.Y. 


Correction 


In ‘‘Sex Differences in the Prevalence of Severe Tardive 
Dyskinesia" by James M. Smith, Ph.D., and Daniel D. 
Dunn, M.A. (August 1979 issue) the second sentence in the 
last paragraph of the Results section should read zs follows: 
"With a single symptom criterion of 3.5, the ratio was 
greater than 4 to | (32.8% versus 7.890). . . ." The staff 
regrets this error. 
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Homosexualit; in Perspective, by William H. Masters and 
Virginia E. Jchnson. Boston, Mass., Little, Brown and Co., 
1979, 436 pp., $17.50. 


This extremely important book presents 20 years of vital 
original research into homosexuality in two major areas. One 
is the physiology of and behavior during the sexual response 
cycles 5f both male and female homosexuals. The other is 
the therapy of sexual dysfunction and sexual dissatisfaction 
(the desire to become heterosexual) in homosexuals of both 
sexes. Two additional research reports add further richness: 
a chapter on sexual fantasies that includes comparisons with 
previously unpublished material from research with hetero- 
sexual subjects and a study of ambisexuals— people for 
whom che se» of the partner appears to be truly irrelevant. 

The first section of the book presents observational and 
instrumentational studies of the sexual response cycles in 
homosexuai subjects studied individually and as couples. 
The authors used the same techniques they first described in 
Human Sexucl Response (1), comparing their new findings 
with their established baseline of sexual physiology and be- 
havior of heterosexuals. It probably comes as no surprise to 
the knawledgeable specialist in sexuality that the physiology 
of sexual response cycles in homosexual men and women do 
not differ in ary significant dimension from those of hetero- 
sexuals. 

The interactional behavior of homosexual and hetero- 
sexual zouples who are committed to each other, however, 
differs in striking and thought-provoking ways. Compared 
with heterosexual couples, both male couples and lesbian 
couples spend much more time in whole body sensuality and 
foreplay, are more sensitive to the partner's responses and 
wishes, communicate more openly about their sensations 
and emotions during sexual encounters, and interact as more 
equal partners. Heterosexual couples interact less in all 
these dimensions, are more goal directed, and move more 
rapidly toward the end point of coital orgasm as though it 
were all that really counts. (The authors carefully note that 
there were exceptions in both groups, and that the groups 
studied were composed of people who were carefully se- 
lected fcr their consistently successful orgasmic function in 
all orientation-appropriate modes of sexual stimulation. 
Masters and Johnson make no claim for automatic extrapola- 
tion to zhe ger eral population.) The differences between het- 
erosexual couples and homosexual couples do not hold for 
casual, uncommitted homosexual pairs unless they are com- 
pared with casual heterosexual pairs. They would also not 
hold for male homosexuals who largely restrict their sexual 
encounters to public toilets and similarly impersonal places. 
However, the differences exist in this population. The au- 
thors’ speculetive explanations are interesting and provoca- 
tive whether cr not accurate or complete (they totally ignore 
intrapsychic cynamics), and the findings deserve the fullest 
attention of anyone concerned with childrearing, sex educa- 
tion, and the quality and fate of heterosexual relationships. 

Ther is insufficient space to discuss the authors’ various 


findings about ambisexuals except to note that they provide 
tentative evidence that a small minority of both sexes dem- 
onsirate equal facility of sexual enjoyment of either sex. 

The chapter on free-floating erotic fantasies (as dif- 
ferentiated from brief, goal-directed masturbatory or coital 
fantasies) is especially rich and will be full of surprises— 
some probably troubling— for many. For example (recall 
that these are overtly sexually exciting fantasies that arise 
spontaneouslv), 1) both homosexuals and heterosexuals 
have frequent cross-preference erotic fantasies, but they are 
more frequent in homosexuals; among the five most common 
categories of fantasy for each group, heterosexually exciting 
fantasies are zhe third most common type among male and 
female homosexuals, the fourth among heterosexual men, 
and the fifth among heterosexual women, 2) second only to 
fantasies of replacing the regular partner, fantasies of rape 
and forced sexual encounters, including further sexual vio- 
lence, are the most frequent of all types in homosexual men 
and heterosexual men and women, 3) in their sexual fantasy 
lives, lesbians are the most sexually violent and sadistic; 
rape and forced sex are most common, and specifically 
sadistic imagery is fifth most common. The authors do not 
attempt clinical interpretations of these findings, promising a 
future publication on the subject. 

Unfortunately, this fine book is gravely flawed in the sec- 
ond section, cn the therapy of homosexual dysfunctions and 
of dissatisfaction with homosexuality. It is incumbent on sci- 
entists who publish their research not only to present general 
principles anc meticulous data on the study population and 
outcome but also to publish their methods and techniques in 
enough detail to permit replication, modification, or refuta- 
tion by others in the field. In at least three crucial areas of 
differential evaluation or therapeutic technique, the authors 
openly refuse to describe what they do, either without ex- 
planation or with feeble excuses (see pp. 286, 340). The re- 
peated assurance that some of these issues will be discussed 
in detail in a future publication is no excuse for what is at 
best poor scientific and publishing judgment and at worst 
a question of ethics. It has been a number of years since 
the Masters and Johnson Institute was the only and neces- 
sarily the best clinical resource for the treatment of sexual 
dysfunctions and other sex-related problems. The authors' 
frequent pretentious statements of being the first to pre- 
sent these important physiological and clinical data to the 
health professions, together with their pious caveat that only 
replication by others can determine the validity of their find- 
ings (pp. 378-380), stand in offensive contrast to the with- 
holding of the very details that could permit replication or, 
even more, that could alleviate the suffering of the deprived 
majority who cannot make it to St. Louis. 

Untenable though this lapse is, the solid and deserved 
longstanding scientific reputation of the Masters and John- 
son Institute should allow one to take seriously the treatment 
outcome statistics presented, which are impressive. For rea- 
sons well explicated in the book, the criteria for and defini- 
tions of funct:onal and dysfunctional sexuality for homosex- 
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uals differ from those for heterosexuals; the differences can- 
nct be discussed in this space. Of 57 male and 27 female 
dysfunctional patients, the overall therapeutic failure rate af- 
ter 5-year follow-up was estimated at 10.7%. This represents 
a higher success rate than was previously reported ior hetero- 
sexual dysfunctional patients in Human Sexual Inadequacy 
(21. 

An even more provocative finding is that the estimated 
therapeutic failure rate for 54 male and 13 female patients 
who wanted to shift their sexual orientation from homosexu- 
al to heterosexual was only 28.4%. As soon as this book ap- 
peared, these results were attacked from various per- 
spectives because the patient population was not composed 
entirely of lifelong, exclusive homosexuals. Unless one 
wishes to reserve the term for that population alone, the au- 
thors' description of patients who were dissatisfied with their 
homosexuality (pp. 243-246) and the extended discussion 
and case histories in chapters 15 and 16 make i: perfectly 
clear that this patient group consisted of people with long- 
term greater same-sex erotic arousal and homosexual his- 
tory. One may fear, of course, that these treatment results 
may fuel anti-homosexual fervor if they are misunderstood 
to imply that ‘‘most homosexuals could change if they just 
wanted to.’’ Nothing could be farther from the facts or the 
spirit of this research. 

This work is a classic, along with the first two works of 
Masters and Johnson (1, 2). Despite the unsavory creation of 
a therapeutic monopoly, it can be recommended widely, 
with both enthusiasm and gratitude. 
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The Neurophysiological Aspects of Human Mental Activity, 
2nd ed., by N.P. Bechtereva. Translated by Kurt Gingold 
and James Woodbury. New York, N.Y., Oxford University 
Press, 1978, 181 pp., $11.95. 


Appealingly modest in size and number of pages, clearly 
printed and well illustrated, this book correctly conveys its 
content in its physical impression: it is an unforbidding gate- 
way to Russian views on how mind and brain are related. It 
begins with an easy-to-read historical account of the prob- 
lems of localization theories of brain-mind functions. Local- 
ization theory offers an extremely anthropomorphized view 
of brain function. It postulates a host of homunculi ruling 
particular, sovereign brain domains, each with its own par- 
ticular function: speech has its own potentate, there is a 
kingdom of space perception, audition is on top of the cere- 
bral gyrus, and the king of music rests below. All of this 
theory may be initially palatable, just as pointing to cerebral 
bumps was to phrenologists, but it is ultimately junk food 
that offers quick, apparent satisfaction without sustaining 
nutritive value. 

What if localization theory is false? Bechtereva initially 
leans to the opposite: globality, nonspecificity, diffuseness, 
equipotentiality —shades of Lashley and the search for mem- 
ory engrams. However, Í detect a more useful view emerg- 
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ing later: an examination of experimental data that clearly 
specify when and where events are local and when and 
where things are accomplished as a result of cooperative ef- 
forts between different neuronal groups. The global- ocal di- 
chotomy thus correctly begins to be seen as a false one, 
since neither concept is adequate for describing the brain/ 
mind. 

While the mind is busy what is the brain doing, and how do 
we find out about it? Bechtereva's tracing of this theme reca- 
pitulates its phylogenetic development in both Western and 
Russian brain science. The first kinds of answers weze based 
on the use of the EEG and electrical stimulation techniques. 
In my mind the chapters on this topic are of principal interest 
historically. Journals, Western and Russian, are littered with 
the great rotting carcasses of theories that tried unsuccess- 
fully to nourish themselves on the methodologically limited 
techniques of brain stimulation and EEG analysis. I found it 
interesting to read how, essentially independently, the Rus- 
sian brain scientists and psychologists have come to the same 
conclusion as most Western theorists, namely, that the EEG 
and brain stimulation are of limited value for new discov- 
eries. 

In fact, the impetus for this second edition of the book was 
new data on brain activity derived from examining the dis- 
charge activity of individual neurons, that is, listening to in- 
dividual voices instead of the distorted record of uncertain 
fidelity that is the EEG. The author undogmatically notes 
that even the venerated Pavlovian theory of ''irrad:ation of 
inhibition" in formation of conditioned reflexes has been 
shown to be false by these newer and more precise ways of 
studying individual brain cells. I found most interesting a se- 
ries of the author's experiments using cellular rezording, 
documented in one chapter. Although I still see methodolog- 
ical problems in the author's use of recordings of the action 
potentials of many neurons (multiunit recordings), rather 
than focusing on the well discriminated and isolated activity 
of one neuron, the trend to a cellular approach to brain activ- 
ity analysis is clear. The briefest summary of these experi- 
ments is that the researchers, recording in the thalamic nu- 
clei of brains of human patients, have found patterns of ac- 
tivity that enable them to distinguish among words of 
different degrees of familiarity and to relate their findings to 
theories of short- and long-term memory. 

That most of the data cited in this book came from human 
patients being evaluated for epilepsy or for auditory and/or 
visual prostheses gives the book both a special appeal and a 
certain sense of scientific and ethical uneasiness, waich the 
author is careful to address. The data are valuable because they 
are from humans, but they are also somewhat limited be- 
cause of the ethical considerations that prevent the extensive 
experimentation and more careful documentation that might 
have been possible with animals. The author correctly ob- 
serves that we must look to animal experiments for 7igorous 
and systematic confirmation of the hypotheses ratsed in this 
work. 

Thanks must go to the translators for rendering the reading 
of this book comfortable instead of the usual wearisome 
slogging associated with Russian scientific translations. Of 
special value is the readable review of much of the Russian 
literature not elsewhere available in translation. The book 
will especially appeal to the reader who has an interest in any 
or all of the fields of neuropsychology, neurology, EG, and 
neurophysiology or who is simply curious about how the 
Russians are attempting to relate mind and brain. The author 
concludes that elucidating the laws of the most complex 
intellectual activity is . . . the task of psychologists for today . 
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and tomorrow, but . . . for neurophysiologists the day after 
tomorrow." 


ROBERT W. MCCARLEY, M.D. 
Boston, Mass. 


The Hippocampus as a Cognitive Map, by John O'Keefe and 
Lynn Nadel. Oxford, England, Oxford University Fress, 
1978, 543 pp., $30.00. 


This is ar. important book, and I think it will be influential 
in many ways. We know more about the anatomy, physiolo- 
gy, and chemistry of the hippocampus than almost any other 
part of the brain; however, our understanding of the func- 
uons of the hippocampus is poorer than almost any other 
part of the brain. Our ignorance is even more striking in view 
of the fact that results of ablating the hippocampus seem to 
be very different in man and experimental animals. In man 
the deficit superficially appears as an inability to learn new 
things, an almost pure anterograde amnesia. In experimental 
animals, among the ways the deficit has been interpreted are 
an inability to inhibit some behaviors, an inability to recog- 
nize mistakes, an inability to learn in context, and an in- 
crease in interference in learning. 

O'Keefe and Nadel’s theory is, briefly, that the hippo- 
campus is necessary to develop cognitive structures. In non- 
humans most cognitive structures are largely spatial maps. 
Humans can deal with space in many ways. One is egocen- 
tric space: the relationship of things in space to our own 
body at one time. This is presumably handled by the visual 
and somatosensory neocortex, the superior colliculus, and 
other parts of the brain. We can also deal with space through 
isolated cues; e.g., to get to Madison Square Garden from 
Grand Central Station, walk out of Grand Central, turn right 
on 42nd Street and then turn left on Seventh Avenue to 33rd 
Street. (O’Keefe and Nadel call this a route.) A cognitive 
map is an internalized map of the relations between places 
and cues in space. A cognitive map of midtown Manhattan 
would allow the walker to get from Grand Central Station to 
Madison Square Garden by many different routes, and the 
walker would know where he or she was even if he or she 
had never been there before. 

An animal without a hippocampus has no abnormalities in 
handling egocentric space or learning and using cues to move 
in space. Indeed, the behavior of such an animal can be pre- 
dicted very well in terms of simple textbook stimulus-re- 
sponse psychology. Many of the deficits that are seen In an 
animal with a damaged hippocampus are explained by the 
hypothesis of an inability to construct cognitive maps. 

The attempt of O’Keefe and Nadel to extend their theory 
to humans is the weakest part of their book, partly because 
most of the appropriate data do not exist. In general they 
suggest that in humans the hippocampus generates not only 
spatial maps but other cognitive structures. 

One of the great weaknesses of cognitive psychology is 
that it is often too vague. In many cases the concepts are not 
well specified in behavioral terms, and there is almost no 
relation between most cognitive concepts and the brain. This 
criticism holds especially for many of the cognitive concepts 
used in psychiatry. A major contribution of this book is the 
analysis of the concept of a spatial map both in terms of spe- 
cific tests of animal behavior and in terms of organic corre- 
lates. Part cf the reason for this is that the authors review all 
of the experimental literature on the hippocampus. They 
force themselves to explicate the spatial map concept in ail 
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these specific instances. There are excellent discussions of 
the details of manv experimental tasks. This in turn gives the 
concept of spatial maps a clarity it has not had before. 

Some might think that a weakness of the book is that it is 
too ambitious. However, whether or not this is indeed a 
weakness is a matter of taste and scientific style. This book 
will, of course, be of interest to those who work on the hip- 
pocampus in man or animals, but its detailed analysis of cog- 
nitive concepts in both behavioral and organic terms gives it 
a broader importance. 


JAMES B. RANCK, JR., M.D. 
Brooklyn, N.Y. 


Treatment of Primitive Mental States, by Peter Giovacchini, 
M.D. New York, N.Y., Jason Aronson, 1979, 529 pp., 
$25.00. 


Studies of the psychoanalytic treatment of severely dis- 
turbed patients are eagerly received by those already con- 
vinced that such treatment is effective and too often dis- 
missed out of hand by those whose convictions lie else- 
where. Dr. Giovacchini's wide-ranging consideration of the 
psychoanalysis of the more severe mental disturbances is the 
product of a gifted, thoughtful, well-read psychiatrist with 30 
years of experience. This is a stimulating book that offers a 
great deal to psychiatrists of all persuasions. 

Dr. Giovacchini’s therapeutic stance is based on both de- 
velopmental and ego psychology and reflects a theory of ob- 
ject relations strongly influenced by Freud, Klein, and Win- 
nicott. Taking issue with Kohut, whose views he critiques in 
a lengthy discussion, Dr. Giovacchini believes that omnipo- 
tence, grandiosity, and megalomania represent the infant's 
defensive response to a sense of vulnerability rather than 
separate, independent aspects of development. In the open- 
ing chapter he identifies the basic theoretical issues that per- 
tain to these patients and indicates his reasons for agreeing 
with and differing from others who have explored similar 
ground. This book is not primarily devoted to theory; still, I 
wish that the author had devoted more time to detailing the 
influence of such authors as Jacobson, Racker, and Mahler 
on his thinking. Theoretical considerations are interwoven 
throughout the case presentations and discussions. This ap- 
proach results in much repetition, but it offers the reader 
many opportunities to reconsider Dr. Giovacchini's point of 
view as it is applied to different types of patients. 

Dr. Giovacchin!'s approach to seriously disturbed patients 
begins with the premise that they have been unable to adapt 
successfully to an environment perceived as threatening. Be- 
cause they have failed to integrate their self- and object-rep- 
resentations they do not usually have "symptoms that are 
the outcome of well constructed defensive mechanisms de- 
signed to maintain repression. Instead these patients reflect 
their difficulties adapting to the world around them” (p. 59). 
During their analvses, ''changes in the ego and its sub-sys- 
tems are more prominent during regression than is in- 
stinctual regression” (p. 472), and existential issues are often 
more prominent than sexual issues. Through interpretation, 
which Dr. Giovacchini believes is the essence of analysis, 
the patient becomes aware of and integrates the unperceived 
aspects of the self (self-representation), thus furthering de- 
velopment. ''I believe," the author states, “‘that there are 
innate forces within the patient which strive for states of 
higher ego integration and once hateful, constricting in- 
trojects are somehow disposed of these forces seek ex- 
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pression” (p. 389). When impasses occur in the treatment of 
severely disturbed patients who can use the analytic method 
(Dr. Giovacchini makes it clear that many cannot), the diffi- 
culty can most oiten be traced to the analyst's counter- 
transference. 

In detailed fashion Dr. Giovacchini explores, with a pri- 
mary emphasis on transference and countertransference, his 
treatment of the helpless patient (schizoid disorders), the 
hopeless patient (borderline disorders), the alienated patient 
(character neurosis and narcissistic disorders), the miserable 
patient (affective disorders), and the delusional patient (psy- 
chotic disorders). The fascinating case material is presented 
in a fashion that allows the patient to come alive and conveys 
the author's respect for his patients, his sensitivity to their 
fear of intrusion, and his constant protection of a setting in 
which a patient's right to feel as he does is not challenged. 
Dr. Giovacchini allows the reader the rare opportunity to 
enter the mind of a psychoanalyst as he struggles to under- 
stand his patient's mental functioning and its impact on his 
own psychological state. 

The book's final chapter, '" Treatment Issues," expands on 
various issues of psychoanalytic technique that the author 
tcuched on during his previous case discussions. The con- 
tract between patient and analyst, the working alliance and 
observing ego, the central role of transference inter- 
pretations, and defining the analytic setting represent some 
of the subjects he considers. A reader of this book cannot 
help but reconsider many of his or her own assumptions in 
light of Dr. Giovacchini’s discussion of the basic principles 
that underlie the psychotherapy of severe mental illness. AI- 
though the book is specifically devoted to consideration of 
"the most archaic elements of man's mind as they reveal 
themselves in profound transference regressions'" (p. 1), 
many of the tenets advanced are relevant for the treatment of 
psychoneurotic patients and for insight-oriented psycho- 
therapies less intense than psychoanalysis. 

A book of this nature is bound to raise many questions. 
For example, I am not sure whether the degree of regression 
experienced by Dr. Giovacchini's patients is necessary for a 
patient to integrate his split self- and object-representations, 
and | think that he underestimates the value of non- 
transference interpretations. However, The Treatment of 
Primitive Mental States convincingly demonstrates that the 
irteraction between patient and therapist rather than diagno- 
sis determines whether psychoanalysis is possible. This 
book is certain to be rewarding to any psychotherapist who 
endeavors to assist his or her patients to achieve greater au- 
tonomy and less constricted psychic functioning. 


DAVviD I. JosEPH, M.D. 
Washington, D.C. 


Training in Ambiguity: Learning Through Doing in a Mental 
Hospital, by Rose Laub Coser. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1979, 215 pp., $13.95. 


During 1960-1964, Dr. Coser, a sociologist, studied psy- 
chiatric residency training through observations and system- 
atic periodic interviews of residents and staff members of 
"O Brien’ Hospital, a pseudonym for a prestigious private 
psychiatric teaching hospital. Fifteen years later she now 
presents her findings in complete form. The context of this 
study takes one back to the unhurried time of three to six 
inpatient workups and individual psychotherapy prescribed 
for nearly all patients. Sophisticated psychopharmacology as 
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well as a number of other treatment modalities were not yet 
then a major part of the treatment scene. Lengths of stay, 
third-party payments, quality assurance, and patients’ rights 
were barely in evidence and certainly did not fcreshadow 
current realities. Most references for this study dat2 from the 
1940s, 1950s, and 1960s. 

The now familiar therapist-administrator spli was in- 
troduced and used extensively at this hospital. The author 
makes explicit the interesting role conflicts that vere often 
intrinsic to the hospital structure. A major source of ‘‘ambt- 
guity™ stemmed from conflicting demands and differences in 
the roles of therapist and administrator. The therzpist 1s de- 
scribed as one whose central focus is listening -o the pa- 
tient's thoughts and fantasies, while the administrator is de- 
scribed as interested in control of behavior. Individual resi- 
dents were part of this complex network of reletionships, 
and they related to patients as either therapists o7 adminis- 
trators. Senior supervisors served as role models. The au- 
thor exhaustively analyzes the resident-staff dual functions 
in this hospital. Her concepts and terminology, at times, do 
not seem to add to the understanding of the issues studied. 
For example, in discussing a resident learning ‘detached 
concern,'' the author introduces the term ‘“‘ambin>rmative’’ 
expectations, i.e., fusion of detachment and concern, which 
is an attitude needed to perform psychotherapy. Old-fash- 
ioned ‘‘empathy’’ seems much less complex. 

During and after the period of data collection, there were 
two suicide epidemics. The author examines these in the last 
two chapters, “‘Suicide and the Relations System,” and 
"Social-Structural Determinants of Anomie." TEese chap- 
ters together are a superb study of how orgenizational 
changes and concomitant loss of leadership were temporally 
correlated with suicides. These chapters would be pf interest 
and value to those who direct or work on inpatien- services, 
and the entire book would be of interest to those who had 
trained at or who were associated with ''O'Brien'' as well as 
those interested in sociological analysis of a hospital training 
program during the early 1960s. 


HARRY S. OrLi4, M.D. 
Brocktor., Mass. 


The Child in His Family, Vol. 5: Children and Their Parents 
in a Changing World, edited by E. James Anthoay, M.D., 
and Colette Chiland, M.D., Ph.D. New York, N.Y., John 
Wiley & Sons, 1978, 440 pp., $23.95. 


The substance of this volume is divided into ihree sec- 
tions. Essays on change comprise the first secion of 11 
chapters, in which authors postulate a psychology and a psy- 
chopathology of change relative to time and development. 
Commentaries on family support systems and on stress and 
coping follow, all related to change. The social policy in re- 
gard to bringing Vietnamese children to the United States is 
discussed, as are the psychological experiences of American 
children who grow up overseas in a foreign culture. This sec- 
tion concludes with a chapter on growing up in tRe sub-Sa- 
hara area of Africa. This chapter focuses on the dichotomy 
between the old tribal culture and imported Western cus- 
toms. 

The other two sections of the book consist of edited pa- 
pers from two conferences. One is the Jerusalem Conference 
of 1976 on the impact of change in the rapidly developing 
society of Israel. The other is the Ahmedabad Corference of 
1977 on the effects of change in the slowly develooing coun- 
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try of India. Considerable space in the second section is de- 


voted to two studies on the kibbutz system and the adoles- 
cents who are part of it. One traces the changing attitudes 
and signs of rebelliousness taking place over the past 10 
years in &dolescents who have grown up in the kibbutzim. 
The other discusses the ways adolescents adjust during 
times of great change in terms of overt behavior and inter- 
personal perceptual differentiation. A study of family life in 
an Arab village traces changes over 50 years. Several au- 
thors describe and discuss visits to a number of Israeli vil- 
lages. 

The Ahmedabad Conference papers are introduced by two 
general discussions of change in children. The Hindu image 
of the life cycle, changes in Indian attitudes toward child- 
rearing and parenting, and changes in Indian village society 
in terms of their impact on child development are all dis- 
cussed, as is the modernization process in the Indian adoles- 
cent girl and the changes in Indian family life. 

Collectively, the papers in this volume offer much to read- 
ers interested in child development and in the sociology of 
change across generations as it affects the growing child. It is 
a valued addition to an already highly useful series. 


JOSEPH M. GREEN, M.D. 
Madison, Wis. 


Coronary-Prone Behavior, edited by Theodore M. Dem- 
broski, Stephen M. Weiss, Jim L. Shields, Suzanne G. 
Haynes, and Manning Feinleib. New York, N.Y., Springer- 
Verlag, 1978, 236 pp., $14.80. 


"Hecticness may be one of the great banes of the Western 
world. Repose is rarely to be found” (1). This comment from 
a review of the recent film China Syndrome may have more 
than philosophical importance. In the last 20 years the con- 
cept has been evolving of a Type A behavior pattern, one 
that makes an individual more likely to develop coronary ar- 
tery disease. The Type A pattern consists of three character- 
istics: hard-driving and competitive, extremely job-involved, 
and impatient to finish tasks as quickly as possible. The pres- 
ence of these characteristics doubles a person’s risk for cor- 
onary heart disease. 

Coronary-Prone Behavior is an attempt by the National 
Heart, Lung, and Blood Institute to summarize the state of 
knowledge in this area by having eminent researchers review 
the relevant literature and produce a series of position pa- 
pers. There are five sections: 1) association of the coronary- 
prone (Type A) behavior pattern with coronary heart dis- 
ease, 2) assessment of coronary-prone behavior, 3) mecha- 
nisms linking behavioral and pathophysiological processes, 
4) developmental and cultural considerations, and 5) behav- 
ioral intervention. Each section begins with a summary of 
about 10 pages, followed by three to five short articles on the 
topic. Thus, one could read only the summaries and have an 
excellent, concise overview of the field. The individual arti- 
cles are or variable readability and interest, depending in 
part on the reader's orientation and training. Some are heavi- 
ly statistical and epidemiologic; others describe particular 
areas of research in a more discursive manner. It is clear 
throughout that the authors are the most noted in the field, 
which gives this volume an authoritative stamp. 

The observation that the Type A behavior pattern is a con- 
comitant of success in our society poses a dilemma for the 
psychotherapist. One study (2) found that Type A individ- 
uals have a high income and job rank and have experienced a 
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rapid rate of rise to these levels. Another study (3) found that 
61% of managers from a group of Canadian companies could 
be classified as Type A individuals and that there was a ten- 
dency for companies with higher growth rates to have more 
Type A managers than companies with lower growth rates. 
Although cause-and-effect relationships are not proven, it 
seems likely that Type A behavior is rewarded in our so- 
ciety. However, Judith Cohen's contribution, "The Influ- 
ence of Culture on Coronary-Prone Behavior," is relevant 
here. Describing observations on the Japanese and Japa- 
nese-Americans, Dr. Cohen notes that they "value educa- 
tional achievement and hard work, but cooperatively rather 
than competitively... . Rewards. . . are defined in terms of 
working with others toward a common goal, rather than, as 
in Western culture, competing with others to reach a person- 
al goal’’ (p. 193). She found that Japanese-Americans were 
significantly more likely to develop coronary heart disease 
only if they scored high on the competitive and hard-driving 
behavioral factor, which would indicate a change to a more 
Western attitude. This suggests that socioeconomic success 
may be achievable without increased coronary risk, if 
reached by means of cooperative, group-oriented effort. 

In another provocative article, David Glass discusses the 
research on his hypothesis that Type A individuals respond 
to environmental stressors with a struggle for control. Glass 
presents evidence that uncontrollable stress, particularly in 
the form of loss (death of a close family member, being fired, 
large decline in financial status), in conjunction with the 
Type A pattern, is significantly associated with hospital- 
ization for coronary heart disease. Loss without the Type A 
paitern is associated significantly with noncoronary hospital- 
izations. 

The work described in this book represents one aspect of 
the burgeoning field of behavioral medicine. Its relevance to 
the psychotherapist is evident. Helping patients to minimize 
Type A behavior is likely to decrease their risk for coronary 
heart disease. Suinn and Gentry discuss initial efforts to car- 
ry out controlled trials of this hypothesis. 

This book represents federal dollars well spent. I recom- 
mend it strongly to those who want a concise, accurate dis- 
cussion of this important field, one that has considerable 
relevance for behavioral or cognitive-psychodynamic treat- 
ment of coronary-prone patients. 
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Child Analysis and Therapy, edited by Jules Glenn, M.D. 
New York, N.Y., Jason Aronson, 1978, 748 pp., $30.00. 


This volume, a compendium of articles by prominent child 
analysts, is an encyclopedia of child analysis. It provides a 
historical review, the technical aspects of the art, indications 
for analysis, adjuncts to analysis, and the application of ana- 
lytic principles to other aspects of child therapy. It is closely 
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knit, carefully edited, and thoroughly instructive. The edi- 
tor's enthusiasm exudes from the volume. A scholarly prod- 
uct, the book is not the usual collection of papers but a well 
considered, thoughtful presentation that serves as a defini- 
tive work on its subject. 

The editors emphasize two approaches to child analysis 
and therapy: 


In one section we would describe children of different 
levels of maturity—prelatency, latency, and pre- 
adolescence—and demonstrate in detail how the devel- 
opmental point of view influences technique. Then, pur- 
suing a second approach, we would cut across develop- 
mental lines and discuss the analytic process from the 
consultation procedure through the termination of treat- 
ment. (p. xili) 


The editors achieve their objectives. 

The various authors examine many technical aspects of 
analysis. For instance, the complicated process of transfer- 
ence is discussed at length, and many pages throughout the 
volume are devoted to the arguments for and against the con- 
cept of transference. Countertransference, on the other 
hand, is hardly covered at all. The voluminous literature on 
the subject is barely mentioned: ''Most young child analysts 
experience some of these reactions [countertransference], if 
only transiently. These reactions are usually modified, and 
worked through in the process of the candidate's training in 
child analysis'' (p. 230). 

The various chapters on technique, such as work with par- 
ents (which presents a somewhat limited approach), dreams, 
gifts, and frustrations, provide welcome insights into analyt- 
ic work with children. There is an excellent summary chap- 
ter on Melanie Klein's contributions to child analysis. Four 
chapters on the application of the principles of child analy- 
sis— prevention in infancy, diagnosis, child therapy, and 
treatment of psychotic children — demonstrate how dynamic 
principles are applicable to the treatment of various condi- 
tions. All people who work with children and parents will 
benefit from careful reading of this section. 

Finally, there is a historical account of child analvsis in the 
United States. Much has been accomplished by this dis- 
cipline, and we hope more will be in the future. The author of 
the chapter on history decries the hindrance to the develop- 
ment of child analysis in the United States by the older Euro- 
pean analysts, who ''became rigid and inflexible regarding 
the practice of child analysis" (p. 720). It would be unfortu- 
nate if the present generation became burdened by certainty 
in their approach and retreated to a similar stance: ‘“The ana- 
lyst is in a better position to make correct interpretations, 
whereas a psychotherapist is more likely to make in- 
complete, incorrect or inexact interpretations which may, 
nevertheless, be helpful’ (p. 59). This volume would have 
been enhanced by a discussion of research and research di- 
rections. How effective is child analysis? Are the results bet- 
ter or worse than one-, two-, or three-times-a-week psycho- 
therapy conducted by an analyst or a nonanalyst? What have 
been the research findings as to outcome? Many nagging 
questions like these need resolution. 

Child analysis has much to teach us from its prospective 
studies of developmental stages of childhood, but not if we 
are blinded by sectarian fervor, evidenced by such state- 
ments as, "Sigmund Freud . . . whose work adumbrated the 
liberation of women ..." (p. 3), or the claim that Piaget 
elaborated Freudian phenomena (p. 171). 

This volume deserves careful reading. It provides a pan- 
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oply of insights into the psychoanalytic framework bf devel- 
opment and treatment of children. It is a welcome encyclo- 
pedia of the child psychiatry literature. 


IRVING PHiLip§ M.D. 
San Francisco, Calif. 


Mental Illness in Pregnancy and the Puerperium, edited by 
Merton Sandler. New York. N.Y., Oxford University Press, 
1978, 119 pp., $16.95. 


This small book presents sophisticated data in a dis- 
armingly simple manner. The brevity and clarity of style sig- 
nals the expertise of each contributor. A sense of dynamic 
movement with regard to our understanding of the complex 
topic of mental illness during pregnancy and the pu2rperium 
is conveyed by the fact that each chapter is written by a dif- 
ferent researcher who includes some of his or her recent 
(1977-1978) work. The vast bibliography has the additional 
advantage for American readers of an extensive revizw of the 
British and other European literature. There is also ar. excel- 
lent representation of articles published in Amerizan jour- 
nals. It is possible that this book will be outdated when the 
results of new research are reported. I hope the authors in- 
cluded in this volume will be the ones who produce the next 
volume on this topic. 

The book strikes a delicate balance in its approach: to the 
biological, social, and psychological correlates of m2ntal and 
emotional illness during pregnancy and the puerperun. The 
authors present evidence that supports three major hypothe- 
ses about the part childbirth plays in emotional and mental 
disturbance: childbirth is a source of significant str2ss origi- 
nating in such physical factors as hormonal disturbance, 
hemorrhage, and eclampsia or in psychological factcrs that 
can cause external stress, such as unwanted pregnency, and 
internal stress, such as the difficulties of adjusting to the ma- 
ternal role. Childbirth is only one of a number of possible 
precipitants of mental and emotional illness that occur within 
a personal background of inherited or acquired cheracter- 
istics that predispose to mental illness, particulary to psy- 
chosis. Finally, there may be physical or personality defects 
in the pregnant woman thai relate specifically to sexual and 
reproductive life. All of the authors emphasize thet the so- 
matic features of depression (disturbance of sleep. appetite 
malfunction, and loss of libido) are frequently associated 
with endocrine and other metabolic disorders. However, 
when they try to pinpoint an essential lesion aricng the 
known biological correlates for clues to etiology, :here are 
many difficulties. It is against this background of uncertainty 
that the authors analyze the biological correlates of mental 
illness in relation to childbirth. 

The scope of the book can be illustrated by a few examples 
of the research. The role of monoamine oxidase (MA) may 
be of particular importance in the female reproductive sys- 
tem because the MAO activity in the human endometrium 
fairly suddenly switches on about the 21st day of tbe men- 
strual cycle. This effect corresponds to peak plasma pro- 
gesterone levels. As Sandler points out, it is teripting to 
speculate that such alterations in activity play a role in the 
depressive features that are sometimes manifest ir the pre- 
menstruum. If this is a significant relationship, one would 
expect a similar clear relationship between the sudien drop 
in progesterone in the postpartum period and depression. It 
does not exist. 

Kumar and Robson analyze the social and psychological 
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causes of depression during pregnancy. Their study and oth- 
er reports indicate that women may be depressed for a varie- 
ty of reasons during pregnancy. Furthermore, any woman 
may be depressed at different times during her pregnancy. 
For example, depression is more common during the first 
trimester in a primipara who has had a legal or an illegal 
aborton. This depression abates during the latter part of 
pregnancy. It appears to be a process of mourning the abort- 
ed fetus. During the second and third trimester the sources 
of de»ression are related to major life events, such as be- 
reavement and major illness in close family members. Neu- 
rotic disturbance in the three months after childbirth corre- 
lates with childhood separation, particularly loss of the 
mother before 11 years of age, current difficulty with par- 
ents, marital discord, infertility problems for several years 
before the pregnancy, and the woman's being older than 30 
years of age. The singular importance of the social support 
system is documented by a study in Uganda, where polyg- 
amy is common. A 10% rate of mental disturbance occurred: 
the most significant psychosocial factor was separation from 
the husband. 

In this International Year of the Child, it seems particular- 
ly appropriate that the final two chapters of this book focus 
on the physical and mental health of the child. An emotional- 
ly and mentally disturbed woman can scarcely be expected 
to fulnll the basic needs of her child for love, affection, and 
understanding. She requires appropriate psychotropic medi- 
catior. before and after delivery of the baby. There is cur- 
rently no firm evidence as to the deleterious effects of such 
drugs on the baby. However, the discrepancies between 
some research results in animals and in children with regard 
to drugs is an indication of the need for more research and 
for prescribing drugs only if absolutely necessary. This clas- 
sic bcok presents some aspects of our current knowledge 
about essential factors that undergird the future of all so- 
cieties. 


NANCY C.A. RoEsskE, M.D. | 
Indianapolis, Ind. 


The Chronic Mental Patient: Problems, Solutions, and Rec- 
ommendations for a Public Policy, prepared by the American 
Psychiatric Association Ad Hoc Committee on the Chronic 
Mental Patient; edited by John A. Talbott, M.D. Washing- 
ton, L.C., APA, 1978, 259 pp., $11.00. 


This volume reports the findings of a national conference 
on the chronic mental patient held in Washington, D.C., in 
January 1978. It represents a landmark effort that gained mo- 
mentum from the timely convergence of many factors. One 
of the most important has been decreasing the size of state 
hospitals and the release of large numbers of patients to of- 
ten ncnexistent community services. This has focused long 
overd 1e attention on the plight of chronically ill patients—a 


group that often falls through the cracks in the mental health 


care system. 

The authors comprehensively review every aspect of the 
care cf this severely impaired group. The book is divided 
into 7 topical areas reflecting the organization of the confer- 
ence. These include 1) a definition of chronicity, 2) an as- 
sessment cf the needs of chronically ill patients, 3) a descrip- 
tion o? the range and an evaluation of existing programs, 4) 
the pros and cons of case management, 5) financial concerns, 
6) issues of accountability, responsibility, and coordination, 
and 7) civil rights of these patients. Overall, the book is read- 
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able, substentive, and comprehensive. The gathering into 
one volume of extensive data, resource materials, and theo- 
retical issues describing existing problems, potential solu- 
tions, and obstacles to these solutions is a major contribution 
that will be useful to everyone concerned with chronically ill 
patients. One hopes that it will provide a much-needed 
framework for continued research, program development, 
and administrative change. 

Underlying many of the recommendations in this volume 
is the recognition that the mental health provider must once 
again assume the traditional role of caretaker. The authors 
remind the reader repeatedly that the medical model is only 
one component of a total care system and that the needs of 
chronic patients go far beyond their requirement for psycho- 
tropic drugs. Caretaking falls under the rubric of a psycho- 
social rehabilitation model that implicitly addresses quality 
of life issues. 

The problems of this group and the obstacles to change are 
overwhelming, and so are the recommendations and pro- 
posals for a new public policy. Gordon Paul states that ''any- 
thing less than a major overhaul of the current system is 
likely to be ekin to treating chicken-pox by the application of 
band-aids"' (p. 120). The process of change that would result 
in the necessary modification of the current system, how- 
ever, is not clearly delineated. The attempt to implement the 
goals of com.munity mental health and deinstitutionalization 
should have taught us several valuable lessons—that sys- 
tems are relatively impervious to rapid change without dele- 
terious effects and that they seem to have a life of their own 
despite idealism and good intentions. Moreover, in the pro- 
cess of development of a system a variety of covert and not 
originally intended functions are served. For example, dein- 
stitutionalizetion did not fully account for the function of 
asylum provided by the large hospital. 

To change the current system so that it provides care for 
chronically ill patients, attainable goals should be defined, 
including the specification of a realistic timetable. Only with 
a clearly artizulated blueprint describing the methods, costs, 
and ramifications of change can serious pitfalls be avoided. I 
hope that the process of implementation will be addressed in 
the same pamstaking and comprehensive manner as the dis- 
cussion of the needs of the chronic patient in this volume. 


ELLEN BASSUK,. M.D. 
Boston, Mass. 


The Art of Medicating Psychiatric Patients, by John R. Lion, 
M.D. Baltimore, Md.. Williams & Wilkins Co., 1978, 146 
pp., $13.95 (paper). 


This boox is a welcome addition to the psycho- 
pharmacologic literature. Dr. Lion masterfully succeeds in 
"bridging the gap between research psychopharmacologic 
literature and anecdotal accounts of drug use as transmitted 
by teaching practitioners.” The structure of the book con- 
sists of four broad chapters using a series of case examples in 
which the basic principles of pharmacology are presented 
and adapted to the psychotherapeutic context. The emphasis 
on the relationship between the objective orientation of giv- 
ing drugs and the subjective aspects of the patient's transfer- 
ence responses and individual dynamics is consistent 
throughout. 

The author carefully follows his own plan of presenting an 
approach to medication. The book gives a sound overview of 
pharmacologic principles, but it is most effective at impart- 
ing a feeling for the interaction among the various themes of 
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giving medication. These goals are best achieved by reading 
the book, as the author suggests, in a few sittings. 

The volume's organization is simple. The first two chap- 
ters, ‘‘Thought Disorders" and "' Affective Disorders,” are 
the most thorough and effective. By using these broad cate- 
gories the author's narrative is enhanced, but he sacrifices 
detail and emphasis in certain areas. For example, there is 
little discussion of the important and difficult subject of man- 
aging sleep disorders. The third short chapter, ‘*Behavior 
Disorders," covers a broad range of disparate topics, from 
alcoholism and drug abuse to the childhood disorders, in- 
cluding minimal brain dysfunction, hyperkinesis, and school 
phobias. This chapter is somewhat less effective because it is 
shorter and because it covers such a broad range of subjects, 
sometimes without the case examples that are so helpful in 
chapters one and two. The last brief chapter, "Questions 
and Comments About Drugs,” uses a series of questions and 
answers to emphasize the psychotherapeutic issues encoun- 
tered in patients taking drugs. 

This book gives a surprisingly complete set of principles 
for pharmacotherapy, with only a few weak sections. Most 
important, the book provides a rich therapeutic context for 
the role of giving medicine. 


STEPHEN C. SCHOONOVER, M.D. 
Boston, Mass. 


Understanding Sexual Attacks: A Study Based Upon a Group 
of Rapists Undergoing Psychotherapy, by D.J. West, C. Roy, 
and Florence L. Nichols. London, England, Heinemann Ed- 
ucational Books, 1978, 175 pp., $25.95; $8.95 (paper). 


This small but impressive volume addresses rape from the 
clinical perspective of the offender in a concise and system- 
atiz way. Although considerable attention has been focused 
over the past decade on the victim of sexual assault, relative- 
ly little dependable information has been available in regard 
to the offender. This book helps close some of the gaps in our 
knowledge of the dynamics of men who rape and makes an 
important contribution to the state of knowledge that is slow- 
ly growing regarding this dangerous sexual psychopathy. 

The book is based on a close study of the motives and 
circumstances of 12 chronic rapists, as revealed in the con- 
text of intensive group psychotherapy at a security treatment 
center in Canada. Although one might question the general- 
izability of findings derived from so small a sample, I am 
convinced that a great deal can be learned from the intensive 
study of even a single case. Therefore, it does not surprise 
me that many of the basic observations presented in this text 
are consistent with my own findings based on clinical work 
with more than 500 men who have committed sexual assault 
(1). 

West and associates examine their 12 subjects with regard 
to several basic issues: 1) the role of early family influences 
in the genesis of criminal sexual behavior, 2) a feeling of im- 
paired masculinity with respect to the social and sexual re- 
sponsibilities of adulthood, which undermines the offender’s 
psychological functioning, 3) the interplay between stressful 
situations and personality defects, which ultimately results 
in the offense, and 4) the manner in which the offender gains 
access to his victim and commits the assault. 

The bulk of the text consists of narratives by the 12 sub- 
jects focusing on each of these central issues. This allows the 
reader direct exposure to the thoughts, feelings, ideas, and 
perceptions of the offenders. The point of view that the au- 
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thors present most persuasively is that their subjects were 
suffering from an inferiority complex centered on irsecurity 
regarding their masculinity. 


The origins of this complex, it is suggested, are trace- 
able to inappropriate upbringing, hindrances to child- 
hood social development, especially in the sphere of 
sexual relationships, and unfortunate incidents later in 
life that serve to aggravate rather than ameliorete the 
tendency to irrational anxieties and unrealistic atitudes 
toward women. . .. The man who has an urge to zape is 
often the man who feels at a disadvantage with women. 
(p. 125) 


The authors dispel the ideas of a seductive or rejecting 
mother and of a domineering or covertly hostile wre as sig- 
nificant contributory factors in generating sexual assault. In 
fact, they pay eloquent attention to the traumatic impact of 
the crime on the spouse of the offender. It 1s therefore dis- 
tressing—and a major defect in an otherwise 2xcellent 
work—to find the authors saying of the victims of -ape that 
"some girls are incautious to the point of culpabaity. . . . 
Offenders are not always without justification when they de- 
scribe a hitch-hiker's behavior as provocative” (p. .23). Un- 
fortunately, what Understanding Sexual Attacks does not 
state clearly is that rape is first and foremost an a2gressive 
offense, prompted more by anger and power than ty desire. 
It is a pseudosexual act. It is sexual behavior in the service 
of nonsexual needs. Although this is evident in the case ma- 
terial presented, the authors depart from the subjects studied 
and state that ‘‘many ordinary rapes are primarily pleasure- 
seeking acts’’ (p. 147). Fortunately, the seriousness of this 
lapse is Somewhat mitigated by the strong and predominant 
emphasis the authors place on rape as a distortion of human 
sexuality, as a product of defects in human development and 
life-management skills. 

The authors interweave their findings with others in the 
literature on sexual assault, and in a chapter titled ‘“Varieties 
of Sex Offender” they address some of the social, cultural, 
and legal dimensions of this problem. In clarifying the distin- 
guishing characteristics of their subsample of men who rape, 
the authors also suggest that such dangerous sexual of- 
fenders are potentially treatable. In a final chapter they de- 
scribe the treatment process (group psychotherapy and out- 
line the difficulties inherent in doing such work in the segre- 
gated and highly structured environment of a prison. In 
addition, they compare their efforts with those of other treat- 
ment programs reported in the literature. The authors make 
no claim of success or remedy for their subjects. V/hat they 
offer instead is a concise and realistic description of the 
many complex variables that interfere with arriving at a de- 
pendable evaluation and positive treatment outcone. 

All in all, West and associates have produced an excellent 
work that contributes significantly to an understanding of 
sexual assault from a clinical perspective. It should be basic 
reading for anyone whose work brings them into contact 
with rape offenders or victims of rape. 
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Clinical Interpretation of Objective Psychological Tests, by 
Charles J. Golden, Ph.D. New York, N.Y., Grune & Strat- 
ton, 1979, 226 pp., $17.00. 


The purpose of this brief, easy-to-read volume is to pre- 
sent the basic clinical knowledge and strategies necessary 
for the competent use of many of the most widespread and 
important objective psychological tests for adults. The tests 
were selected from four major areas: intelligence, achieve- 
ment, personality, and organic brain dysfunction. Almost 
half o? the text is devoted to the latter topic, which not 
coincidentally is the author's main area of expertise. 

The first two chapters deal with the Wechsler Adult In- 
telligence Scale (WAIS) and alternative tests of intellectual 
performance. The author is acutely aware of the assets and 
liabilites of these instruments and cautions that WAIS pat- 
terns te used only for intellectual and not personality assess- 
ment. He discusses theoretical issues with regard to the in- 
terpretation of IQ scores in a cogent manner without the usu- 
al esoteric overideation. 

The next chapter provides a discussion of administration, 
scoring, and interpretation of the Wide Range Achievement 
Test and the Peabody Individual Achievement Test. Both 
instruments evaluate major areas of educational achieve- 
ment and can be administered quickly by nonprofessionals. 
The primary advantage of the Peabody test lies in its appli- 
cability to a handicapped population. The author provides a 
brief iatroductory discussion of the overinclusive and con- 
troversial concept of learning disabilities. 

The next two chapters focus on personality tests, the well- 


known MMPI and the Sixteen Personality Factor Test (16 - 


PF). Itis not clear why the author chose the 16 PF in view of 
the exclusion of other related tests, except possibly because 
the MMPI measures self-reports of subjective and behavior- 
al manifestations of psychopathology and items on the 16 PF 
are coacerned with adjustment within the normal range. 

The author writes of the MMPI as if it were an object of 
veneration: static, sacrosanct, and inviolable. He fails to 
present the critical deficiencies of this instrument, primarily 
that the scales were derived from groups classified under an 
outmoded Kraepelinian nosology with norms that are 
anachronistic and that code-type interpretation is rudimen- 
tary and diiferential diagnoses weak. Several case examples 
are provided and interpreted in an elementary manner on the 
basis of one or two of the highest scale elevations without 
consideration of the entire profile and integration of critical 
demographic and historical data. 

The 16 FF purports to measure functional unitary source 
traits representing the main dimensions of the normal per- 
sonality. Because the scales are factorially pure, a less com- 
plex interpretive system is available for it than for the 
MMPL The author presents brief case examples. This chap- 
ter will have limited appeal to those interested in psycho- 
pathology and differential diagnosis. 

The five chapters on neuropsychological testing begin with 
a discussion of two pencil and paper tests, the Benton Visual 
Retention Test and the controversial Bender-Gestalt Visual- 
Motor Test. Although normative data are available for the 
Benton, scoring systems abound for the Bender, resulting in 
a lack of an accepted and verified manner of interpretation 
and reduced diagnostic reliability. The author emphasizes 
that the most efficacious use of each of these tests is to gen- 
erate and confirm hypotheses in coordination with other 
tests and clinical interviews. 

The next chapter presents several less well-known neu- 
ropsychological tests, such as the Token Test, the Purdue 
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Pegboard Test, the Stroop Color and Word Test, the Memo- 
ry for Design Test, the Wechsler Memory Test, and the Hoo- 
per Visual Organization Test. The current literature supports 
the author's premise that no one test of organicity is suf- 
ficient for the diagnosis of an organic disorder and that no 
combination of tests receives widespread support. He pre- 
sents comparative case examples of several screening bat- 
teries. 

The next chapter is an extremely lucid, articulate presen- 
tation of the popular Halstead-Reitan neuropsychology bat- 
tery. This illuminating chapter summarizes in a cogent man- 
ner and makes accessible a vast amount of literature without 
psychometric jargon. However, although this battery is ex- 
tremely sensitive to cerebral dysfunction, the manpower and 
time it requires often preclude its administration. 

The concluding chapter focuses on an alternative to the 
lengthy Halstead-Reitan battery, namely, Luria’s neuropsy- 


‘chology battery. This battery uses a series of tests designed 


and adapted for the needs of the individual patient. The tests 
used for any patient depend on what deficits are seen or ex- 
pected by the clinician and the purpose of the examination. 
Although this battery is significantly less expensive and 
time-consuming to administer than the Halstead-Reitan, it 
lacks extensive validation support and has not been sub- 
jected to the testing-ground scrutiny necessary to validate its 
utility. 

At times the presentation and accompanying illustrative 
examples for each chapter seem simplistic, cursory, and 
lacking in clinical sophistication so that one is not provided 
with a respect for the complexity of clinical interpretation of 
psychologica_ tests. The author fails to convey a message of 
caution. Knowledge of a test is not sufficient. Confidence in 
one’s ken car. beguile, resulting in a misuse of a test by those 
who lack the requisite training and experience. Therefore, 
judicious use of this book as a guide will be valuable, but 
haphazard use could be less than desirable. It will provide 
the nonpsychologist some idea of what would otherwise be 
an overwhelming mass of research and clinical data. 


CHARLES S. NEWMARK, PH.D. 
Chapel Hill, N.C. 


Group Psychotherapy: Theory and Practice, 2nd ed., by Hugh 
Mullan and Max Rosenbaum. New York, N.Y., Free Press 
(Macmillan Publishing Co.), 1978, 409 pp., $17.95. 


In 1962, when the first edition of this book was published, 
two conditions were different. There was less competition 
for respectability in the group therapy literature, and the ear- 
lier edition was considerably more modest and carefully pre- 
pared. Consequently, I feel some responsibility to guard the 
unsuspecting against an assumption that the recently pub- 
lished edition deserves the acceptance and popularity en- 
joyed by its predecessor. The book is gravely flawed. 

Purported by the authors to present a systematic account 
of a group psychoanalytic approach and to bring together 
diverse trends and methods in the expanding field of group 
psychotherapy, the book fails on both counts. As for the 
psychoanalytic promise, although certain fundamentals of 
theory are mentioned (e.g., transference development, man- 
agement of regression, and attention to resistances), the clin- 
ical material presented violates more canons than just those 
of psychoanalysis. Hopes that these authors would answer 
anv of the many difficult questions about how psychoanaly- 
sis can be practiced in a group were quickly dispelled. The 
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water level falls far below such useful and challenging con- 
siderations, and I think it best to let the book speak for itself. 
From the chapter on the first group meeting: 


Because of my concern with the hazards of smoking, 
there are no ashtrays available. On occasion, confirmed 
smokers become agitated when they want to smoke. À 
simple statement of concern for health is all that is 
needed to motivate the patient to spend a therapy ses- 
sion without smoking. The point is that it should not be 
experienced as a prohibition, but as a statement of con- 
cern. A statement such as, '' We shall be spending much 
tme together and as we work toward your change, I 
don't want to see you develop lung cancer” often brings 
forth a smile. (p. 103) 


Such paternalistic manipulation in the guise of therapy is a 
serious abuse of medical authority. 

One of the authors' patients, Tom, quit therapy without 
discussing it with the group or the therapist. The authors do 
not discuss this event as perhaps resulting from improper 
preparation for the group meetings, or as a possible error in 
diagnosis, or as an occasion to address the special problems 
in effecting a therapeutic alliance in group work. The reader 
is simply told that the therapist wrote to Tom: ‘It would 


seem to me by this time that you would realize that your — 


treatment is more important than the other activities in your 
life. ... I suggest most strongly that you continue your 
treatment indefinitely." In response to Tom's polite and re- 
flective letter of refusal the authors comment ominously: 
"Tom's reply suggests a flight from treatment because of ex- 
treme anxiety. His refusal to be present during an extended 
session suggests his inability to risk, which would lead to 
inevitable [sic] change” (p. 142). 

The following was said to a group of patients, including 
one named Sally, at a group meeting preparatory to an ex- 
tended therapy session: ‘‘Sally, my patience has worn thin 
but this is not allowed [sic] because I must act as the thera- 
pist and you, Sally, as the patient. . . . She [Sally] comes 
across to me as a scared, stubborn, little girl... . I for one 
don't want and mustn't have her silence any more” (p. 138). 
Mullan bullies not only his patients but his readers as well. 
He writes that a therapist who has been unaffected in his or 
her practice by sensitivity and encounter methods is one 
who ''presents a much-too-rigid doctrinaire attitude and suf- 
fers from an ‘ivory tower’ syndrome.” The author continues 
even here to manipulatively abuse the Aesculapian privilege 
of diagnosing: '' We would expect that at the root of [the rigid 
doctrinaire therapist’s] irreconcilable attitude is not his 
stated fear of the limitations of an approach which mixes two 
therapies but, rather, his personality structure which refuses 
to permit him to budge” (p. 134). It follows, unhappily, from 
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the Olympian stance of the authors that their therapeutic 
claims should combine vagueness with immodesty: '' A total 
change in the personality by way of sufficient regression fol- 
lowed by reconstruction . . . is achieved if there is sufficient 
interaction in the therapy group with free associatien activi- 
ty" (p. 45). 

The last eight chapters of the book constitute a section on 
alternate group methods that has no unifying point cf view or 
connecting thread to assist the reader through the diversity 
of theory and data. The chapters are uncoordinated and have 
been written by authors in apparent ignorance of each other. 
Magda Denes-Radomisli's brief and clear exposition on the 
Gestalt group is a bright spot in a dismal sea. 

Offered in the marketplace as a textbook on group psycho- 
therapy, the book invites comparison with other »coks so 
used. Without attempting anything comprehensive by way of 
comparison, Yalom's popular volume The Theory and Prac- 
tice of Group Psychotherapy (1) highlights the failures of 
the book under review. Yalom is clear, concise, nonpros- 
elytizing, nonmanipulative, and authoritative witheut being 
authoritarian. On every count, the second edition cf Mullan 
and Rosenbaum's book compares unfavorably, even with its 
own first edition. 

Beyond the book’s failure to achieve its stated goals, it is 
discouraging to realize that the seminal works of men like 
Jerome Frank (2), Thomas Szasz (3), and Seymou- Halleck 
(4), to name but a few who have written on the uses and 
abuses of therapy as persuasion, coercion, and manipula- 
tion, have gone unheeded by two senior and publisaed clini- 
cians. Despite their wealth of experience, their second book 
fails both as a summarizing textbook and as a ‘‘stete of the 
art" statement. It may seem tangential to attend tc faults in 
theory in a book so flawed in technique, but this volume sup- 
ports the proposition that adherence to some interrally con- 
sistent theory is essential to any scientific enterprise. With- 
out an organizing intellectual discipline, disorder reigns, 
and, in the behavioral sciences, that disorder all to» often is 
manifested as preaching or unintended self-revelation. This 
book offers full measures of both. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Social Psychology and Discretionary Law, edited by Law- 
rence Edwin Abt, Ph.D., and Irving R. Stuart, Ph.D. New 
York, N.Y., Van Nostrand Reinhold (Litton Educational 
Publishing), 1979, 365 pp., $18.50. 


Personal Construct Theory: Concepts and Applications, by 
J.R. Adams-Webber. New York, N.Y., John Wiley & Sons, 
1979, 228 pp., $24.50. 


Community Development Research: Concepts, Issues, and 
Strategies, edited by Edward J. Blakely. New York, N.Y., 
Human Sciences Press, 1979, 219 pp., $7.95 (paper). 


Mental Health in the Nursing Home: An Educational Ap- 
proach for Staff, edited by David Blau, M.D., and Anne O. 
Freed, M.S.W. Brookline, Mass., Boston Society for Ge- 
rontologic Psychiatry, 1979, 138 pp., $5.00 (paper). 


Autonomy Psychotherapy: Authoritarian Control Versus Indi- 
vidual Choice, by Lucien A. Buck, Ph.D. North Quincy, 
Mass., Christopher Publishing House, 1979, 106 pp., $7.95. 


Therapeutic Dance/Movement: Expressive Activities for Older 
Adults, by Erna Caplow-Lindner, Leah Harpaz, and Sonya 
Samberg. New York, N.Y., Human Sciences Press, 1979, 
275 pp., $6.95 (paper). 


Reparenting Schizophrenics: The  Cathexis Experience. 
Schizophrenics in Treatment: An Ethnographic Study of Rit- 
ual Healing and Svmbolic Action, by Elaine Childs-Gowell, 
R.N., Ph.D. North Quincy, Mass., Christopher Publishing 
House, 1979, 257 pp., $12.95. 


Cults and Cons: The Exploitation of the Emotional Growth 
Consumer, by Kenneth Cinnamon and Dave Farson. Chi- 
cago, Ill., Nelson-Hall, [979, 104 pp., $9.95; $5.95 (paper). 


Hospice: Prescription for Terminal Care, by Kenneth P. Co- 
hen, Ph.D., M.P.H. Germantown, Md., Aspen Systems 
Corp., 1979, 285 pp., $22.75. 


Binge! by Dr. Ronald Jay Cohen. New York, N.Y., Macmil- 
lan Publishing Co., 1979, 144 pp., $6.95. 


I and That: Notes on the Biology of Religion, by Alex Comfort, 


M.B., B.Ch., D.Sc. New York, N.Y., Crown Publishers. 
1979, 156 pp., $6.95. 
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Making It in Medical School, by Robert H. Cocmbs and 
Joanne St. John. New York, N.Y., SP Medical & Scientific 
Books (Spectrum Publications), 1979, 159 pp., $10 00; $4.95 


(paper). 


Modification of Pathological Behavior: Experimenta! Analyses 
of Etiology and Behavior Therapy, edited by Robert 5. David- 
son, Ph.D. New York, N.Y., Gardner Press (Halsted Press, 
John Wiley & Sons, distributor), 1979, 556 pp., no vrice list- 
ed. 


Hemisphere Function in the Human Brain, edited by Stuart J. 
Dimond, M.A., Ph.D., and J. Graham Beaumont. M.Phil., 
Ph.D. Salem, N.H., Paul Elek, 1979, 382 pp., $27.52. 
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cal & Scientific Books (Spectrum Publications), 1979, 465 
pp., $50.00. 
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lications), 1979, 378 pp., no price listed. 
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& Febiger, 1979, 509 pp., $16.00 (paper). 


Man Is Moral Choice, by Albert H. Hobbs. New Rochelle, 
N.Y., Arlington House, 1979, 431 pp., $9.95. 
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Philosophical Library, 1979, 230 pp., $13.95. 
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James and R.P. Snaith. London, England, Gaskell Press, 


1979, 151 pp., £5.00 (paper). 
lh, ona Approach to Child Language: À Study oi De- 


terminers and. Reference, by Annette Karmiloff-Smith. New 
York, N.Y.. Cambridge University Press, 1979, 251 pp., 
$29.95, 


The Courage to Live, by Ari Kiev, M.D. New York, N.Y., 
Thomas Y. Crowell, 1979, 144 pp., $7.95. 


Advances in Ferinatal Neurology, Vol. 1, edited by Rowena 
Korobkin, M.D., and Christian Guilleminault, M.D. New 
York, N.Y., SP Medical & Scientific Books (Spectrum Pub- 
lications), 1979, 280 pp., no price listed. 


The Handboox of Health Education, edited by Pete-: M. 
Lazes, Ph.D. Germantown, Md., Aspen Systems Corp., 
1979, 412 pp., no price listed. > 


The Craft of Dying: The Modern Face of Death, by Lyn H. 
Lofland. Beverly Hills, Calif., Sage Publications, 1978. 119 
pp., $7.95. 


Partial Hospitalization: A Current Perspective, edited by Ray- 
mond F. Luber. New York, N.Y., Plenum Press, 1979. 197 
pp., $23.50. 


Community D2cision Making for Social Welfare: Federalism, 
City Government, and the Poor, dy Robert S. Magill, Fh.D. 
New York, N.Y., Human Sciences Press, 1979, 212 pp., 
£7.95 (paper). l 


Individual Psychotherapy and the Science of Psychodynamnics, 
by David E. Malan, D.M. Boston, Mass., Butterwarths, 
1979, 257 pp., $16.95. 


Current Psycháaatric Therapies, Vol. 18—1978. Presidential Is- 
sue with Cumulative Subject Index, edited by Jules H. Mas- 
serman, M.D. New York, N.Y., Grune & Stratton (Harcourt 
Brace Jovanovich), 1979, 235 pp., $34.50. 


A Textbook of Neurology, 6th ed., edited by H. Houston Mer- 
ritt, M.D. Phi'adelphia, Pa., Lea & Febiger, 1979, 916 pp., 
£26.00. 


Bliss Bibliographic Classification, 2nd ed. Class I: Psych»logy 
and Psychiatrz, by J. Mills and Vanda Broughton, with Va- 
lerie Lang. Foston, Mass., Butterworths, 1978, 62 pp., 
$21.95. 


The Consume-'s Handbook of Mental Health, by Brian L. 
Mishara, Ph.D., and Robert D. Patterson, M.D. New "ork, 
N.Y., New American Library (Signet), 1977, 268 pp., 52.25 
(paper). 


What's the Fair Ward? Psychiatric Humor, by Edwin Mum- 
ford. Hicksvil’e, N.Y., Exposition Press, 1979, 54 pp., 33.00 
(paper). 


The Short Covrse in Adolescent Psychiatry, edited by Jaseph 
R. Novello, M.D. New York, N.Y., Brunner/Mazel, 7979, 
262 pp., $15.09. 


Fight It Out, Work It Out, Love It Out, by Claire Pomeroy. 
New York, N.Y., Doubleday & Co., 1977, 246 pp., $2.23 (pa- 
per). 


BOOK REVIEWS 


‘S 


Psychopatholegical Disorders of Childhood, 2nd ed., edited by 
Herbert C. Quay and John S. Werry. New York, N.Y., John 
Wiley & Sons, 1979, 513 pp., $18.95. 


The Treatment of Neurological Diseases, edited by Roger N. 
Rosenberg, M.D. New York, N.Y., SP Medical & Scientific 
Books (Spectrum Publications), 1979, 604 pp., $45.00. 


| The Kinetics of Psychiatric Drugs, edited by Joseph C. 


Schoolar, Ph.D., M.D., and James L. Claghorn, M.D. New 
York, N.Y., Brunner/Mazel, 1979, 304 pp., $19.50. 


Origin, Prevention and Treatment of Affective Disorders, edit- 
ed by M. Schou and E. Strómgren. London, England, Aca- 
demic Press (Harcourt Brace Jovanovich), 1979, 299 pp., 
$20.25. 


Countertransference and Related Subjects: Selected Papers, 
by Harold F. Searles, M.D. New York, N.Y., International 
Universities Fress, 1979, 612 pp., $27.50. 


Short-Term L'ynamic Psychotherapy: Evaluation and Tech- 
nique, by Peter E. Sifneos, M.D. New York, N.Y., Plenum 
Medical Book Co., 1979, 239 pp., $18.95. 


The Side Effects of Estrogen Drug Therapy: Contraception 
and Postmencpause, by Harold E. Simmons. Sacramento, 
Calif., Psychogenic Disease Publishing Co., 1979, 92 pp., 
$4.95 (paper). 


The Shaping of a Behaviorist: Part Two of an Autobiography, 
by B.F. Skinrer. New York, N.Y., Alfred. A. Knopf, 1979, 
373 pp., $12.65. 


The Medicaid Experience, edited by Allen D. Spiegel. Ger- 
mantown, Md., Aspen Systems Corp., 1979, 398 pp., no 
price listed. 


Progress in Psychobiology and Physiological Psychology, Vol. 
8, edited by James M. Sprague and Alan N. Epstein. New > 
York, N.Y., Academic Press (Harcourt Brace Jovanovich), 
1979, 334 pp., $35.00. 


Sexual Exciteznent: Dynamics of Erotic Life, by Robert J. 
Stoller, M.D. New York, N.Y., Pantheon Books, 1979, 271 
pp., $11.95. | 


Child Psychiatry for Students, 2nd ed., by Frederick H. 
Stone, M.B., Ch.B., and Cyrille Koupernik, M.D. New 
York, N.Y., Churchill Livingstone (Medical Division of 
Longman), 1$78, 107 pp., $11.00 (paper). 


Psychoanalytic Theory and Social Work Practice, by Herbert 
S. Strean. New York, N.Y., Free Press (Macmillan Publish- 
ing Co.), 1979, 228 pp., $13.95. 


Cancer, Stress, and Death, edited by Jean Taché, D.Sc., 
Hans Selye, C.C., M.D., Ph.D., D.Sc., and Stacey B. Day, 
M.D., Ph.D., D.Sc. New York, N.Y., Plenum Medical Book 
Co., 1979, 223 pp., $22.50. 


A Synopsis of Contemporary Psychiatry, 6th ed., by George 
A. Ulett, M.D., Ph.D., and Kathleen Smith, M.D. St. Louis, 
Mo., C.V. Mosby Co., 1979, 418 pp., $16.95 (paper). 


1363 


BOOK REVIEWS 


Management of Schizophrenia: Biological and Sociological As- 
pects, edited by H.M. van Praag. Assen, The Netherlands, 
Van Gorcum, 1979, [18 pp., 21.50 gulden (paper). 


Family and Marital Psychotherapy: A Critical Approach, ed- 
ited by Sue Walrond-Skinner. Boston, Mass., Routledge & 
Kegan Paul, 1979, 244 pp., $11.50 (paper). 


Dving: Facing the Facts, edited by Hannelore Wass. Wash- 
ington, D.C., Hemisphere Publishing Corp. (New York, 
N.Y., McGraw-Hill Book Co., distributor), 1979, 403 pp., 
$19.95; $10.95 (paper). 


Psychobiology and Human Disease, by Herbert Weiner, M.D. 
New York, N.Y., Elsevier, 1977, 651 pp., $42.50. 


Sudden Death and Psychiatric Illness, by Martin H. Wendkos. 
M.D. New York, N.Y., SP Medical & Scientific Books 
(Spectrum Publications), 1979, 342 pp., $20.00. 


Psychiatry in Primary Care Medicine, by Norman D. West. 


M.D. Chicago, Ill., Year Bock Medical Publishers, 1979, 249 
Dp., no price listed. 
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Group Approaches in Psychiatry, by J. Stuart Whitéley, 
M.B., Ch.B., D.P.M., and John Gordon. Bostoa, Mass., 
Routledge & Kegan Paul, 1979, 209 pp., $16.50. 
Brain Damage, Behaviour, and the Mind, by M. ramte 
New York, N.Y., John Wiley & Sons, 1979, 179 pp. $19.95. 


Community Care for the Mentally Disabled, edited by J.K. 
Wing and Rolf Olsen. New York, N.Y., Oxford Jniversity 
Press, 1979, 185 pp., $12.95 (paper). 


Group Therapy 1979: An Overview, edited by Lew s R. Wol- 
berg and Marvin L. Aronson. New York, N.Y., Smatton In- 
tercontinental Medical Book Corp., 1979, 212 pp., $19.75 


(paper). 


International Directory of Psychology: A Guide -o People, 
Places, and Policies, by Benjamin B. Wolman. New York, 
N.Y., Plenum Press, 1979, 279 pp., $19.95. 


Schizophrenia: An International Follow-Up Study, by the 
World Health Organization. New York, N.Y., Joha Wiley & 
Sons, 1979, 429 pp., $39.95. 
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OFFICIAL ACTIONS 





Report of the Secretary: 


Summary of Meetings of Board of Trustees and Executive Committee 


May 1978-May 1979 


IT IS MY personal and constitutional privilege to report the 
actions of the Board and its Executive Committee over the 
past year. 

The report is arranged in alphabetical order accordiag to 
topics; the items presented do not include many matters that 
have been referred to appropriate components for further 
study and recommendation. To keep the membershi» in- 
formed of developments and new policies, the minutes of 
meetings of the Board and Executive Committee are sent to 
the president, secretary, and delegates of district branches, 
and to the Executive Committee of the Assembly. 

The broadening role of the Assembly should be note; all 
position statements of the Association must be approved by 
the Assembly. which is continually being called on to review 
and comment on issues coming before the Board for action. 
Individual members have had an opportunity to consider and 
debate many controversial issues and have had an opportu- 
nity to 5e heard in a variety of ways, including an extraordi- 
nary rezerendum vote during the summer of 1978 and a vote 
on Constitutional amendments to change the governance 
structure of the Association on the 1979 ballot. 

Although external forces precluded building on the initial 
site selected for relocation of the Central Office facilities to 
meet the needs of our growing membership activities and 
staff, APA suffered no financial loss. The Board continues to 
search for an alternate site. A voluntary fund drive is under 
way to suppcrt the new facilities and every member will 
have an opportunity to share in this important activity. 

The Board has also been involved in responding to nétion- 
al issues, including proposed or enacted legislation and ~egu- 
lations, the fiaal report of the President's Commission on 
Mental Health and follow-up activities of government 
agencies, and activities of related organizations. Inter- 
national activities included sending a delegation to visit men- 
tal health faciities in South Africa and collaborative eiforts 
with the World Psychiatric Association, including plans for a 
Joint APA (Area ID/WPA Regional Symposium in New 
York City in the fall of 1981. 

I would remind you that every member of the APA is 
privileged to éttend any session of components of the Asso- 
. ciation, except for meetings of the Ethics Committee or 
when a component is in executive session. Recommenda- 
tions for cansideration by the Board or other components 
are most welcome. 

The Board (or its Executive Committee acung as its agent) 
took the following actions. 


This is n edited version of the report presented by the Secretary to 
the annual business meeting in Chicago, Ill., May 15, 1979. 


ANNUAL MEETING 


i. Reaffirmed the policy in the Operations Manual that 
states, ''If necessary, components may meet during the An- 
nuai Meeting (at hours that do not interfere with significant 
programs) without additional expense, since APA members 
are not reimbursed for expenses connected with their partici- 
pation in meezings during the Annual Meeting.’’ Noted that 
the schedule of the annual meeting program will change in 
1979, with sessions starting at 8 a.m. and running through the 
lunch hour. Caairpersons of councils were urged to circulate 
the revised annual meeting schedule to chairs of subordinate 
components to assist them in scheduling meetings during the 
Annual Meeting (Bd., Dec. '78). 

2. Voted tc hold the 1982 annual meeting May 16-21, in 
Toronto, Canada, and to postpone Boston as a site for the 
1982 annual meeting since expected hotel and other con- 
struction will not be completed in time (Bd., Dec. '78). 

3. Authorized the Committee of Black Psychiatrists to 
seek outside finding to support travel and expenses of a psy- 
chiatrist from Africa to attend the 1979 annual meeting to 
deliver appropriate professional addresses (Bd., Dec. '78). 

4. Approved the recommendations of the Task Force on 
Self-Study Materials on selection of sessions to be taped at 
annual meetings and establishment of an editorial review 
panel (Bd., Dec. 78). 


AWARDS 


1. Increased the honorarium for the Guttmacher A ward to 
$750 and discontinued providing travel expenses for the re- 
cipient. Authorized presenting the award in odd-numbered 
years (to alternate with the Isaac Ray Award in even years) 
to alleviate financial difficulties. Encouraged the Award 
Board to conduct its business at annual meetings, by phone, 
or through carrespondence to reduce expenses, and autho- 
rized the Award Board to continue to seek outside funding 
(Bd., Dec. '78). 

2. Noted that the cost of litigation to broaden the scope of 
the Marie H. =ldredge Award would be too costly to pursue; 
restrictions in the bequest limit the award to research on 
neuroses and mental retardation by a psychiatrist under the 
age of 40 residing in the states of Hawaii, Pennsylvania, or 
New Jersey; district branches in those states are encouraged 
to publicize this award (Bd., Dec. '78). 

3. Approved including a requirement for the recipient of 
the Founders Award to present a special lecture at the annu- 
al meeting and revising the Operations Manual to reflect this 
policy (Bd., Dec. '78). 
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BUDGET 


1. On recommendation of the Assembly, voted to reim- 
burse travel expenses of district branch representatives and 
deputies, as well as area representatives and deputies to two 
Area Council meetings each year (spring and fall) (Exec.C., 
Feb. '78 and June '78). 

2. On recommendation of the Assembly, authorized 
$12,000 in the 1980 budget to provide for all Area Trustees to 
meet periodically with each district branch within their area 
as determined by the branch and the Trustee's assessment of 
need (Exec.C., Feb. '79). 

3. Approved $3,500 to provide for an organizational con- 
sultant to study staff functions and organizational options for 
the future (Exec.C., June '78). Approved $6,750 to com- 
pensate the organizational consultant for additional study 
and consultation related to the work of the Ad Hoc Com- 
mittee to Study Councils and Components and Their Rela- 
tionship to the Board and Assembly (Exec.C., Feb. '79). 

4. Authorized the Medical Director to seek outside fund- 
ing for a study and survey of psychiatric manpower (Ex- 
ec.C., June '78). 

D. As endorsed by the Assembly, authorized raising 
charges for district branch dues billing processed by the Cen- 
tral Office to $1 per mémber, with a minimum charge of $50 
per branch; district branches were asked to change their fis- 
cal years when necessary to be compatible with the national 
APA calendar/fiscal year (Exec.C., June '78). : 

6. Authorized the Task Force on Terrorism to seek out- 
side funds to support a conference (Bd., Dec. '78). 

7. Approved the 1979 Budget with income and expense 
figures established at $8,674,771 (Bd., Dec. '78). 


CENTRAL OFFICE 


1. The Board and Executive Committee took a series of 
actions over the year related to purchasing property at Con- 
necticut Avenue and Hillyer Place on which to construct a 
new Central Office building. Because of possible zoning 
changes and a ruling by the State Historic Preservation Offi- 
» cer of the District of Columbia that would have delayed dem- 
olition of an existing building, the Executive Committee in 
February 1979 authorized the sale of the property for 
$1,120,000. The income from the sale covered all costs con- 
nected with the original purchase and subsequent expenses. 
The House Committee and a Building Committee estab- 
lished in May 1978, together with staff, continue to seek a 
building site or an existing building that would meet APA's 
needs. 

2. A Committee to Implement the Voluntary Fund Drive 
was established by the Executive Committee in September 
1978; in December -1978, the Board approved establishment 
of a steering committee of about 12 members, to include 
leadership at the national level and within the Areas. In Feb- 
ruary 1978, the Assembly Executive Committee endorsed 
the plans presented by the Steering Committee, and the 
- Board Executive Committee authorized staff to enter into 
contractual arrangements with Mr. William McClennan to 
administer the campaign over the next two years for a fee of 
$85,000 under the direction of Dr. Braceland, chairperson of 
the Steering Committee, and staff. 

3. Authorized $1,645 to cover exterior painting and repair 
and $7,650 for a leased fire detection system in the present 
offices (Bd., May '78). 
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4. Approved a revision in the Personnel Manual tc aufho- 
rize the Medical Director, when necessary, to make interim 
changes in personnel policy which will be presented to the — 
Board for consideration as permanent personnel | policy the” 
the next meeting (Bd., May '78). 

5. Relieved the Budget Committee of respons bility for 
personnel matters and authorized the Medical D rector to 
appoint a committee consisting of outside consultants to ad- 
vise on personnel matters, including long-range planning. 
Established a subcommittee of the Board to consuk with the 
Medical Director and other staff and report back to the 
Board so that members could learn more about the operation 
of the Central Office (Bd., Dec. '78). 

6. Approved an Affirmative Action Plan for apphcation to 
personnel policies of the Association, which indicates APA's 
intent to do everything possible to promote women and mi- 
norities and to exercise careful monitoring of recruitment 
procedures within and outside staff (Bd., Dec. '78). 

7. When terminating the Council on Professions and As- 
sociations, assigned responsibility for monitoring and report- 
ing on all APA liaison activities to the Medical Director or 
his designee. Reports will be made periodically to tae Board, 
Assembly, and Reference Committee, and will be reviewed 
by a member of the Council on Internal Organization (Ex- 
ec.C., Feb. '79). 

8. Approved appointment of Herbert Gant as Editor of 
Psychiatric News as of June 1, 1979 (Bd., May '73). 

9. Received Dr. Benjamin Rush's walking stick on per- 
manent loan for display in the Museum at the Cen:ral Office 
(Bd., May '78). 


CONSTITUTION AND BY-LAWS 


1. Approved an amendment to Article VII of the Constitu- 
tion to include Elections as a constitutional committee, and 
to Chapter Nine of the By-Laws to provide for four members 
appointed by the President, whose responsibility w:ll be to 
establish procedures for equitable voting of the membership. ` 
This was presented to the membership at the 1979 annual 
meeting, will be further publicized, and will appear on the 
1980 ballot (Bd., Dec. '78). 


COMPONENTS 


1. Anumber of components were terminated, established, 
or transferred throughout the year: a) In May 19,8, the Ad 
Hoc Committees on Election Procedures, Implementation of 
the 1976 Referenda, Interprofessional Services and the 
Chronic Mental Patient were continued; the Ad Hoc Com- 
mittees to Assist in Formulating Contingency Plaas for Re- 
sults of the 1979 Election, and to Study the Ccuncil and 
Component Structure were established; the Joirt Confer- 
ence Committee on the Key Conference Recommendations 
was terminated. b) In June 1978, the Executive Committee 
established an Ad Hoc Committee on Health Insarance for 
Mental Disorders and an Ad Hoc Committee to Prepare a 
Statement on Civil Commitment. c) Throughout the year, 
there were discussions of how to plan for long rangs planning 
for the Association; in February 1979, the Execucive Com- 
mittee established an Ad Hoc Committee to Consider a 
Component on Long Range Planning and authorized $4,500 
from the Board Contingency Fund to support its work; a 
progress report to include a series of options for consid- 
eration is expectéd in February 1980, and a final report due 
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in December 1980. d) In December 1978, the Board vo-ed to 
terminate the Commission on Certification in Administrative 

Psychiatry and to establish a Committee on Administrative 
Medi in May 1980. e) In February 1979, the Executive 

Committée voted to terminate the Council on Professions 
and Associations and to transfer the Committee on Liaison 
with tte AHA and the Committee on Religion and Psvchia- 
try to the Council on Mental Health Services, to establish a 
new Council on Psychiatry and Law, to terminate the pres- 
ent Committee on Psychiatry and Law (a task force vill be 
established in the new council to complete work in process 
by the committee). All will be in effect in May 1979, and a 
new Council on Aging will be established in 1980 (the present 
task force will refine the charge and prioritize areas of study 
for the new council). f) In December 1978, the Board dis- 
charged the Retirement Plan Trustees (for the former plan) 
with dzep appreciation to the Trustees and to staff; autho- 
rized a change in name of a committee to Committee on 
American Indian and Alaskan Native Psychiatrists to reflect 
a change in focus of the committee’s activities toward issues 
of psychiatry affecting Indians; terminated the Sub- 
committee on Foreign Medical Graduates with appreciation; 
established a Committee on FMGs in the Council on Nation- 
al Affairs to replace the former subcommittee and task force 
related to this topic; and increased the size of the Program 
Committee for the annual meetings to 15 members because 
of increasing complexity of its work. 

2. Autherized by mail ballot holding the fall meetirgs of 
councils and components September 19-22, 1979, at the Bal- 
timore Hilton (Exec.C., Feb. '79). 

3. Endorsed asking Board members to take respons:bility 
for various aspects of organizational operation, to act as in- 
dependent evaluators and resource persons at Board meet- 
ings (Exec.C., Sept. '78). 

4. There was discussion of the APA/CHAMPUS Project 
at several meetings of the Board and Executive Committee. 
In December 1978, the Board referred the confidential ty is- 
sues in the CHAMPUS regulations to the Commission on 
Standards of Practice and Third-Party Payment; findings will 
be reported to the Ad Hoc Committee on Insurance for Men- 
tal Disorders and to the Board. In February 1979, the Execu- 
tive Committee asked the APA/CHAMPUS Project Office to 
send the instruction manuals to district branches for review 
and comment; comments were collated and presented -o the 
Board in April 1979. l 

5. Approved a report of the Assembly Task Force on 
Commanity Mental Health Centers as a basic stance of the 
Association; the Joint Commission on Government Rela- 
tions and a Task Force on Community Mental Healt Pro- 
grams within the Council on Mental Health Services will 
work -ogether to implement the recommendations (Bd., 
Dec. '78). 

6. DSM-III was discussed at several meetings throuzhout 
the year. In September 1978, the Executive Committee ap- 
provec a tentative timetable that would bring the revised 
draft to the Board in April or May 1979 for information and 
for action :n June. In December 1978, the Board voted to 
support the concept of a separate manual on DSM-III and 
Treatment Planning; voted to instruct the Task Force oa No- 
mencleture and Statistics to report to the Council on Medical 
Education and Career Development when preparing exluca- 
tional material on DSM-III, with the understanding that 
there will be continuing liaison with the Council on Research 
and Develcpment; and authorized the Medical Directcr and 
staff tc seek outside funding for the development of educa- 
tional material on DSM-IIH. 
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7. Authorized $3,000 to assist the Illinois Psychiatric So- 
ciety in preserving confidentiality of patient records (Bd., 
May °78). 

8. Authorized $31,000 to the Neuropsychiatric Society of 
Virginia to assist with legal costs of a suit brought by the 
Virginia Acedemy of Clinical Psychologists against Blue 
Shield of Richmond, et al., alleging conspiracy to deny direct 
reimbursement to psychologists; further authorized the 
Medical Director to consult with NSV as to ways the nation- 
al organization could cooperate, e.g., publicity in Psychiat- 
ric News, solicitation of funds from other areas, district 
branches, and members (Bd., Dec. '78). 

9. On reccmmendation of the Commission on Judicial Ac- 
tion: a) authcrized APA participation in Addington v. Texas, 
a case before the Supreme Court raising questions about the 
burden of proof in civil commitment cases (Bd., May '78); b) 
ratified an emergency action to join with the Children's De- 
fense Fund in Youakim v. Miller at no cost to APA (Exec.C., 
Sept. '78); c; ratified an emergency action to send an APA 
expert witness to testify in a case involving the St. Louis 
State Hospital dealing with involuntary hospital treatment of 
the mentally ill (Exec.C., Feb. '79). Testimony will explain 
the APA principle approved by the Board in December, 
"that legislation on involuntary hospital treatment of the 
mentally ill should include a provision that such treatment 
can take place only in a hospital accredited by the JICAH."' 

10. Approved as APA policy, “‘Mental health clinical 
training funds are essential to ensure that there are adequate 
numbers of psychiatrists and other core disciplines to pro- 
vide services to the public sector or under-served areas and 
that APA suports increased federal funding within appro- 
priate conditions attached to traineeships or program sup- 
port so as to ensure placing professionals in such shortage 
areas" (Exec.C., Feb. '79). 

I1. Approved a response prepared on behalf of APA by 
the Council on Medical Education and Career Development 
to be submitted to the Council on Medical Specialty So- 
cieties for inclusion in their formal report to the Institute of 
Medicine in -esponse to IPM's Report on a Manpower Pol- 
icy for Primzry Health Care (Exec.C., Feb. '79). 

12. Approved guidelines for development of self-study 
materials through commercial organizations (Exec.C., June 
"78). 

13. Voted to include a section assessing diagnostic medi- 
cal knowledge and skills of psychiatrists in common areas of 
general medicine in PKSAP-/IV (Exec.C., June '78). 

14. On recommendation of the Joint Commission on Gov- 
ernment Relations, approved in principle the concept of a 
Political Action Committee and asked the JCGR to present a 
detailed plan for consideration of the Board (Bd., Dec. '78). 

15. On recommendation of the Assembly, voted to em- 
phasize that provision for partial hospitalization be on a par 
with other health insurance and referred this position to the 
Joint Commission on Government Relations for implementa- 
tion. (Exec.C., June '78). 

16. Authorized implementation of a national field trial of 
an insurance coding project; APA members may participate 
on a voluntary basis; the Office of Member Benefits will ad- 
minister the sroject (Bd., Dec. '78). 


ELECTIONS 
1. Approved the recommendation of the Ad Hoc Com- 


mittee on Election Procedures that the campaign guidelines 
should be widely publicized, reprinted in Psychiatric News, 
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and sent to all district branches; authorized a revision in the 
Operations Manual as follows: ‘‘Persons involved in release 
of mailing lists for campaign purposes shall obtain the can- 
didate's written authorization for the material as soon as 
possible” (Exec.C., June '78). 

2. Authorized a revision in the Operations Manual to per- 
mit sending Mailgrams to Board, Assembly Officers, all can- 
didates (and appropriate others) immediately following the 
tabulation of the election results by the Tellers, indicating. 
however, that the results are not official until formally certi- 
fied by the Board (Exec.C., June '78). 

3. Authorized a change in the Operations Manual to in- 
dicate that each petition should include the names of respon- 
sible individuals or organizational entities initiating the peti- 
tion being circulated (Exec.C., June '78). 

4. Voted to use the same system of voting employed since 
1974; approved statements by the Board to accompany the 
Referendum on Recertification and the amendments to the 
Constitution and By-Laws on the 1979 ballot; believed that 
the Constitution was clear that a two-thirds vote of 40% of 
the voting members was necessary to approve amendments 
to the Constitution; and interpreted the Operations Manual 
to mean biographical information about candidates should be 
alphabetized within each office for Officers and Trustees 
(Bd., Dec. '78). 

5. Approved two provisos for inclusion on the 1979 ballot 
to provide for orderly transition if the (JCC) amendments are 
approved (Bd., Dec. '78). 

6. Authorized a revision in the Operations Manual: ''If 
one person withdraws from a runoff election with more than 
two candidates, there shall be a runoff between the two can- 
didates with the highest number of votes remaining. If one 
candidate remains, that candidate shall be deemed to have 
won the election” (Bd., Dec. '78). 

7. Approved clarification of a campaign guideline in the 
Operations Manual to read as follows (added word under- 
scored): ‘No APA, Area or District Branch funds or serv- 
ices shall be used for nomination and election campaigns. 
except in the event that a District Branch should choose to 
allow its Newsletter to be used for campaigning; opposing 
views will be fairly presented” (Bd., Dec. '78). 

8. Approved a new category for penalties and violations 
in the Operations Manual: ‘‘No penalty, notification without 
reprimand.'' (This will be a new category number one, the 
other four categories will be renumbered.) (Bd., Dec. '78). 

9. In June 1978, the Executive Committee received a peti- 
tion for a referendum on the 1981 annual meeting site and 
authorized an extraordinary vote as soon as feasible; staff 
was authorized to inform hotels in New Orleans that a refer- 
endum was in process and further authorized to proceed 
with plans to hold the 1981 annual meeting in downtown 
Houston short of signing a contract. In September 1978, the 
Executive Committee ratified an emergency action to release 
the Board and petitioner statements in advance of mailing 
the ballots for the referendum since they could not be pub- 
lished in Psychiatric News prior to mailing the ballots be- 
cause of publication schedules. Also in September, the Ex- 
ecutive Committee received the report of the Tellers Com- 
mittee, accepted the results of the 1978 special referendum 
ballot to reverse a Board decision and authorized disposition 
of the envelopes and ballots from this election, and autho- 
rized holding the 1981 Annual Meeting in New Orleans. 

10. Voted to hold the 1979 Institute on Hospital & Com- 
munity Psychiatry in New Orleans because of the short lead 
time and interrelationship of allied groups meeting in con- 
junction with the Institute (Exec.C., June '78). 
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ETHICS 


1. Approved wording for Section 9 of Principle: of Medi- 
cal Ethics with Annotations Especially Applicable -o Psychi 
atry, “It is ethical to present a patient or former paefit to a 
public gathering or to the news media only if that patient 1s 
fully informed of the enduring loss of confidentiality, is com- 
petent, and consents in writing without coercion” : Bd., May 
"78). 

2. Approved for inclusion in the ''Principles," Section 6, 
“When involved in funded research, the ethical psychiatrist 
will advise human subjects of the funding source, retain his/ 
her freedom to reveal data and results, and follow all appro- 
priate and current guidelines relative to human subject pro- 
tection” (Bd., May '78). 


LIAISON ACTIVITIES 


1. Approved APA cosponsorship of a conference on 
"Psychological Aspects of Rehabilitation” to be Feld at the 
Menninger Foundation in Topeka, Kan., at no cost to the 
Association (Bd., May '78). 

2. Approved $200 for AMA organizational membership in 
the Alliance for Continuing Medical Education (3d., May 
"78). 

3. Voted to continue liaison with the Americen Health 
Planning Association (a successor to the Americar Associa- 
tion for Comprehensive Health Planning) for another year at 
a cost of $200 (Bd., May 778). 

4. Approved a series of recommendations of the Task 
Force on Communication with the American Board of Psy- 
chiatry and Neurology designed to provide better communi- 
cation between APA and ABPN (Exec.C., June '^ 8». 

5. Voted to request ABPN to reconsider its policy. so that 
psychiatric residents might be allowed to apply for and take 
the written certification examination (Part I) during their fi- 
nal year of residency training; further, to join a consortium 
to participate in development and evaluation of z pilot in- 
service training program (Exec.C., June '78). 

6. Voted to again suggest to the ABPN that conzideration 
be given to changing the tenure of ABPN directors from four 
years (with eligibility for reelection to a second four-year 
term) to a single six-year term without eligibility for reelec- 
tion (Exec.C., Sept. 78). 

7. Adopted guidelines prepared by the Council on Medi- 
cal Education and Career Development indicating thet nomi- 
nation for reelection as director of the ABPN should not be 
considered automatic, and suggested informal eva uation of 
the performance of incumbents; incumbents may be asked to 
complete a questionnaire (Bd., Dec. '78). 

8. Endorsed the concept of appointing APA members to 
work with the American Medical Association's Task Force 
on Standards for Jails and Prisons (Exec.C., June '78). 

9. On recommendation of the Assembly, votec to urge, 
via all communication avenues, membership and participa- 
tion of psychiatrists in the AMA and/or state and county 
medical societies (Exec.C., June '78). 

10. On recommendation of the Section Council cn Psychi- 
atry, approved a mailing to all APA members urginz them to 
join AMA (Bd., Dec. '78). 

|1. Endorsed liaison with the AMA Council or Legisla- 
tion via one member of the Joint Commission on Govern- 
ment Relations who would attend meetings as an observer 
(Exec.C., Sept. '78). 

12. Authorized joining the Coalition for Optional Parent- 
hood for one year (Bd., Dec. '78). 
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13. In keeping with the reorganization plans of the Joint 
Commission on Accreditation of Hospitals, approved termi- 
nating -he Memorandum of Agreement no later than June 30, 

ar the Accreditation Council on Psychiatric Facilities 
and the Accreditation Council for Mentally Retarded and 
Other Developmentally Disabled Persons; voted to instruct 
APA. councilors on ACPF and AC-MR/DD that APA will 
continue to  ork with JCAH in its attempts to improve the 
voluntary accreditation process and to approve accepting 
the invitation from the JCAH to participate in Professional 
and Technical Advisory Committees for Psychiatric Facili- 
ties, MR/DD, and Hospital Accreditation Program (Exec.C., 
Feb. '79). 

14. Approved cosponsorship of the 29th Annual Confer- 
ence of the National Council on Aging to be held March 25- 
29, 1979, in Cincinnati, Ohio, at no cost to the Association 
(Bd., Dec. '78). 

15. Approved cosponsorship of a National Conference on 
Academic Developments in Geriatric Medicine with the Na- 
tional Retired Teachers Association and the American Asso- 
ciation of Retired Persons to be held May 23-25, 1979 (Ex- 
ec.C., Feb. 78). 

16. Approved participation in a conference sponsored by 
the National Association of Private Psychiatric Hospitals to 
be held June 7-8, 1979, in Washington, D.C., at no cost to 
APA (Bd., Dec. '78). 

17. Approved establishment of liaison with the National 
Commz:ssion ror Protection of Human Subjects of Biomedi- 
cal and Behevioral Research (or its successor) (Exec.C., 
June '78). 

18. Approved subscribing to the Clearing House of the 
National Commission on Confidentiality of Health Records 
for one year at a cost of $5,000 (Exec.C., June '78). 

19. Approved the 5th draft of *' Essentials for Education 
and Training of the Emergency Care Technician —Para- 
medic’; authorized $10,750 as an association sponsorship 
fee to support the cost of on-site evaluations and related ad- 
ministrative costs for one year, and voted to endorse the pro- 
cedure and rolicy statements of the AMA Committee on Al- 
lied Health Education and Accreditation related to the EMT 
project (Bd.. Dec. '78). 


MEMBZRSHIP 


1. Ir December 1978, the Board approved a series of ac- 
tions relating Io Continuing Medical Education: a) approved 
as general pclicy that APA ensure availability of quality edu- 
cation self-study materials which could be used by members 
who do not have reasonable access to CME experiences or 
who prefer tc use self-studies as an adjunct to their CME 
activitizs; b) adopted the policy that 50 hours of Category I 
credit be awarded for successful completion of the certifica- 
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tion examinations of the American Board of Psychiatry and 
Neurology oz the Royal College of Physicians and Sur- 
geons—25 credit hours for completion of Part I and 25 credit 
hours for completion of Part II, as of December 10, 1978; c) 
adopted the policy that psychiatrists who became members 
after July 1, 1976, have three full years from the date of 
membership to complete CME requirements; d) approved 
the policy that APA members residing in states with CE re- 
quirements falling due on or before January 1980 be given an 
extension of the July 1, 1979, reporting deadline to submit 
APA CME reports. 

2. Authorized as a revision in the Operations Manual: 
‘‘When a member has had his/her license suspended or re- 
voked because of illness, he/she will not be dropped from 
membership in APA but will continue on Inactive Status un- 
til his/her recovery” (Bd., Dec. '78). 

3. As approved by the Assembly in October, authorized 
as a revision in the Operations Manual: ‘‘The transfer of 
membership from one district branch to another will be de- 
layed until the resolution of any ethical complaint filed 
against the transferring members” (Bd., Dec. '78). 

4. Considered routine membership matters at each meet- 
ing and took some or all of the following kinds of actions: 
authorized dropping from APA membership those members 
who had res.gned from or been dropped by their district 
branches for nonpayment of dues; authorized administrative 
reinstatement of those members who paid their dues arrear- 
ages and returned to good standing in both the district 
branch and the national Association; approved transfers and 
acceptances or denied them if circumstances indicated; ac- 
cepted applications and resignations; granted dues waivers 
when warran:ed or Inactive Member status; approved mem- 
bership status changes from one category to another, usually 
as recommended by the Committee on Membership; consid- 
ered and aprroved or disapproved nominations for Distin- 
guished and Honorary Fellowship (Bd., May, June, Dec. 
"78; Exec.C.. Sept., Feb. '79). 


PUBLICATIONS 


1. Approved for publication as APA task force reports: 
report of the Task Force on Electroconvulsive Therapy 
(Bd., May '73), report of the Task Force on Ecopsychiatric 
Data Base (Bd., Dec. '78), report of a Medical Student Men- 
tal Health Services Survey compiled by APA/NIMH Fel- 
lows and staff (Exec.C., Feb. '79). 

2. Approved for submission to the Journal of Medical 
Education a report prepared by the Committee on Medical 
Education, ‘‘The Role of the Admissions Committee in As- 
sessing the Mental Health of Medical School Applicants" 
(Exec.C., Feb. '79). 


H. KEITH H. BRODIE, M.D. 


1369 


OFFICIAL ACTIONS 


Report of the Treasurer 


General. This report is prepared from audited figures for 
the fiscal period which ended December 31, 1978. Data pre- 
sented also appear in the auditor's annual report. A state- 
ment of financial condition is shown in table 1, and table 2 
reflects functional revenues and costs for the fiscal period. 
This report, together with the tables, will provide the mem- 
bership with the information they need to assess the opera- 
tion and financial condition of the Association. 

Fiscal status. Execution of the fiscal year 1978 budget re- 
sulted in general fund income and expenses alike exceeding 
budget by approximately 7%. Income from operations of 
$7,577,042 compared to expenses of $7,573,446 led to a slight 
surplus of $3,596. During 1978, the Association experienced 
continuing pressures on departmental expense budgets from 
both inflation and the need for program development. This 
situation was successfully managed by 1) strong income pro- 
duction, particularly from the grant/contract prógram, in- 
creased advertising sales, and excellent attendance at con- 
tinuing education courses offered during the annual meeting; 
2) a cooperative effort of the policy-making bodies, officers, 
and staff to minimize expenses; and 3) an improved financial 
reporting system that resulted in the early identification of 
problem areas and made it possible to take corrective action 
prior to incurring serious deficits. 

The fiscal position of the Association was strengthened 
during the 3-year period of July 1975 to July 1978 by a review 
of all major contracts with vendors. The process led to cost 
savings as well as improved products and services. These 
benefits were derived by either 1) achievement of terms 
more favorable to APA through renegotiations of contracts 
with existing vendors, 2) the transfer of responsibilities to 
new vendors, or 3) the development of ‘‘in-house’’ capabili- 
ties for meeting needs of the Association. The most difficult 
and complex negotiations related to contracts for the sale of 
advertising space in the three APA periodicals. Cost savings 
in reduced advertising commission rates amounted to 
$44,200 during 1978 and should produce additional savings of 
$85,000 per year beginning in 1979. 

Stabilization of member dues. The Association averted 
the need for an increase in member dues during 1978 and 
1979 by the utilization of surplus funds realized during 1976 
and 1977. In February 1977, the Executive Committee of the 
Board of Trustees approved the establishment of a reserve 
for stabilization of member dues. The purpose of this action 
was to develop a reserve account from which sufficient funds 
could be transferred to operating income for each of 3 years 
(1977, 1978, and 1979) in order to meet pressures for increas- 
es in operating expenses and thus preclude the need for a 
dues increase until 1980. At the time this reserve account 
was established, APA anticipated that an extremely high lev- 
el of surplus funds would be generated from operations dur- 
ing 1976 and possibly during 1977. This expectation was 
based largely on the Board's intention to change its fiscal 
year from April-March to a calendar year basis, effective 
January 1, 1977. The surplus of income over expenses for 
1976 amounted to $833,704. A portion of this surplus 


This is an edited version of the report presented by the Treasurer to 
the annual business meeting in Chicago, IIl., May 15, 1979. 
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($579,075) was placed in the Reserve for Stabiization of 
Member Dues and the remainder was allocated -o the Re- | 
serve for Future Expansion and Development ($252,629). 

An additional surplus of $507,302 was realized from 1977 
operations. Of this amount, $279,650 was placed 1n the Re- 
serve for Stabilization of Member Dues, $225,371 went to 
the Reserve for Future Expansion and Development, and 
$2,281 was placed in Unrestricted Surplus. As of December 
1, 1978, the balance of these three reserve accounts was as 
follows: Reserve for Stabilization ^ of Member Dues, 
$316,512; Reserve for Future Expansion and Development, 
$1,980,000; and Unrestricted Surplus, $260,009. 

Although the Reserve for Stabilization of Member Dues 
contained $316,512 in early December 1978, an amount of 
$607,039 from this source was needed for transfer into in- 
come for 1979 operations in order to balance the budget. Had 
this fact been anticipated in earlier years, a larger ammount of 
the surplus funds generated from 1976 and 1977 operations 
could have been placed into the Reserve for Stabilization of 
Member Dues at that time. The Board of Trustees during its 
December 9-10, 1978, meeting, approved the transfer of 
$290,527 from the Reserve for Future Expansion end Devel- 
opment to the Reserve for Stabilization of Member Dues, 
which brought the total of that reserve account to $507,039. 
The Board further approved the transfer of $607,039 from 
the Reserve for Stabilization of Member Dues intc operating 
income for 1979, which increased projected inceme to the 
level of anticipated expenses and balanced the 1979 budget. 
The resulting balance of reserve accounts as of December 
31, 1978, was as follows: Reserve for Stabilization of Mem- 
ber Dues, $607, 039; Reserve for Future Expansicn and De- 
velopment, $1,689,473; and Unrestricted Surplus, 5253 ,605. 

Investments. The stated investment policy of th» Associa- 
tion is to "employ sound investment vehicles affording the 
maximum return consonant with safety of capita., i.e., the 
type of investment a prudent individual would seeE." Within 
this context, safety of capital has been identified as the first 
objective of the investment program. As a result, :he major- 
ity of the Association's portfolio, approximately 756€, is con- 
servatively invested in fixed-income securities. 

Total investment income for the year ameunted to 
$158,999. Of this amount, $24,254 stemmed from.a $320,000 
holding in 7'/2% savings and loan certificates. These bal- 
ances will be transferred to higher yielding investrrents upon 
maturity. Earnings from U.S. Treasury bills and zhort-term 
commercial bank certificates of deposit amcuated to 
$113,974. These holdings represent the working capital of 
the Association and are invested in accordance wi-h require- 
ments in the annual cash budget. Balances ranged from a 
high of $2,700,000 in mid-year to a low of approximately 
$300,000 at year end. This experience reflected an orderly 
execution of the cash budget and maximum returr. an short- 
term holdings within the conservative bounds esta»lished by 
fiscal policy. 

APA has been fortunate with respect to the equities por- 
tion of its portfolio since the establishment of the Iavestment 
Advisory Committee in October 1975. Our experience has 
outstripped leading market indicators; total fund return on 
equities over the 3-year period has averaged 21 195; total 
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tem 1977 1978 

ASSETS i 
Cash end savings accounts $ 15,000 $ 15,000 
Certificates of deposit 320,000 320,000 
Accounts receivable 674,893 652,182 
Accruzd interest receivable 38,738 7,711 
Deferred and prepaid expenses 147,545 217,342 
Marketable securities 

Stocks and bonds (at quoted 

marxet value) l 1,047,442 488,394 

U.S Treasury bills, etc., short-term 

investments at cost 1,165,863 311,926 
Notes and advances receivable from 

APMA?' 1,757,085 1,757,085 

Less. valuation reserve (1,757,085) — (1,757,085) 
Land znd building, Central 

Office, at nominal value Í i 
Furniture and equipment, Central 

Office, at nominal value 1 ] 
Land znd building, other, at cost 0 1,113,886 
Total zssests ' 3,409,483 3,126,443 
Deduc: 

Cash and marketable securties 

allocated from general fund l 

to restricted fund i 400,964 305,189 
Total general fund 3,008,519 2,821,254 
LIABIL TIES 
Accounts pavable and accrued’ 

expenses 111,954 270,965 
Due to district branches 36,641 31,014 
Deferred income 23,304 5,125 
Reserva for stabilization of 

future dues 665,700 607,039 
Reservz for future expansion 

and development 1,980,000 1,689,473 

Less valuation reserve, marketable 

secu-ities (69,089) (45,967) 
Total laébilities 2,748,510 2,557,649 
Unrestricted surplus 

At beginning of year 257,728 260,009 

Net change during year ended 2,281 3,596 

At er.d of year 260,009 263,605 
Total general fund 3,008,519 2,821,254 


“American Psychiatric Museum Association, Inc. 


fund return for 1978 amounted to 5.1%. The Association re- 
alized a paper loss of $31,878 from the sale of securities that 
had been held in the portfolio for some years and appeared to 
have minimum market potential. 

During 1278, funds were taken from the investment portfo- 
lio ($1.113,886) to provide working capital for the purchase 
of real property in Washington, D.C., for development of an 
office building. Special purpose funds, which make up a sig- 
nificant portion of the portfolio, decreased by $95,000 in 
1978, primarily due to expenses incurred in carrying out fed- 
erally Tunded contracts. APA will be reimbursed for these 
expenses by the federal government. An additional $203,324 
was expended from the Reserve for Stabilization of Member 
Dues to support operations during the year in accordance 
with tke budget approved by the Board of Trustees. The pur- 
pose of this transfer of funds was to prevent the need for a 
dues iucrease during 1978. 

Employee benefits. The 1978 cost-of-living increase of 


‘5.5% matched that of the federal government, the primary 


emplover in the Washington, D.C., area. In 1978, the basic 


TABLE 2 
Comparison of Functional Revenues and Costs for Fiscal Years 1977 
and 1978 
Item 1977 (96) 1978 (96) 
Revenues 
Publications 
Advertising 26.87 29.27 
Subscription and related fees 4.84 4.27 
Book sales 4.43 4.22 
Member services ` 
Dues from members 46.12 42.30 
Meetings income 6.97 7.11 
Other income 1.36 1.40 
Other income (donations, 
investments, etc.) 9.41 11.43 
Total dollars : $6,684,311 $7,577,042 
Costs 
Governance (Board of Trustees, 
Councils, Assembly) 18.50 17.54 
Publications (APA journals and 
book sales) 37.38 36.27 
Public Affairs (public information 
and government relations) 6.73 7.72 
Member services (membership 
services and 
educational programs) 27.75 28.16 
General and administrative 
(administrative offices 
and other costs) 9.64 10.31 
Total dollars $6,177,010 ^ $7,573,446 


hospital insurance plan for APA staff was provided by Blue 
Cross, and a wrap-around policy covering major medical/ 
surgical benefits was provided by MONY. Based on a cost 
increase of 65% from MONY, the major medical/surgical 
portion of the plan was transferred to John Hancock for a 
savings of $6,960 during 1978 and a projected savings of 
$21,700 for 1979. 

APA’s annual contribution to the Employees Retirement 
Plan was increased from $85,508 to $109,165, an increase of 
$23,657. The higher level of contribution stemmed from an 
expanded membership in the plan and annual salary increas- 
es for existing members. 

The federal govenment increased the base upon which 
unemployment insurance is calculated, and hiked both the 
rate and base associated with Social Security taxes leading 
to increased contributions of $8,408 for unemployment in- 
surance and $16,085 for Social Security taxes. 

Grants and contracts. In February 1977, the Executive 
Committee of the Board of Trustees accepted a recommen- 
dation by the Treasurer that obtaining grants and contracts 
to support needed programs should be identified as a top pri- 
ority of the Association. At that time the Association was 
receiving monies from grants and contracts at the rate of 
$294,842 per year. Efforts of management to comply with 
this mandate culminated in an increase in grant/contract in- 
come to an annual rate of $1,176,734 by December 1977. 
This heightened level of support was maintained during 
1978, with total awards amounting to $1,196,333 ($1,151,333 
from federal sources and $45,000 from private foundations). 
Federal grants/contracts provided APA with $120,400 for 
overhead reimbursement and $25,052 for support of fringe 
benefits for employees during 1978. 

The higher level of federal support for APA programs 
combined with the increasing number and complexity of 
governmental regulations affecting the management of feder- 
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al funds pointed to the need for a more sophisticated system 
for controlling APA's grant/contract program. Therefore, 
during 1978, staff developed an internal audit system to pro- 
vide an ongoing review of the compliance of grant-supported 
projects with pertinent regulations and contractual obliga- 
tions. As part of this monitoring program, the position of 
Grants and Contracts Analyst was established in the 1978 
budget. 

Publications, Psychiatric News generated revenues of 
$1,235,379, contrasted with expenses of $1,124,013, for a 
surplus of $111,366. The revenue amount represents an in- 
crease of $236,575 over the 1977 amount. This gain stems 
primarily from an increase in advertising revenues. The 
American Journal of Psychiatry produced revenues of 
$1,053,245 and incurred expenses of $1,240,630, for a deficit 
of $187,385. It should be noted that the Association levies an 
overhead charge to its three publications at the rate estab- 
lished for indirect costs for federal grants and contracts. The 
overhead rate for the American Journal of Psychiatry during 
1978 was 41.7% of direct costs. This publication showed a 
surplus of $177,712, excluding APA overhead charges. The 
Hospital & Community Psychiatry journal realized reve- 


nues amounting to $269,437 and expenses of $413,936. The. 


resulting deficit was $144,499. After adjusting for the APA 
overhead charge, the deficit for 1978 is reduced to $22,684. 

The Association maintains approximately 90 book titles in 
inventory. Total revenues for 1978, net of discounts, 
amounted to $273,195, which showed a modest gain over 
1977 totals. Receipts during 1978 were stimulated slightly by 
sales of the DSM-III draft and Mini-D. The Association's 
publications are produced and marketed at prices that assure 
a return of the printing, distribution, and promotion costs. 
The excess of revenues from sales over expenses keeps this 
activity on a self-sustaining basis. 

Central Office building. For some years, the Association 
staff has exceeded office space available in its headquarters 
buildings. Even though APA currently leases two sites 
beyond its Central Office campus, overcrowded working 
conditions prevail. This situation is exacerbated by in- 
adequate heating, ventilation, cooling, and electrical sys- 
tems and excessive operating and maintenance costs. In Au- 
gust 1978, after determining that it would be impossible to 
expand the existing campus and fiscally disadvantageous to 
lease space to house the headquarters facilities, the Associa- 
tion purchased property at the northern corner of Con- 
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necticut Avenue and Hillyer Place in Washington, D.C., as 
the site for a new office building. After a few months of initial 


developmental work on the project, a change in the District 4 * 


of Columbia's Landmarks Law rendered it unlikely ‘thee 
project could proceed in accordance with APA plans. There- 
fore, on December 26, 1978, the Association entered into a 
contract for the sale of the property to Mr. Jeffrey N. Cohen, 
a local real estate developer. Settlement on the »roperty 
took place on February 28, 1979. Funds realized “rom the 
sale covered all but $19,720 of the total cost of the project. 

The commercial real estate market in Washingtcn, D.C., 
has been extremely tight for the past several years and it is © 
likely that the market will not improve in the foresezable fu- 
ture. Additional problems are posed by complex and chang- ` 
ing regulations in the District of Columbia relative te zoning, 
landmarks, construction standards, and utilities. Because of 
this situation, it is difficult for organizations withoat exten- 
sive experience-".real estate development to move with con- 
fidence toward the construction of an office building in 
Washington, D.C., at this time. Therefore, during its April 
1979 meeting, the APA Board of Trustees approved the es- 
tablishment of a working relationship with the Oliver T. Carr 
Company, one of the most successful and reputable real es- 
tate developers in the Washington, D.C., area. It 1s antici- 
pated that APA’s real estate project will proceed in z system- 
atic and progressive manner with the assistance o7? this de- 
veloper. 

Conclusion. It is a pleasure to present to you what I be- 
lieve is a very forthright and positive annual report on the 
fiscal activities of the APA during 1978 and the finarcial con- 
dition of the Association at this time. You are we.come to 
discuss any aspect of this report with me during tke annual 
meeting or to review the total audited figures for income and 
expenses at APA headquarters. 

I wish to express my gratitude to the membership for en- 
trusting me with the responsibility for the fiscal affa:rs of the 
APA, and to the Assembly, the Board of Trustees the offi- 
cers, and the Investment Advisory Committee for their šup- 
port and their ongoing interest in the financial stabil ty of the 
Association. Appreciation is also due to the Medical Direc- 
tor, the Deputy Director for Business Administration,. the . 
Comptroller, and the entire staff for their capable assistance | 
whenever needed during the year. 


CHARLES B. WILKINSON, M.D. 


4t 


“Ne 


= 


Am J Psychiatry 136:10, October 1979 


- 
* 


to, 
~ 


Report of the Medical Director 
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IT is A privilege to present an annual report to you. I will 
follow my usual practice of highlighting staff activities and 
developments. However, five years of service mark a nodal 
point, and I will also make a few additional observations. 

A major leader of another medical association recently 
asked me why ‘psychiatrists get so upset when marked dif- 
ferences arise within our specialty. He added that in his or- 
ganization a fairly comfortable healing process follows inter- 
nal debates. He wondered why we have difficulty doing the 
same. This observation has relevance in several contexts. 
We have seriously debated major questions affecting our in- 
ternal structure and our external policies. During the past 
several years the membership considered recommendations 
emanating frcm the Key Conference. In this year's election 
the Constitution and By-Laws changes failed to achieve the 
required two-thirds margin but did receive a majority vote. I 
hope the gcals of increased democratization within the APA 
and improvec overall performance will be implemented by 
other actions. If we all, work together to achieve these basic 
goals perhaps we will disprove the contention that psychia- 
trists cannct unify after intense debate. 

Staff must maintain. a neutral stance during policy debates 
and we have attempted to fulfill that expectation. There are 
times, of course, that we do not feel neutral about an issue. 
On other occasions, we play an active role in implementing 
APA policy taat some of the leadership have not fully ac- 
cepted. In anv case, I do not define staff neutrality as a pas- 
sive position end we will continue to function in an involved, 
active fashion. I am accountable to you when any member of 
the staff exceeds his or her responsibility, but I am also ac- 
countable if we do not take action. I expect to hear from you 
concerning amy deficits in staff function and I will attempt to 
make appropriate corrections. 

During this annual meeting DSM-III will receive careful 
attention as will programs like our CHAMPUS Psychiatric 


Peer Review Project, federal legislation, and judicial actions.' 


We exhibited remarkable unity in achieving the decision by 
Judge Warringer of the U.S. District Court for the Eastern 
District of Virginia. All components of the APA cooperated 
closely to obtain that favorable verdict. I congratulate the 
leadership and the members of the Virginia Neuropsychiat- 
ric Society, legal counsel Joel Klein, the leadership of the 
APA, and all the other district branches that have supported 
our Virginia colleagues. 

One area of concern is the slowing rate of growth of our 
Association. Our overall membership now exceeds 25,000, 
but the propo-:tion of trainees to members has decreased. I 
hope the Assembly will take special note of the statement in 
the Procedural Code of the Assembly that ‘‘. . . the primary 
responsibility of the Assembly Membership Committee is to 
develop plans for assisting the district branches in their ef- 
forts to interest qualified non-members in becoming mem- 
bers of the Association," Through determined action we can 
broaden the membership base. I also hope we can take 
strong action to increase the number of applicants for psy- 


This is an edited version of the report presented by the Medical Di- 
rector to the enr.ual business meeting in Chicago, Ill., May 15, 1979. 


OFFICIAL ACTIONS 


chiatric residency programs. Cognizant of the problem of at- 
tracting med:cal graduates into our field, I urge the formula- 
tion and implementation of policies that might reverse the 
fall-off in recruitment. 


The 132nd annual meeting is extraordinarily rich in pro- er 


gram content. I congratulate all those responsible for orehes- 
trating this most complex task. I personally thank thé Chair- 
man of the Program Committee, Dr. Allan Beigel, for his 
excellent stewardship. Some of our members, longing for the 
halcyon days of smaller meetings, react to the meeting’s 
complexity with increasing concern. This annual meeting re- 
flects the best of American psychiatry. It is a meeting orga- 
nized primarily for the educational needs of the membership, 
and I think that it serves them well. Psychiatry is a genuine 
and significant part of the mainstream of American medicine 
and of our society as a whole. We must accept the challenges 
that flow from this position and not be deterred by the few 
strident critics or by our own longing for a more simplistic 
and hence isolated status. 

I thank each of you for your support of our staff. President 
Masserman, Speaker Campbell, and the other APA leaders 
wish to have a strong and effective staff component. I appre- 
ciate the tangible actions demonstrating this intent. 

_ Thank you also for permitting me to function as an execu- 
tive officer in such a splendid organization. 


GENERAL COUNSEL 


Rogovin, Stern, and Huge, APA General Counsel, have 
done extensive legal work for the Association including the 
purchase and sale of property on Connecticut Avenue. Legal 
developments necessitated extensive participation on the 
part of counsel and outside special counsel with experience 
in zoning preceedings. Four separate lawsuits grew out of 
this matter (all settled out of court). 

Mr. Joel Klein and associates prepared legal memoranda 
on the variety of antitrust issues now facing medicine. These 
issues include advertising, certification, relationships to ac- 
crediting and licensing bodies, and relationships with non- 
physician providers. . 

They also provided tax advice and counseling for APA; 
counsel on personnel practices; review of APA’s malprac- 
tice insurance program; opinions on proposed changes tn the 
Constitution and By-Laws; consultation to the Ethics Com- 
mittee and the Membership Committee; counsel concerning. 


‘libel and privacy law as it affects APA publications; and con- 


sultation to various APA components, area councils, and 
district branches. 

Mr. Klein has assisted Mr. Norman Penner and the APA/ 
CHAMPUS Advisory Committee in the continued negotia- 
tions with CHAMPUS over confidentiality provisions of the 
current contract. - 7 

We commend the firm for its dedicated service and are 
pleased that Mr. Klein participates actively at all meetings of 
the Board of Trustees and its Executive Committee, Refer- 
ence Committee meetings, meetings of the Assembly and its 
Executive Committee, the Fall Meetings, and the annual 
meeting. 
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OFFICE OF BUSINESS ADMINISTRATION 


This office completed almost four years of operation in De- 
cember 1978. Highlights of the Office's activities during 1978 
included continued refinement of business functions, prepa- 
ration of a balanced budget for 1979, development of new 
office space to house the Association's headquarters facili- 
ties, and renegotiation of contracts for advertising sales. 

The Office has reviewed all major contracts with vendors 
and renegotiated most with terms more favorable to the As- 
sociation. The most complex negotiations related to con- 
tracts for sale of advertising space in APA's publications 
were completed in 1978. These negotiations reduced adver- 
tising commission rates for the three major APA publications 
and eliminated termination clauses in existing contracts. Ac- 
tual cost savings for 1978 amounted to more than $44,000 
with an additional savings of more than $85,000 projected for 
1979. 

I congratulate Dr. Jack White for the successful sale of the 
property at Connecticut Avenue and Hillyer Place, at no loss 
to the Association, and for his continued efforts to find suit- 
able space to build a new building. 


OFFICE OF MINORITY AFFAIRS 


During the past year, the Office focused on mental health 
issues of underrepresented groups: children, ethnic minor- 
ities, and women. Dr. Jeanne Spurlock, Deputy Medical Di- 
rector, provided staff support for the Councils on National 
Affairs and Children, Adolescents, and Their Families. She 
also directed APA's Minority Fellowship Program. l 

Dr. Spurlock was among psychiatrists who visited South 
Africa to look at psychiatric facilities for black patients. Her 
office provided considerable staff support to the site visit 
team. 

The Minority Fellowship Program, now in its fourth year, 
enjoyed a year of great activity. Highlights included approv- 
al of the appointment of an APA/NIMH Fellow as Observer- 
Consultant to the Board of Trustees; approval of the pub- 
lication of the Survey of Health Services for Medical Stu- 
dents, conducted by a group of APA/NIMH Fellows; pub- 
lication of the first issue of the APA/NIMH Newsletter to 
serve as an information exchange in the areas of research, 
mental health, and legislative issues relating to concerns of 
the underserved population. 


PROFESSIONAL AFFAIRS DIVISION 


Directed by Dr. Henry H. Work, Deputy Medical Direc- 
tor, this division provides assistance to the Assembly, the 
Council on Research and Development, the Program Com- 
mittee, the Staff Committee on the Annual Meeting, Hospital 
and Community Psychiatry Service (including the Institute), 
the Consultation and Evaluation Services Board, and the 
Remotivation Project. Dr. Work also serves as a member or 
officer of more than 7 other organizations. In particular, he 
serves as Secretary of the Group for the Advancement of 
Psychiatry and Secretary-General of the American College 
of Psychiatrists. 

This office responds to requests for psychiatric referrals, 
usually suggesting the inquirer write to his or her local dis- 
trict branch. The Joint Commission on Public Affairs has at- 
tempted to determine how each branch deals with such refer- 
rals. 
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A member of this staff developed a general brochure on 
"Careers in Psychiatry" and requests for this bcoklet to- 


taled 1,323 in 1978, a substantial increase over the 977 total  . 


of 992. _— 

Promotion of the H&CP Service continues and tLere were 
several promotional mailings in 1978. These will ccntinue in 
1979. 

The H&CP Institute, held in September in Karsas City, 
Missouri, was a success, with some 809 persons registering 
for the meeting. This continues to be an importan: meeting 
for many mental health professions to exchange information. 

As suggested above, this is a very active office. The activi- 
ties in connection with the Staff Committee on the Annual 
Meeting (SCAM) continue to grow as this committee is in its 
second full year of operation. Under Dr. Work's chairman- 
ship, this group acts to coordinate all staff activities in- 
volving program and meeting logistics related to tre Annual 
Meeting. It serves as a valuable asset in sharing information, 
airing issues, and overall coordination of activities: The 
functions of this committee suggest that there should be a 
more centralized activity within the office related zo the en- 
tire programmatic and management aspects of tke Annual 
Meeting. 


PUBLIC AFFAIRS 


The Division of Public Affairs has responded so various 
articles involving psychiatry. Reader's Digest, U.S. News 
and World Report, Time, and People carried cover articles 
on the field. Staff spent many hours assisting the networks 
and local stations in regard to several television s3ows. 

The Division and the Joint Commission on Gcvernment 
Affairs organized a most successful Symposium fcr the Na- 
tional Media Writers in Snowmass, Colorado, in September 
1978. The conference, attended by thirty writers featured 
presentations by eight outstanding scientists in psychiatric 
research. The major purpose of the conference, s&unded by 
the National Science Foundation, was to encourag2 more in- 
teraction between psychiatrists and writers. The first local 
follow-up conference was held in New Jersey in April 1979, 
with six more planned in other parts of the country. 


DIVISION OF GOVERNMENT RELATIONS 


This division provides the interface for APA policy with 
the legislative and executive branches of the Federal govern- 
ment. The Division's efforts regarding legislative and execu- 
tive activities are proactive, providing wide-rangin2 APA in- 
put into the legislative and regulatory processes before legis- 
lation is proposed or regulations promulgated. ` 

The Division serves as an information clearingiouse and 
springboard for grass roots lobbying through the Legislative 
Network (developed by the Joint Commission om Govern- 
ment Relations). As the Congress considers issues of impor- 
tance to psychiatry, the Division alerts the Netwcrk’s legis- 
lative representatives by Mailgram. The Network then com- 
municates current APA policy to targeted congressmen on 
that particular issue. In the past year the Division initiated 
alerts in support of the President's 1980 budget request for 
funds to expand psychiatric coverage under Medicare, and 
to urge sponsorship of legislation introduced by Senator Jav- 
its on confidentiality of medical records patternec upon the 
APA model bill. During the 95th Congress the Division pro- 
vided testimony on 35 separate occasions. 
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Ninety-five percent of all APA district branch Legislative 
Representatives attended the 1979 Legislative Institute in 
February 1979 in Washington. The program, planned by the 
Division in consultation with the Joint Commission, focused 
on federal legislative issues with group workshop presenta- 
tions by key congressional and executive staff, role modeling 
demonstration workshops, lobbying techniques and strategy 
presentaticrs, and personal meetings with congressmen and 
their staff. NIMH Director Dr. Herbert Pardes addressed the 
Institute, outlining NIMH's legislative health agenda. 

I am also delighted with Jay Cutler's election to the presi- 
dency of the Coalition for Health Funding. 


ACCOUNTING AND FISCAL DEPARTMENT 


Dr. White directed an extensive reorganization of this de- 
partment. Mr. Robert Milanicz was promoted to Comptrol- 
ler and Ms Joanne Robinson to Deputy Controller, ard the 
responsibikties of other employees were redefined. A. new 
position of Grants/Contracts Analyst became part of the new 
internal monitoring program of APA grants and contracts. 
The increase in support from grants and contracts—from 
$295,000 ir. early 1977 to $1,277,000 in 1978—necess tated 
this more systematic control mechanism. New accounting 
equipment and improved information systems within the de- 
partment resulted in a more rigorous control of funds and 
enabled this department to assume an increased workioad. 


PSYCHIATRIZ NEWS 


The newspaper of the Association plays a vital role. pro- 
viding information and education for APA’s membership. In- 
dependent surveys indicate that Psychiatric News is ane of 
the most widely read publications in the field of psychiatry. 
The APA Committee to Review Psychiatric News has met 
with Editor Herbert M. Gant to discuss various changes in 
content and format which would improve the newspaper. 
Decisions on these changes have been delayed until a read- 
ership survev is completed this summer. The relatively small 
staff of writers has done an exceptional job this past year 
travelling to meetings to report events of interest to APA 
members. The Editor continues to expand coverage of dis- 
trict branch and area council activities. 


JOINT INFORMATION SERVICE 


Despite some unavoidable publication delay, the JIS has 
had a busy, productive year. A study of prevention programs 
containing significant recommendations about this disputed 
area 1s in the final stages of preparation. 

Funded by the van Ameringen Foundation, the JIS has con- 
ducted a stucy of psychiatric services in smaller general hos- 
pitals. JIS considered these services to be of high quality, 
providing an extremely useful service to their communities. 
This study promises to yield another excellent JIS pub- 
lication. 

A questionnaire survey of physician personnel in state 
hospitals and community mental health centers is also in 
progress. 

The JIS Executive Committee has identified several major 
projects for which grant and contract support is being 
sought. These include studies of the unmet needs o? the 
chronic patients and an examination in situ of the effect of 
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national health insurance on mental health services in Cana- 
da. 

For the 15th year, Mr. Raymond Glasscote has provided 
fine direction of this project, which furnishes our field, legis- 
lative bodies, and many other groups with vital information. 
The JIS also provides a productive, highly visible, and con- 
structive official tie with the Mental Health Association. 


HOSPITAL & COMMUNITY PSYCHIATRY 


The H&CF Editorial Board and staff have given top priori- 
ty to upgrading the content of the journal. Papers are being 
solicited from prominent people in the field and staff is work- 
ing to strengthen its collaborative relationships with the 
American Journal of Psychiatry to obtain good papers on 
topics relevant to H&CP. Staff is also exploring ways to 
strengthen the relationship between the journal and the 
H&CP Service. The Herlitz agency became the advertising 
sales representative in September 1978 after a sales review 
indicated H&CP was not being represented to maximum 
advantage. Beginning in January 1979, complimentary copies 
of the journal have been sent to psychiatric residents as a 
trial. This increases the number of physicians on the sub- 
scriber list by 4,000, a selling point for advertisers. It also 
acquaints residents with this journal. 

In Septemter 1978 a classified advertising section was also 
added and this has great appeal for interdisciplinary staff re- 
cruitment. Staff has developed plans to promote this section 
more aggressively. 

Current circulation stands at approximately 20,000, of 
which approximately 15,500 are paid subscribers. H&CP has 
strong potent:al for increased circulation to tap this potential 
readership; staff will work hard on circulation promotion 
strategies in the coming year. 


OFFICE OF MEMBER BENEFITS 


Director TEomas J. Yeakle reports that participation in the 
Member Life, Accident and Health Insurance Program has 
increased by 12%. The office mails promotional materials to 
each new member with other materials related to APA mem- 
bership. The 3etirement Program continues to grow and the 
Professional Liability Program now covers approximately 
7,500 APA members. 

This office has completed arrangements to introduce a Pre- 
ferred Risk Automobile and Home Owners Insurance Pro- 
gram for APA members. The program is underwritten by 
GEICO Insurance Company of Washington, D.C. The office 
will solicit by mail only. This could result in a substantial 
savings of insurance premiums for participants in the pro- 
gram. 

Profesco, Inc., a subsidiary of John Hancock Mutual Life 
Insurance Company, has agreed to make a wide range of ec- 
onomic services available to members of the Association. 
Services include short- and long-term loan programs, con- 
sulting services covering such subjects as equipment financ- 
ing and leasing, tax planning, accounting and billing systems, 
design ‘construction, and financing of professional office 
space. This program is objective with no prepackaged plans 
or advanced fees involved. 

This new activity has developed into a useful and effective 
adjunct to the various member committees involved with in- 
surance and member benefits. 
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APA/CHAMPUS PROJECT / 


Now in its 21st month the APA/CHAMPUS Psychiatric 
Peer Review Project has completed all of the tasks set forth 
in the contract. An initial increment of the peer review sys- 
tem developed for CHAMPUS by the National Advisory 
Committee should be operating shortly. This first increment 
will review all inpatient cases of 180 or more days. The con- 
tract called for review to begin some time ago, but imple- 
mentation has been hindered primarily by CHAMPUS and 
to a lesser degree by the Association itself. 

Many divergent opinions exist on the topic of peer review, 
accountability, and confidentiality. All of us must unite to 
ensure the success of this project. Aggressive negotiations 
with the Department of Defense will continue, but building a 
productive partnership based on trust and confidence takes 
time. 


PUBLICATIONS SERVICES DIVISION 


Directed by Dr. Jack White, the Publications Services Di- 
vision continued to reorganize its operation and develop 
needed information systems. The department, headed by 
Ms. Nancy Frey, played a major role in coordinating infor- 
mation for the advertising representatives' review and the 
negotiation of the advertising contracts. The sales volume 
for advertising circulation and publication also increased. 
The Circulation Office and the Data Processing Department 
plan to convert from an outside computer system to a more 
automated and cost-effective in-house system for processing 
nonmember subscriptions for the three major APA pub- 
lications. The division also plans to convert the H&CP Serv- 
ice membership file from an outside vendor to an in-house 
operation. | 

The division hopes to develop more coordinated plans for 
APA publishing needs and promotion plans of publications 
to the field. i 


MEETINGS MANAGEMENT DEPARTMENT 


This department’s responsibilities continue tọ increase in 
direct ratio to the number of meetings required by the Asso- 
ciation. These include Fall Committee Meetings, H&CP In- 
stitute, Institute on Government Affairs, Annual Meeting, 
and CME and international meetings, as well as meetings of 
components throughout the year. 

This department had major responsibility for the 131st An- 
nual Meeting, attended by 10,618, the largest meeting since 
San Francisco in 1970. The APA Resource Center, estab- 
lished in the Exhibit Area for the first time, provided infor- 
mation to our members about all APA services. 

After the Annual Meeting, the department organized a 
joint meeting with French colleagues in Paris, France. 

From January through December 1978, 250 meetings were 
held in the Central Office. Eight other components met out- 
side Washington, D.C. Eighty components also met at the 
Fall Meetings in Washington, with an attendance in excess 
of 450 members. 

The department planned the Media Conference in Aspen, 
Colorado, in September 1978 (under the auspices of the Joint 
Commission on Public Affairs), worked with various mem- 
bers to plan international meetings in Manila and Hong 
Kong in 1980, and will work to plan the WPA Regional Sym- 
posium to be held in New York during the fall of 1981. 
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ADMINISTRATIVE AND PERSONNEL SERVICES 
DIVISION 


Reorganized to reflect more fully the division’s functions, 
this department highlights appropriate support for personnel 
management functions. A new position, Assistant, Person- 
nel Services, centralizes and professionalizes recrvitment, 
selection, hiring, promotion, termination, and records man- 
agement for the APA staff. 

This department negotiates employee benefits involving 
insurance coverage, and plans for building maintenance and 
repairs. This year the department installed smoke detectors 
and a fire alarm system in both buildings. Mr. Charles Kurta 
and his staff negotiated and arranged for the instalation of a 
new telephone system, Centrex-II, with a minimum of dis- 
ruption in our daily operation. 


LIBRARY AND ARCHIVES 


During 1978 the Library designed and implemented a cen- 
tral information services program for the APA to establish an 
interaction between the Library and APA staff, and to deter- 
mine specific information problems or needs within each 
APA department. 

Computer information services have expanded to include 


general information files and the social sciences. In addition 


to MEDLINE, the Library now has access to Psychological 
Abstracts, ERIC, Magazine Index, Social Science Citation 
Index, and the New York Times Information Bank. 

The staff has compiled au in-depth index of Psychiatric 
News for the year 1978. The index will be a valuable re- - 
source for information about APA activities, mental health 
organizations and personnel, and mental health legislation. 

In April 1979 Mrs. Jean C. Jones became Associate Li- 
brarian (with plans for retirement). Mrs. Juanita Garretson 
became Acting Director of the Library and Archives. The 
Medical Director plans to request the appointment of a 
search committee to fill this most important staff pcsition. 

The Archives continues to acquire materials frora APA de- 
partments. Staff completed six Oral History Interviews and 
plans to interview all APA Past Presidents. The Archives 1s 
refining procedures for the arrangement and description of 
materials, simultaneous processing of new as well as existing 
records, and honing retrieval aids. 


MEMBERSHIP DIVISION 


The Membership Division's major accomplishments for 
1978 were 1) a reduction in the backlog of pending work; 2) 
the initiation of a contract with NIMH for a study of the 
distribution and biographic/demographic character. stics of 
psychiatric manpower; 3) a continuing separation aad clari- 
fication of the respective responsibilities of the Membership 
Division and the newly activated Data Processing Depart- 
ment; 4) the development of a "new member packet” of in- 
formational materials; 5) the assumption of responsibility for 
staff liaison to the Committee on Constitution and By-Laws; 
and 6) increased liaison with and consultation to membership 
components and other staff, especially in the conduct of sur- 
veys and other data collection. Other matters of note includ- 
ed increased personnel turnover and a smaller than expected 
increase in total membership and only a very mirimal in- 
crease in dues-paying membership. 
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DATA PROCESSING DEPARTMENT 


During 1978 the Data Processing Department purchased 
and irstalled APA’s first in-house computer capabilitv, Gal- 
axy/5, mantfactured by Digital Systems Corporation of 
Walkersville, Md., and developed software to control 1) 
membership records, 2) APA and centralized District Branch 
dues billing, 3) recording of CME compliance by members, 
4) psychiatric manpower census requirements under NIMH 
contract, and 5) label sales functions. Not only did the de- 
partment recover totally from the breakdown in computer 
operations, last year, it dramatically upgraded system ser- 
vices at a development cost considerably lower than that for 
comparable systems in industry. 

Extraordirary pressure to accomplish an ambitious proj- 
ect within ar: unrealistic time frame marked the first half of 
the year. Th-ough an outstanding effort the parties involved 
merged two separate data bases, converted them to a new 
file design. and programmed only the essential elements of 
dues billing :o alleviate APA's unfavorable cash flow. The 
first ezror-free dues billing in APA’s history resulted. 

The balance of the year was characterized by pressure to 
complete sccres of remaining programs to free the new com- 
puter operation from the double expense of running parallel 
with the two former service bureaus. Subsequently, staff de- 
veloped capabilities to service other functions related to the 
membership data base, and continued testing, debugging, 
and evaluating the quality of new software. Staff performed 
admirably, learning new technical functions while meeting 
the rise in demand resulting from an improved system. 

The year represented an historic turning point in APA's 
approach tc data processing. We recognized the need for 
consolidatior. of data processing resources under specialized 
steerage and the long-range economy the new data process- 
ing tezhnolozy offers. While commitment to a staff-con- 
trolled opera-ion means an increased workload and responsi- 
bilities, it produces a responsive, flexible tool that can meet 
APA's charging objectives. Because of last year's experi- 
ence, the Association sought an innovative, yet hazardous 
solution to its data processing problems. This decision re- 
vealed an unusual level of confidence in staff and their ven- 
dor selection. Ms. M.J. Merrick was appointed Chief of the 
department. 

APA staff has completed, independently of any outside 
vendo-, the annual changes to the six complex Year-End 
Rollback prcgrams crucial to the accuracy of next year's 
dues tilling. For the first time, notices can be printed early, 
proofread, and mailed on schedule. 

Staf is preparing to convert and implement the Non-Mem- 
ber Circulation application, while trying to keep up with the 
demar.ds of rew products and enhancements to the member- 
ship data base. News of APA's successful in-house comput- 
er system has spread, and many departments have ideas for 
novel applications. Ms. M.J. Merrick, Chief of the Depart- 
ment, attempts to provide consultation on the feasibility of 
these projects. However, limited resources will preclude any 
impleraentation in 1979. The department will now move into 
a period of rapid, sweeping growth. Because of the strain, 
we anticipate additional staff in this department in 1980. 


OFFICE OF EDUCATION 
The structure and function of the Office of Education con- 


tinue to charge and expand. The office has been heavily in- 
volved in undergraduate, graduate, and continuing educa- 
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tion, has expanded its work with other medical specialty so- 
cieties and educational groups, and increased its investment 
in issues related to manpower development and deployment. 
This work, associated with APA membership, cultivates a 
growing interest and awareness in psychiatric education, and 
heightens the status of APA as a recognized leader in psychi- 
atric education efforts. Because of its convening and coordi- 
nating functions, APA now plays a pivotal and important 
role in any educational issue. 

The APA Office of Education receives a grant award from 
the Psychiatry Education Branch, Division of Manpower 
and Training Programs, National Institute of Mental Health 
for a series of national and regional conference workshops 
on educational development for psychiatric educators. The 
Office of Education and a consortium of psychiatric educa- 
tion organizations plan these meetings, which are designed 
to stimulate development of educational planning, implemen- 
tation, and evaluation skills for junior to mid-level faculty. 

The follow-up evaluation of the first national conference 
revealed great interest in continuing such conferences at a 
regional level with a smaller number of participants and 
more in-depth exploration of each topic. 

Staff for -he Educational Development for Psychiatric 
Educators include Training Project Director, Dr. Robin- 
owitz; Assistant Project Director, Suzanne K. Quick, Ph.D.; 
Vicki Upchurch, Administrative Assistant; and Deborah 
Slawson, Project Secretary. 

This office has been actively involved in continuing educa- 
tion activities. The Liaison Committee for Continuing Medi- 
cal Education resurveyed APA during the 1978 annual meet- 
ing. Staff prepared materials for, and participated in, the 
site-visit. APA received full reaccreditation for four years. 

The Office has reviewed approximately 350 programs, 
with an estimated physician participation of 11,000 for ap- 
proximately 4,800 hours of Category I CME credit. These 
programs have been developed primarily by regional and lo- 
cal organizations and institutions that do not have their own 
CME credit. l 

Staff provides program consultation to district branch con- 
tinuing education committees and representatives of other 
organizations. During the past year at least 30 visitors have 
come to the office to discuss program-planning and CME. 
The Deputy Director and Director have visited district 
branches and area councils and participated in continuing 
education committee meetings of Areas I, II, III, IV, as well 
as district branches in Areas V and VII. 

The Office developed and implemented procedures for 
processing APA members’ CME reports, beginning in July 
1977. Staff has reviewed approximately 2,700 reports and 
awarded approximately 2,580 CME Certificates. 

The continuing education functions of the APA annual 
meeting provide liaison between the Office of Education, the 
Program Committee and its Sub-Committee on Courses, the 
Division of Public Affairs, and Office of Professional Affairs. 

The Office of Education has begun reviewing sessions of- 
fered at the Annual Meeting for Category I CME credit. Staff 
worked with program participants to ensure that the Annual 
Meeting sessions will meet these criteria. We provided con- 
sultation and assisted in the preparation of objectives, devel- . 
opment of program outlines, bibliographic materials, and 
self-assessment questions. Staff edited these materials for 
the continuing education syllabus offered as part of the edu- 
cational format of the annual meeting. 

The goal of the Program Committee and the Office of Edu- 
cation Is a more complete educational experience for course 
participants. Brief courses, covering a single topic in depth, 
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with limited enrollment allow registrants greater opportuni- 
ties for active participation and learning. There will be 103 
continuing medical education courses with Category I credit 
offered at the 1979 annual meeting. 

Development of PKSAP-IV, under the direction of the 
PKSAP Steering Committee, supported by Office of Educa- 
tion staff is near completion. The National Board of Medical 
Examiners has provided technical and administrative serv- 
ices. Dr. Suzanne K. Quick serves as Staff Program Direc- 
tor. Working with her are Ms. Joyce Ailstock, Administra- 
tive Coordinator; Ms. Bairbre Kennedy, Secretary for 
PKSAP; Ms. Nancy Segal, Managing Editor for the Syl- 
labus; Ms. Shirley Johnson, Administrative Research As- 
sistant; and Dr. Robinowitz. 

The Office of Education provides staff support to the 
Council of Medical Education and Career Development and 
its components. Council activities have increased in variety 
and depth. The Council assisted APA in responding to pend- 
ing legislation and regulations of Federal agencies, particu- 
larly those related to P.L. 94-484, definition of shortage 
areas, and criteria by which National Health Service Corps 
members would be assigned placements. 

The Council started developing a consultation system for 
psychiatric residency training directors administered by Of- 
fice of Education staff. Institutions requesting program con- 
sultation will pay fees to this self-supporting service. This 
consultation service would be for residency program direc- 
tors in areas of program-planning, development, implemen- 
tation, and evaluation. 

The Council began to develop plans and approaches for 
the next decade conference on issues in psychiatric educa- 
tion, tentatively scheduled for 1984. 

APA has extended liaison to a variety of other psychiatric 
education and service organizations, as well as other medical 
specialty educational organizations. The Director has partic- 
ipated in general and executive committee meetings of the 
American Association of Chairmen of Departments of Psy- 
chiatry; the American Association of Directors of Psychiat- 
ric Residency Training; the Association of Academic Psychi- 
atry; the American Academy of Child Psychiatry; the Asso- 
ciation of American Medical Colleges; the American College 
of Psychiatrists; and the Group for the Advancement of Psy- 
chiatry. The Director presented workshops on educational 
evaluation for Georgetown University, George Washington 
University and affiliated hospitals, and Wright State Univer- 
sity. She also presented programs on psychiatric issues con- 
cerning women, attended the American Board of Medical 
Specialties, and participated in oral examinations of the 
American Board of Psychiatry and Neurology in June and 
November 1978 as an associate examiner. The Director was 
elected Vice-President of the Council on Medical Specialty 
Societies in November 1978. 

Work with psychiatric educational organizations cut in- 
creasingly into staff time, resources, and energy. We as- 
sumed an active, prestigious role among these groups. Psy- 
chiatric education organizations also began to reimburse us 
for specific expenditures, previously performed gratis. 

We have achieved particular success in our work with 
Government Relations, especially in the realm of federal ap- 
propriations for mental health. 


DEPUTY MEDICAL DIRECTOR 


Dr. Donald W. Hammersley, Ms. Claudia Hart, and Mrs. 
Dorothy Myrick work with the Medical Director's Office to 
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implement policies of the Board of Trustees and provide 
staff support to various APA components. Dr. Hammersley 
has administrative responsibility for several departments 
within the Central Office, is editor of Hospital & Community 
Psychiatry, and provides primary staff support for £ number 
of organizational components. These include the Reference 
Committee, the Council on Mental Health Services and its 
components, the Commission on Standards of Practice and 
Third-Party Payment, the Ad Hoc Committee on Inter- 
professional Relations, the Ad Hoc Committee on the Presi- 
dent's Commission on Mental Health, and the Ad Eoc Com- 
mittee on Health Insurance for Mental Disorders. 

Ms. Hart coordinates the agenda and background material 
for the meetings of the Reference Committee and prepares 
minutes and reports, in consultation with the Fresident- 
Elect. i 

Mrs. Myrick prepares the Directory of Orgarizational 
Components and Staff for the Association. Within the year 
we hope to computerize the directory through the APA Data 
Processing Department. 

Dr. Hammersley met with the Commission on Standards 
of Practice and Third-Party Payment several times last year 
and this year. The Commission has maintained ite positive 
exchange of information with Blue Cross/Blue Shieid Feder- 
al Employees Program, the Department of Defense 
(CHAMPUS), Blue Cross/Blue Shield National, the Civil 
Service Commission, and Aetna Insurance. The Commis- 
sion addressed the concerns of the Committee on Con- 
fidentiality over the APA/CHAMPUS Peer Review Project, 
and negotiated revisions with the Department of Defense 
and CHAMPUS officials. 

The American Art Therapy Association, the American 
Dance Therapy Association, the National Association for 
Music Therapy, the American Society of Group Psychother- 
apy and Psychodrama, and APA will jointly sponsor a Con- 
ference on the Creative Arts Therapies, June 28-30, 1979, in 
Washington, D.C. The Falk Medical Fund provided a grant 
to support the conference, which will serve as a ''con- 
sclousness-raising’’ exercise, to convince participants that 
arts therapies figure importantly in any treatment program. 
The Planning Committee, chaired by Dr. Robert Gibson, 
hopes to involve participants in decisions about priorities for 
arts therapies and create new professional positions in treat- 
ment programs. Ms. Wendy Witherspoon will act as confer- 
ence coordinator under Dr. Hammersley’s directicn. 

Dr. Hammersley represented the Association at various 
meetings, including the NIMH Ad Hoc Committee on Uni- 
form Mental Health Definitions and the Temporary Sub- 
committee on Mental Health Occupancies. He participates 
in the American College of Psychiatrists, Group fcr the Ad- 
vancement of Psychiatry, Hillhaven Foundation (Board of 


‘Trustees), American Institute of Architects, and Menninger 


Foundation (Board of Trustees). He also acts as-edvisor to 
the National Remotivation Technique Organization and the 
Forum on Long-Term Care. 


OFFICE OF COMPREHENSIVE HEALTH PLANNING 


Under Dr. Hammersley's administrative aegis, Mr. Irvin 
Muszynski serves as APA’s Liaison for Federal Azency Af- 
fairs. Over the past year, he monitored the federal regulatory 
process and facilitated input to those federal programs that 
affect psychiatry and mental health care. He served as staff 
liaison to the APA Committee on Comprehensive Health 
Planning, which is still trying to secure psychiatric input to 
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the national health planning program established by P.L. 93- 
641. To further psychiatrists’ influence on the health plan- 
ning program. the Committee on Comprehensive Health 
Planning and Mr. Muszynski’s office have conducted four 
health planning workshops in conjunction with Area Council 
meetings. Workshops in the remaining Areas will be planned 
for the coming year. 

In April 1972 Mr. Muszynski became an Assistant Direc- 
tor in tke Office of Government Relations. 


DISTRICT BRANCH OFFICE—BOARD AND ASSEMBLY 


Direc-ed by Dr. Henry H. Work, Deputy Medical Direc- 
tor, this office »rovided staff support to the Assembly and its 
components. The district branches have responded more 
and more to issues confronting the Association at the nation- 
al level. The» are vitally interested in areas such as 
CHAMPUS, peer review, DSM-III, and abortion. 

The Assemoly made many internal improvements to 
strengthen its >peration, like recall elections for officers of 
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the Assembly and the District Branches, and direct mail bal- 
lot for district branch officers and representatives. 

During the past year, we have been able to provide staff 
support to the Area Councils, and more recently, Area 
Trustees have been funded to visit District Branches. 

In attempts to communicate in a more systematic way 
with the district branches, we have used a system of num- 
bered packets to keep the district branches, Area Councils, 
and others advised of issues of national interest, referrals 
from the Assembly, the Board and the Reference Com- 
mittee, and actions of the Board and Reference Committee 
on Assembly recommendations. 

In September 1977 Mrs. Jeanne Robb was appointed to the 
new position of Coordinator, Board and Assembly, under 
the direction of the Medical Director and the Deputy Medi- 
cal Director, Dr. Work. This position has fostered closer 
coordination between the policy bodies of the Association 
and more efficient operation of the Central Office in respond- 
ing to requests for information. 


MELVIN SABSHIN, M.D. 
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Report of the Speaker 


MOST OUTGOING SPEAKERS describe what happened in the 
Assembly during their term of office. I am enough of a tradi- 
tionalist to want to do the same, with some of the triumph 
and satisfaction my predecessors enjoyed. I would not gladly 
be termed a ''hollow man,” of whom it could be said, ''This 
is the way his term ends/ Not with a bang but a whimper.” 
Yet I cannot make the list of this past year's victories a very 
long one. Therefore, I will describe the bad along with the 
good, setting both in the perspective of our specialty, our 
profession, and society as a whole. I will group the changes 
under three broad headings: organizational developments, 
professional matters, and external relationships. 


ORGANIZATIONAL DEVELOPMENTS 


The proposed constitutional revisions did not gain the 
two-thirds vote required for adoption. Thus we will continue 
to operate under the existing structure of governance, an 
amicable balance between the powers of the Assembly and 
of the Board of Trustees. During the year several decisions 
of the Board were questioned. Two were ultimately put be- 
fore the membership as referenda—the site of the 1981 con- 
vention and the recertification policy. Both the Assembly 
and the Board continue their search for ways to make the 
Association more effective and efficient. We formed an ad 
hoc committee with appointees from both bodies to study 
the structure of the councils and components and their rela- 
tion to the Board and Assembly. Recommended changes in- 
clude termination of the Council on Professions and Associ- 
ations, establishment of a Council on Law and Psychiatry, 
and plans for the development of a Council on Aging within 
the coming year. The Board of Trustees appointed a Com- 
mittee on Long-Range Planning for the Association to seek 
the advice of experienced administrators and organizational 
analysts outside the current staff and governing bodies of the 
Association. 

The search for a new home for the APA also continues. 
Fate, in the form of a community less than enthusiastic about 
having us in their midst, decreed that the model you viewed 
at the last Assembly meeting was not to be built. We are now 
considering several options, and there is time to develop a 
voluntary fund drive to finance the new headquarters. An 
Endowment Fund, separate from the voluntary fund drive, 
was approved and will figure importantly in long-range plan- 
ning. 

Representation, which emerged as a major theme of the 
Key Biscayne Conference deliberations, recurred in debates 
over the proposed revisions of the Constitution. How can 
the membership gain an effective role in shaping APA pol- 
icy? The organization is too large to be governed by the 
membership as a whole. The problem thus becomes one of 
selecting and electing representatives to act on behalf of the 
members. How representatives shall act and how account- 


This is an edited version of the report presented by the Speaker of 
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ability to electors can be assured have been disptted issues 
since the beginning of modern politics. We cannot resort to a 
referendum for every decision, nor can we wait for represen- 
tatives to be instructed by their constituencies on every issue 
that comes before the Assembly. Some, concerned that the 
representative who votes without instruction wields too 
much power, would seek protection against the abuse of 
power by limiting opportunities for its application. However, 
such protection would be bought at the expense of relevant 
and timely action by the Assembly. We must seek protection 
against abuse in other ways. We need a more effective recall 
mechanism coupled with a better informed electorate. The 
electorate must examine the issues that face psychiatry and 
assess the capacities of their representatives to adcress these 
issues in the Assembly. 

The Assembly is too large (173 members) tc work ef- 
fectively as a committee of the whole. As the Assembly's 
responsibilities increase, we must streamline procedures so 
that it can process more rapidly the questions wiich come 
before it. During the past year, I asked the Assembly's Com- 
mittee on Long-Range Planning to study the feasibility of a 
reference committee system for the Assembly, like that used 
by the AMA House of Delegates and the state maedical so- 
cieties. Reluctant to abandon the current practice of break- 
out sessions from the full Assembly by areas, the Assembly 
Committee gave me the option of superimposing £ reference 
committee system onto the present one. I woulc be disap- 
pointed if this were interpreted as a conclusion that the As- 
sembly's operating methods need no improvemert. 


PROFESSIONAL MATTERS 


Education. Dr. Robinowitz and her associates have done a 
magnificent job explaining the Continuing Medical Educa- 
tion requirements to members, helping worthwhile programs 
get started, and facilitating our quest for those cracial Cate- 
gory I credits. PASAP-IV is being readied and should prove 
particularly interesting to members. It will provid2 Category 
I credit, as well as concrete guidelines to preparing for re- 
certification. 

Manpower. In these days of budget cutbacks, it has be- 
come increasingly important to ascertain what happens to 
our educational products, where psychiatrists practice, and 
what kind of work they do. Training funds are row almost 
certain to be tied in with the maldistribution problem and 
efforts to bring appropriate services to the mentalky ill of pre- 
viously unserved or underserved populations. The Board 
has authorized a study of psychiatric manpower that will 
provide the data we need to plan an attack on this sroblem. 

DSM-III. There is intense interest in the system of nomen- 
clature proposed by the APA Committee on Nomenclature 
and Statistics. We need a shorthand to communicate with 
each other, a terminology we can use in reports and forms 
that go to various nonmedical agencies, and language that 
reflects the latest additions to our scientific underpinnings. 
Further, the consumerism movement has made us acutely 
aware that mere labelling can result in libel, that ccording a 
person ''diagnosed" or "patient" status may be similar to 


4 


Am J Psychictry 136:10, October 1979 
i 


assigning hir. to ‘‘outcast’’ status. We have yet to achieve 
perfection, but DSM-III is not the last system we shall see. 
DSM-IV is a:ready on the horizon. If we are to keep pace 
with the Inte-national Classification of Diseases, we must 
begin our work for DSM-IV within the coming year. 

Community mental health centers. When it seemed that 
CMHCs migFt be the only vehicle for mental health care de- 
livery, we de»lored the shrinking size of their medically ori- 
ented components and called for standard-setting that would 
bring them more in line with other psychiatric facilities and 
programs. The President's Commission on Mental Heaith al- 
so examined CMHC organization, and the Administration 
directed NIMH to develop legislative guidelines for a Com- 
munity Mental Health Systems Act. The APA's Division of 
Government Relations has followed these guidelines closely. 
They are by mo means in final form. The initial reactions to 
the draft legislation revealed some startling differences of 
opinion between APA and AMA regarding CMHCs. We 
should make a greater effort, particularly at the level of state 
medical socie-ies, to explain our views on the organization of 
psychiatric services to our medical colleagues in other spe- 
cialties and to understand their views. 

Chronically mentally ill patients. The widespread support 
within APA for our efforts on behalf of this neglected seg- 
ment of our population has been gratifying. Their age alone 
marks :hem as pariahs in a youth-oriented culture. In many 
instances them illness, by its very nature, long ago severed 
their bonds with family and community. In an under- 
standable but regrettable effort to empty state hospitals, 
many of these patients were launched on a trajectory of 
deinstitutiona.ization, mainstreaming, and normalization. It 
workec for some; for others, it only meant trading a back 
ward for a dark alley. We saw their plight, and we became 
their advocates. The President's Commission on Mental 
Health also f2lt this group deserved immediate attention. 
Such support is welcome, but we must not forget the fate of 
the seriously mentally ill in the history of our country. Many 
reform movements have come along to save them, but when 
these chronically mentally ill patients remained voiceless, 
disorganized, and unable to communicate appropriate grat- 
itude fcr their salvation, the reformers deserted them. For all 
practical purposes they have only us. Every level of APA 
must remain alert to their needs and work to devise new 
ways oT providing the multiple services they require. 

The Year of the Child. The Year of the Child is the obvious 
time to solidity our advocacy of mentally ill children and 
children whose abuse at the hands of any segment of society 
puts them ai great risk. I refer particularly to victims of sex- 
ual abuse and exploitation—rape, incest, and an underworld 
network that 1ses child subjects in the pornography indus- 
try. 


EXTERNAL RZLATIONSHIPS 


Role definition. Some of you may remember that I entered 
the Assembly with a question, ''What is a psychiatrist?” 
That question remains unanswered. Attempts to grapple 
with it 3ave produced lengthy and scholarly paeans to our 
goodness and "worth. Some wit—or someone with Galgenhu- 
mor —suggested that such a litany of virtues might now be 
chiselec in stone for our epitaph. 

Unfortunztely, the issue will not die of our neglect. Out- 
siders ask the same question and consider the answers they 
receive unsatisfactory. As Chairman of the Joint Commis- 
sion on Government Relations, I described more fully the 
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questions being asked by legislators, journalists, econo- 
mists, union -eaders, industrialists, and the public. In their 
view we have failed to answer them. Oddly enough, the an- 
swer that some of us have sought came from an unsuspected 
ally. The recent court decision in Virginia constitutes a judi- 
cial ruling on our function that may patch the hole in APA 
policy. However, I fear the patch will hold only for a time. 
Eventually the membership must come to grips with the is- 
sue of what a psychiatrist is. 

Ethical issues. Todav all of medicine is confronted with 
decisions that were unimaginable a generation ago, even a 
decade ago. Technologic advances have outstripped our ca- 
pacity to predict their impact. The public now expects doc- 
tors to define death and life, and decide who shall live and 
who shall die. Psychiatrists carry an even heavier burden 
because the ilinesses they treat are manifested by disordered 
thinking, emotions, relationships, and behavior. Con- 
sequently, the psychiatrist deals with behavior that does not 
conform to family or community standards but is not viewed 
as dysfunctional by the subject. Is the subject sick, deviant, 
or just ‘‘doing his own thing’’? Is his family overdemanding 
and out of step with the times? Is the community trying to 
hide its bigotry behind a smokescreen of pseudoscientific jar- 
gon? Psychiatry can be a vehicle for assaults on individuals' 
rights. Nevertheless, one must sympathize with the psychia- 
trist pressured to control, ameliorate, or abolish non- 
conformity by a society that files complaints against him for 
doing its bidding. 

This sympathy must not prevent us from questioning our 
methods and motives. À host of ethical issues will come be- 
fore the Assembly in the next few years. We already face the 
privacy-conficentiality issue, particularly in relation to 
CHAMPUS negotiations. It is a complex issue and, like all 
issues dealing with ethics, a very emotional one. Health care 
today exists as a triangle between patient, doctor, and proc- 
tor. The proctor will now gain access to some patient infor- 
mation previously known only by the doctor. We must de- 
cide how much information is needed to satisfy the legiti- 
mate requests of the third party, and who will have access to 
this information. We will resist unnecessary, inappropriate, 
and perhaps illegal encroachments upon patients' rights to 
privacy. The current crisis in research, especially in regard 
to human subiects, warns us about the danger of pushing a 
position to an unworkable extreme. The concern over such 
matters is welcome and appropriate. The specific actions 
that devolve from these concerns depend on delicate nego- 
tiations between all the conflicting parties. To stop negotia- 
tions and refuse to play means forfeiting the game. That 
would clearly be a disservice to the patients involved. 

Cost containment. We must deal with fraud and abuse by 
physicians who devise "treatment mills’’ and other schemes 
to take monev from government programs (and ultimately 
shrink the pool of funds so that the patients they claim to 
treat are denied the services they desperately need). We 
must ferret out those abusers and expel the dishonest, the 
fraudulent, and the unethical from our ranks. The spiralling 
costs of health care dismay all of us. Legitimate containment 
of those costs must rank as a national issue of high priority. 
Still, we would dismiss as foolhardy any plan that com- 
promises the quality of medical care in an attempt to reduce 
expenditures. Measures designed to provide immediate fis- 
cal relief may dull the perception of long-term perils. The 
current move to adulterate medical peer review by sub- 
stituting ‘‘less costly" professionals or subprofessionals for 
physicians comes dangerously close to a malignant neglect 
of quality. It is part of a larger trend that encourages the 
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growth of a single, highly structured system of care. Advo- 
cates of the single system mistakenly believe that it could be 
monitored and controlled more easily, built to provide all 
types of care, and honed into rapier precision. The search for 
a single, perfect system is a futile one. All such monolithic, 
to:alitarian systems have failed in the past. Nothing warrants 
the assumption that they will succeed in the future. We are 
already beginning to experience what has been predicted. 
We are involved in a numbers game, where accountability 
and effectiveness translate into a bureaucratic maelstrom of 
counting, computing, and obsessing about the irrelevant, 
with little regard to what happens to those being counted. 
Legal issues. The increasing intrusion of government into 
the practice of medicine may be the greatest danger that we 
and our patients face. Certain elements in the legal profes- 
sion are attempting to recast all of psychiatric therapeutics 
into a mold of social philosophy explicated in the language of 
law. They would remove the physician from the health stage 
and immobilize the most highly trained professionals by re- 
strictive regulations and cumbersome review procedures. 
They would have each state rewrite its mental health laws. 
They have already presented a series of special articles in the 
Mental Disability Law Reporter titled ‘‘Legal Issues in State 
Mental Health Care: Proposals for Change.” In every state. 
therefore, members should study proposed legislation deal- 
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ing with civil commitment, mental health advocac/, mental 
health and human rights, procedures for voluntarv treat- 
ment, competency, and the insanity defense. 

Public awareness. The pilot survey of public att tudes to- 
ward psychiatry, initiated by the Joint Commission on Public 
Affairs, has been completed. We plan to gather more infor- 
mation on the origin of the negative attitudes that Lave been 
identified. Some early, and admittedly incomplete, data sug- 
gest that other physicians tend to transmit their owr negative 
attitudes toward psychiatry to their patients. — . 

PAC. By-laws for a proposed Political Action Committee 
have been prepared and will be presented to the 3oard for 
action. 

Were we to think of the American Psychiatric A: sociation 
as a ship, we would have to recognize that we are sailing a 
choppy sea. In regard to external relationships, we are still 
on our maiden voyage. During my year as Speaker of the 
Assembly, I have tried to navigate this shakedown cruise, 
describing the risks of the various directions our ship might 
take. But collectively you are the captain of this zh:p. You 
must decide the course she will follow. I only ho»e I have 
served my captain well. I certainly have great con'idence in 
the person you have chosen to succeed me. 


ROBERT J. CAMPBELL, M.D. 
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Report of the Speaker-Elect 


THE ASSEMBLY has played a central role in the deliberative 
and decision-making functions of the American Psychiatric 
Assoc:ation. particularly during the past five years, and de- 
spite tae recent vote not to change the Constitution and By- 
Laws to provide greater authority to the Assembly, I predict 
that it will continue to be listened to with increasing respect 
during the coming year. However, many people are very 
confused about what the Assembly is. It seems to be a legis- 
lative assembly, yet its members are elected variously by the 
members of the district branches, some serving for a couple 
of years, some serving on and on, elected to varying terms of 
office at various times. It is organized loosely into Area 
Councils, some entirely comprising one state (e.g., New 
York and California), others, as many as 14 states. The 
membership represented in the areas ranges from just over 
1,500 in one area to over 4,000 in two others. Voting is pecu- 
liar, too. Sometimes major issues are decided by voice vote, 
in which small constituencies voice an equal ballot with 
larger 5nes. Sometimes issues are decided by voting strength 
based on district branch membership, a cumbersome and 
time-consuming process. Each district branch, regardless of 
its size, is allowed to send only one representative and one 
deputy representative to the twice yearly meetings. Urtil re- 
cently. budgeting of the Assembly was equally haphazard. 
Members were reimbursed for some of their expenses, but 
no systematic appraisal of the costs of running the area coun- 
cils was attempted. Perhaps one of the most telling results of 
this looseness has been my inability to know in advance who 
in the Assembly is eligible for appointment to its many com- 
mittees and liaison activities, because the terms of office of 
the representatives are not recorded, and no one is certain 
who will be in office next year. 

The Assembly is said to be a representative body, but 
whom does it represent? If it represents the membership, 
why did it endorse reconsideration of New Orleans as a site 
for the 1981 meeting of APA by a lopsided vote in view of the 
considerable discrepancy with the subsequent referendum? 
How can it account for its failure to predict the narrowness 
of the majority favoring the changes in the Constitution and 
By-Laws? 

Last yezr, in his report as Speaker-Elect, Dr. Robert 
Campbell voiced his concern that we were becoming exclu- 
. sively focused on matters of internal organization. His ob- 
servation reminded me of the maid who would not let the 
fireman enter the house to put out the fire until she had vacu- 
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umed the carpet and straightened the furniture. I understand 
his warning, but I believe that we can and must improve our 
procedures in order to improve our practices. For this we do 
not need constitutional change. 

First, in the next year we must do something about the 
terms of office of our representatives. I am proposing that 
the Procedural Code of the Assembly be revised to allow for 
staggered terms of office of representatives and deputy rep- 
resentatives within areas, and standardization of terms to 
two or three years. 

Second, we must address the problem of disproportionate 
representaticn in the Assembly. I am proposing continued 
exploration of automatic voting equipment to provide rapid 
and accurate voting by strength on all significant issues, and 
a change in the Procedural Code to provide for a greater 
number of representatives to be elected from large district 
branches. At the same time, I will seek to explore ways in 
which some of the larger district branches can be encouraged 
to facilitate the formation of smaller district branches from 
some of their larger chapters. 

Third, we must have greater input from the members on 
the importan: issues deliberated at our meetings. One way of 
encouraging such participation is by the adoption of the ref- 
erence committee system used so successfully by the Ameri- 
can Medical Association at its House of Delegates meetings. 
In such a system, reference committees are formed to exam- 
ine fully all sides of a particular issue, inviting expert testi- 
mony and providing for voluntary statements from all mem- 
bers of the Association, whether or not they are members of 
the Assembly. This proposal was made by Dr. Daniel 
Grabski two years ago and is still ‘‘in committee." I would 
like to see it in operation in a preliminary way by the fall of 
1979. I believe that the entire organization will be well 
served by such a development, and the Assembly will find 
that it is much better able to understand the issues and vote 
with a greater appreciation of the wishes of the members of 
the district branches that they represent. 

Finally, I believe that we must put to rest the long debate 
over the Constitution and By-Laws changes and the so- 
called Board-Assembly conflict. Let us devote most of our 
time to the important business of APA and assume active 
leadership in the areas that affect our patients and our pro- 
fession. 

The Speaker has an interesting role in this organization. 
He is not so much a leader as a moderator. At the same time, 
however, the Speaker has the responsibility of representing 
the Assembly through his voice and vote on the Board of 
Trustees. I hope that I will be a good and faithful representa- 
tive and that some of the ideas that I have offered will be 
implemented. 


ROBERT O. PASNAU, M.D. 
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Report of the Membership Committee 


THE COMMITTEE ON MEMBERSHIP met October 12, 13, and 
14, 1978, at APA headquarters in Washington, D.C. During 
these three days, it reviewed general membership matters, 
held a joint meeting with the Assembly Membership Com- 
mittee to consider policy matters common to both com- 
mittees, and acted on the usual large volume of membership 
status changes requested and/or recommended. 

In processing recommendations for action of the Board of 
Trustees, we recommended the use of the "Temporary In- 
active" status approved by the Board last year. The com- 
mittee continues to be concerned about the variability in the 
screening of Fellowship recommendations at the district 
branch level. While some district branches do an excellent 
job both screening their members and preparing materials 
demonstrating the members' qualifications for Fellowship. 
others seem to screen very little, ignore the criteria that have 
been widely distributed to the district branches, and leave 
the preparation of the nominations to the members them- 
selves. While the committee recognized that the degree of 
organization and the availability of staff services vary among 
the district branches, this state of affairs makes it extremely 
difficult for the committee to apply national standards in an 
equitable fashion to the Fellowship selection process. 

After expressing some concern over the mechanism of se- 
lecting Fellows of the APA, one district branch requested 
that it be allowed to send an observer. The committee con- 
sented, and the feedback from the observer was very posi- 
tive. The observer, who is the district branch's Fellowship 
chairperson, indicates that the district branch will do a much 
better screening and processing job in the future as a result 
of his experience. 

The committee, at the request of the Board, did review the 
recommendations of the Ethics Committee concerning the 
exchange of information between district branches about 
transferring members. The committee strongly concurred 
with the intent to improve communication regarding matters 
of ethics. However, after discussion with the chairpersons of 
the Ethics and Constitution and By-Laws Committees, we 
decided that further consultation with legal counsel, review 
of existing and potential procedures, and rewording of the 
resolution would be necessary before a final recommenda- 
tion to the Board is made. 

The Ethics Committee brought another matter to our at- 
tention. According to the current By-Laws, Fellows are not 
required to maintain the same licensure requirements as are 
Associate and General Members. Thus, a Fellow could re- 
main a member even if he/she lost his/her license to practice. 
The Membership Committee felt that this was not appropri- 
ate and, to correct what appears to be an oversight, made the 
following recommendation to the Board of Trustees: 


The By-Laws, Chapter 1, Paragraph 7, be amended to 
include the sentence, '' Fellows shall have been General 
Members for at least eight years and shall have made a 
significant contribution to the field of psychiatry and 
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TABLE 1 
Membership Transactions 


Status 


New 
Provisional Members 
Members-in-Training 
General Members 
Associate Members 
Corresponding Members 
Corresponding Fellows 
General Members-at-Large 
Advancements 
Provisional Member to Member-in- Training 
Member-in-Training to General Member 
Associate Member to General Member 
Member in Training to Associate Member 
At-Large Associate Member to At-Large 
General Member 
Resignations and drops 
Total resignations from APA 
Total drops for non-payment of APA dues 
Total drops/resignations from district branches 
and consequently dropped from APA 
Reinstatements 
Member-in-Training 
General Members 
Associate Member 
Transfers in member status 
General Member to Fellow 
Fellow to Corresponding Fellow 
General Member/Member-in-Training 
to Corresponding Member 
Genera] Member/Associate Member 
to Member-in-Training 
Corresponding Member to General Member 
Corresponding Fellow to Fellow 


Life Fellows and Members and 50-Year Life Fellows/Life 


Members 
Life Fellows, 1978 
Life Members, 1978 
50-Year Life Fellows/Life Members 
Inactive status 
Inactive Members 
Inactive Fellows 
Temporary Inactive status 
Waiver actions 
Requests granted for waiver of dues 
Honorary and Distinguished Fellows 
New Honorary Fellows 
Membership Committee deferral/denial actions 
Deferred, transfer General Member to Fellow 
Deferred, applications for Corresponding Member 
Deferred, advancement from Corresponding Member 
to Corresponding Fellow 
Deferred, request for transfer to Inactive Member 
Requests for waiver denied, transfer General 
Member to Fellow 
Request for transfer denied, Associate Member 
to General Member 
Request for transfer denied, transfer to 
Inactive Member 
Requests for waiver of dues denied 
Deceased 


Number 
in 1978 


209 
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TABLE 2 
APA Membership? 


Number as of Number as of 


Status Jan. 1, 1979 Jan. 1, 1978 
Provisional Members 9 7 
Membe-s-in-Training 1,441 1,330 
Associate Members 576 692 
General Members 15,079 14,653 
Fellows 4,041 4,273 
-Life Members 535 449 
Life Fellows 1,909 1,671 
Corresponding Members 175 175 
Corresponding Fellows 202 204 
Distinguished Fellows 28 29 
Honora-y Fellows 33 34 
Inactive Members 508 504 
Inactive Fellows 140 139 
Total 24,676 24,210 


*Net gair of 466. 


shall have either a valid license to practice medicine or 
hold an academic, research, or governmental position 
that does not require licensure... ."' 


This recommendation was approved by the Board and re- 
ferred for implementation to the Committee on Constitution 
and By-Laws 

The commirctee also endorsed the Ethics Committee's rec- 
ommendation, approved by the Board of Trustees at the 
May meeting and referred for review to the Membership 
Committee, that the Operations Manual be amended to state 
that ‘when a member has had his or her license suspended 
or revoked because of illness, he or she will not be dropped 
from membership in the APA, but continue on inactive stat- 
us until his or her recovery.” 

There was considerable discussion of the other Ethics 
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Committee items referred by the Board concerning payment 
of district branch dues by transferring members while ethical 
complaints are being resolved. Although the members of the 
committee concurred that transfers should be delayed until 
ethical complaints are resolved, we also felt that the mem- 
bers should continue to pay district branch dues to remain a 
member of APA. Therefore, the committee endorsed incor- 
poration in she Operations Manual the following: ''The 
transfer of membership from one district branch to another 
will be delayed until the resolution of any ethical complaint 
filed against the transferring member.’’ However, the com- 
mittee recommended and the Board approved the deletion of 
the following from the Operations Manual: ''If there is along 
delay, present procedures allow the member to discontinue 
paying dues when his or her membership ts in a District 
Branch where he or she no longer resides.” 

The committee reviewed the status of the implementation 
of the CME requirement with Dr. Carolyn Robinowitz and 
decided to use procedures for members not meeting CME 
requirements similar to those now used for members who do 
not pay dues. Thus, if there is a request for waiver of CME 
requirements. the district branch will be consulted for its 
recommendation prior to action by the Membership Com- 
mittee. 

In order to help establish broad national policy regarding 
the implementation of CME requirements, the committee 
has requested guidelines from the Council on Medical Edu- 
cation to define acceptable levels for less than full com- 
pliance. The committee clearly felt that continuing education 
should be required of all members who see patients. 

A summary of membership actions during calendar year 
1978 is preserted in table 1. The status of APA membership 
in January 1977 compared with January 1978 is presented in 
table 2. 


J. R. ELPERS, M.D. 
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Report of the Committee on Constitution and By-Laws 
"u 


THE COMMITTEE ON CONSTITUTION AND By-Laws (CCBL) 
has carried out its responsibilities and functions this past 
year. We appreciate the cooperation of the various com- 
ponents of the Association and the recommendations made 
to the CCBL. The approval by the membership, in their re- 
cent voting, of the proposed amendments will improve the 
efficiency of the Association and will clarify some previously 
confusing situations. 

In the past two years the CCBL has spent much time going 
over the proposed new Constitution and By-Laws. The di- 
vided opinions of the members of the committee regarding 
the approval of the new document resulted in two minority 
reports (a 1977 and 1978 report) that were presented to the 
Board of Trustees. Notwithstanding these divided opinions 
over the past two years the members of the CCBL have 
worked together diligently, efficiently, and cooperatively. 

Although the membership defeated the proposed new 
Constitution and By-Laws, many proposals from the Key 
Conference have already been put into operation. The vari- 
ous components of the Association will continue to look at 
those recommendations, and the CCBL will be able to carry 
out its responsibilities in this regard. I believe the Assembly 
will be able to increase its role in the policy making of the 
Association. 

Matters concerning ethics are under study at this time and 
will need the attention of this committee as well as other 
committees of the Association. 1 have met with the chairper- 
sons of the Membership Committee and the Ethics Com- 
mittee, and I am sure other matters will arise from all of the 
components of the Association that will involve the CCBL. 

The proposed amendments (see appendix 1) are summa- 
rized as follows: 

i. Constitution, Article VII, and By-Laws, Chapter Nine, 
Section 2 and new Section 8: With the changes in the elec- 
tion procedures over the years, it has become necessary to 
have a committee separate from the Committee of Tellers to 
carry out the function of establishing procedures for equi- 
table voting of the membership. The Committee of Tellers 
will continue to act on the validity of ballots. An Ad Hoc 
Committee on Elections has worked well and proven the 
need for a permanent constitutional Elections Committee. 

I am rotating off the CCBL, and I wish to thank everyone 
for the wonderful cooperation I have received. 


W. PAYTON KoLB. M.D. 


APPENDIX 1 
Proposed Amendments to the APA Constitution and By-Laws 


The proposals that follow were received within the 60-day 
deadline before the annual meeting and were presented at 


This is an edited version of the report presented by the Committee 
on Constitution and By-Laws to the annual business meeting in Chi- 
cago, Ill., May 15, 1979. 
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the annual business session. They will appear on the ballot 
in March 1979. 

Note: The following changes in type style indica e the kind 
of change proposed in the Constitution and By-Laws: 1) ital- 


‘ic = proposed additions to the Constitution anc By-Laws 


(e.g., "by resolution of the Assembly'), and 2) brackets = 
proposed deletions from the Constitution and By-Laws (e.g., 
"may originate [either] . . .''). Articles and sections of the 
Constitution and chapters and sections of the By-Laws that 
are not listed here have not been subject to any proposed 
changes. 


THE CONSTITUTION 
ARTICLE VII. COMMITTEES 


1. There shall be the following Constitutional Com- 
mittees: Executive, Ethics, Membership, Nominazing, Con- 
stitution and By-Laws, Budget, Tellers, Flections and Refer- 
ence; with functions and procedures as defined in the By- 
Laws or by the Board. 


THE BY-LAWS 
CHAPTER NINE. VOTING 


2. A Tellers Committee consisting of three members shall 
be appointed by the President. [This Committee saáll be re- 
sponsible, with the approval of the Board, for establishing 
procedures for equitable voting of the membershr».] 

6. An Elections Committee consisting of four members 
appointed by the President shall be responsible, wth the ap- 
proval of the Board, for establishing procedures for equi- 
table voting of the membership. 

*9. Any elected official may be recalled from office 
through the following mechanism: (a) A petition fcr recall of 
nationally elected officers or Trustees shall be sigred by 300 
eligible voting members with no more than 100 members 
from a single district branch. When the petition for recall 
applies to an Area Trustee, 50 or more members eligible to 
vote in the Area must sign the petition. (b) The petition will 
be filed with the Secretary who will validate the petition and 
submit the recall ballot to the membership involved within 30. 
days of the receipt of the petition. (c) Within 30 days after 
the recall ballot is distributed, the votes will be tal ied by the 
Tellers Committee. (d) For such a recall vote to 5e consid- 
ered valid, at least 40 percent of the eligible voting member- 
ship must vote. If at least two-thirds of the votes cast are in 
favor of recall of the officer or Trustee, the positzoa will be 
considered vacant at the time the results are received by the 
Board. (e) The vacant position will be filled according to es- 
tablished procedures in Chapter 4, Section 8 of the.By-Laws. 


"This is a petition document, which is a product of the Louisiana 
District Branch and not the CCBL. 
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1978 Annual Report of the American Board of Psychiatry and Neurology, 


Inc. 


OFFICERS AND MEMBERS OF THE BOARD 


At its policy meeting on November 16, 1978, the Board 
elected the following officers: Dr: Robert J. Joynt, President, 
Dr. Marc H. Hollender, Vice-President, Dr. Richard M. 
Steinailber, Secretary, Dr. Melvin D. Yahr, Treasurer, and 
Dr. Dewey K. Ziegler, Executive Committee Member at 
Large. 

Dr. Carolyn B. Robinowitz was elected to succeed Dr. 


‘Chester M. Pierce, who completed his second term of four 


years in December 1978. Doctors Melvin Yahr, Dewey Zieg- 
ler, Alfred Freedman, T. R. Johns II, Audrey Penn, and 


James Sussex were elected to serve second terms of four: 


years. 

The 1979 Directors of the Americàn Board of Ps yemay 
and Neurology, Inc., are as follows: ; 
Nominated by the American Medical Assocation: Dr. 
Robert J. Joynt* (term expires December 1980), Dr. Richard 
M. Steinhilber* (term expires December 1981), Dr. T. R. 
Johns II* (term expires December 1982), Dr. James N. Sus- 
sex* (term expires December 1982), and Dr. S. Mouchly 

Small (term expires December 1979). 

Nominated by the American Neurological Association: 
Dr. Leonard Berg (term expires December 1981), Dr. Melvin 
D. Yahr* (term expires December 1982), Dr. Patrick F. Bray 
(term expires December 1979), and Dr. John Calverley (term 
expires December 1980). . 

Nominated by the American Psychiatric Association: Dr. ; 
Marc H. Hollender* (term expires December 1981), Dr. Car- 


olyn B. Robinowitz (term expires December 1982), Dr. Al-.- 
fred M. Freedman* (term expires December 1982), Dr. Don- 


ald C. Langsley (term expires December 1979), and Dr. 
Richard I. Shader (term expires December 1980). ' 

Nominated by the American Academy of Neurology: Dr. 
Audrey S. Penn* (term expires December 1982) and Dr. 
Dewey K. Ziegler* (term expires December 1982). 


EXAMINATIONS 
Part 1 
_At che Part I (written) examination on April 10, 1978, 1,696 


- psyckiatrists were tested; 1,394 (82%) passed, 302 (18%) 


failed. A total of 463 neurologists were examined; 374 (81%). 


passed, 89 (19%) failed. 

For the 1979 Part I examination, 1,903 ychain and 
464 nzurologists have accepted assignment. (See table 1 for 
the number of candidates declared eligible and. notified for 
Part I in 1978 and table 2 for a comparison of these figures for 
other years.) 


This is an edited version of the report of the American Board of 
Psych:atry and Neurology, Inc., to the American Psychiatric Asso- 
ciation in Washington, D.C., April 21-22, 1979. 


"These Directors are serving their second term of four years and are 
not eligible for reappointment. : 


TABLE 1 
Number Declared Eligible and Notified for Part 1 Written Examination 
April 10, 1978 


Item Psychiatry Neurology Total 
Number declared eligible 

and notified 2,032 489 2,521 
Number whe declined or 

withdrew 129 25 154 
Number remaining for 

written examination : 

as of March, 1978 1,903 464 2,367 


TABLE 2 - 
Comparison of Number Declared Eligible and Notified for Part 1 Ex- 
amination 


Jtem 1973 1974 1975 1976 1977 1978 
Total eligible 1,999 2,098 3,146 3,113 2,419 2,521 
Total who accepted t 

examinatian 1.381 1,821 2,408 2,391 2,087 2,367 
Total who actually 

appeared 1,205 1,627 2,240 2,191 1,860 2,159 


Part Hi 


There were 859 candidates—611 psychiatrists and 248 
neurologists— present at the Part I] examination given in-Los 
Angeles, California, April 17-18, 1978 (see table 3). A total 
of 644 candidates—507 psychiatrists and 137 neurologists 
were tested in Cincinnati, Ohio, June 5-6, 1978 (see table 4). 
The fall 1978 Part II examination was administered to 971 
candidates in Boston, Mass., November 6-7, 1978 (see table 
5)- Of these candidates 798 were psychiatrists and 173 were 
neurologists. 

Future examination sites for 1979 are San Francisco, Cal- 


if. January 8-9), New Orleans, La. (April 9-10), Denver, 


Colo. (June 11-12), and Chicago, Ill. (October 29-30). 


` CHILD PSYCHIATRY 


Members of the current Committee on Certification in 


Child Psychiatry are Dr. Richard S. Ward, chairperson, Dr. 


Jeanne Spurlock, vice-chairperson, Dr. Joseph Green, sec- 


' retary, Dr. Norman Bernstein, Dr. Norbert Enzer, Dr. -Ir- 


ving Philips, and Dr. Michael I. Cohen, liaison from the 
American Board of Pediatrics. 


'. Atits February 27-28, 1978, examination in New Orleans, 


the committee examined a total of 162 candidates. The num- 


* ber of passing candidates was 108 or 66.7%. Of the remaining 


54 candidates, 34 (21%) conditioned the examination, and 20 
(12. 3%) failed. 

The committee's 1979 examination was held February 26- 
27, in Pittsburgh, Pa., for 172 candidates. As in 1977, the 
committee continued to offer its "Re-take'" option at the 


' 1978 and 1979 examinations. This option is available to re- 
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TABLE 3 
Analysis of Performance of Group Who Took Part Il Examination in Los Angeles, Calif., April 17-18, 1978, by Specialty and Place of Graduation 
f l Child U.S. Foreign 
Total Psychiatry Neurology Neurology Graduates Graduates 
Item N % N % N % N % N % N % 
Candidates 859 100.0 611 71.1 228 26.6 20 2.3 520 60.5 339 39.5 
Results 
Pass 511 59.5 380 62.2 121 53.1 10 50.0 314 60.4 197 58.1 
Fail 345 ' 40.2 229 37.5 106 46.5 10 50.0 204 - 392 141 - 41.6 
Fail (must reapply) 3 0.3 2 0.3 I 0.4 0 2 0.4 1 0.3 
TABLE 4 l 
Analysis of Performance of Group Who Took Part II Examination in Cincinnati, Ohio, June 5-6, 1978, by Specialty and Place of Graduation 
| Child U.S. Fcreign. 
Total Psychiatry Neurology. Neurology Graduates Graduates 
Item N Q% N 9b N 96 N 96 N 96 N 96 
Candidates 644 100.0 507 78.7 112 17.4 25 3.9 334 51.9 310 48.1 
Resuits 
Pass 373 57.9 280 25.2 72 64.3 . 21 84.0- 235 70.4 138 44.5 
Fail 60 9.3 48 9.5 11 .9.8 l 4.0 21 6.3 - 39 12.6 
Fail (must reapply) 211 32.8 179 35.3 29 25.9 3 12.0 78 23.3 133 42.9 
TABLE 5 . 
Analysis of Performance of Group Who Took Part Il Examination in Boston, Mass., Nov. 5-7, 1978, bý Specialty and Place of Graduation 
Child U.S. Fereign 
Total Psychiatry Neurology Neurology Graduates Graduates 
Item N 96 N % N % N % N % N + % 
Candidates ' 971 100.0 798 82.2 157 16.2 16 1.6 591 60.9 380 39.1 
Results 
Pass 541 55.0 450 56.4 83 52.9 8 50.0 397 67.2 144 37.9 
Fail 357 37.3 290 36.3 60 38.2 7 43.8 161 27.2 196 51.6 
Fail (must reapply) 73 7.7 58 7.3 14 8.9 i 6.2 33 5.6 40 10.5 


examinees as well as those candidates taking the examina- 
tion for the first time. This option is intended to afford those 
candidates who feel they may have received an unfair exami- 
nation the opportunity to repeat any one of the oral examina- 
tions. 

Beginning with the committee's 1979 examination, the 
time for the Adolescence section of the.examination was ex- 
tended from 45 minutes to 1 hour. The Adolescence section 
is the only portion of the Child Psychiatry examination that 
utilizes live patients. 

Effective with the February 1979 Child Psychiatry exami- 
nation, the regulations for condition or failure of the exami- 
nation were altered to read as follows: failure — fails two or 
more oral sections of the examination, or fails two or more 
oral sections of the examination and fails the written exami- 
nation; condition = fails one oral section of the examina- 
tion, and/or fails the written examination. 

Candidates who condition the initial examination must up- 
on reexamination repeat only the section(s) conditioned. Re- 
examination must be taken within a l-year period. 

Candidates who fail the initial examination must upon re- 
examination repeat the entire examination, including the 
written examination, unless it has been specified that the 
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written has been passed. Reexamination must be taken with- 
in a 1-year period. 
At its September 28-30, 1978, meeting, the committee 


passed the following motion, which was forwarded to the 


Residency Review Committee (RRC) for Men and 
Neurology: 


The Committee on Certification in Child Psychiatry is 
concerned about the conflict of interest existing 1n the 
Committee, which is primarily responsible for the certi- 
fication of Child Psychiatrists. At the same time, the 
Committee is also charged with the accreditation of 
Child. Psychiatry programs. Therefore, the Committee 

‘ requested that the RRC no longer delegate to the Com- 
mittee on Certification in Child Psychiatry the responsi- 
bility for reviewing and recommending accreditation of 
Child Psychiatry programs. The Committee believes 
that Child Psychiatrists should be voting members of the 
RRC. While the RRC makes other arrangements Tor re- 
viewing Child Psychiatry programs, the present Com- 
mittee will be glad to have its members serve as consul- 
tants in program review if the RRC wishes to appoint 
them as consultants. 
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In respoase to the committee's motion, the Residency Re- 
view Committee for Psychiatry and Neurology agreed to 
request that both the American Board of Psychiatry and 
Neurology and the Council on Medical Education each be 
requested to add one new member to the RRC, each of 
whom is a child psychiatrist. 

Under tke leadership of Dr. Irving Philips, the committee 
is currently engaged in a project designed to involve child 
psychiatry iraining directors in the certification process. One 
aspect of this project involves utilization of a questionnaire 
that asks the training directors to grade trainees as to how 
the director feels the trainees will perform on the child psy- 
chiatry cer-ification examination. Training directors would 
also be asked to grade the trainees' performance, while en- 
gaged in the training program. Plans call for the gathering of 
data that could be transmitted to child psychiatry training 
directors pointing out similarities or differences between the 
training dir2ctors' ratings and the actual performance. To 
date, approximately 50 programs have mieed to participate 
in this project. 


BOARD DECISIONS AND ITEMS OF INTEREST 


1. ABPN Directors will host a meeting in Chicago, May 
18-19; 1979, for their counterparts from the United King- 
dom, Australia, New Zealand, and the West Indies to dis- 
cuss common credentialing procedures and other areas of 
mutual concern. This is the first international conference of 
its type plarned and sponsored by the Board. 

2. Dr. Lindbergh Sata represented APA at the February 
1979 meeting of the ABPN's Research and Development 
Committee in Evanston, Ill. At the meeting, there was exten- 
sive discuss on about a proposed study of Asian-American 
psychiatrists. The study calls for developing statistics on 
pass/fail rates on the Part I and Part II examinations for 
Ásian-American Psychiatrists trained in foreign countries 
and in the United States. Other data on Asian-American psy- 
chiatrists mzy also be generated. The Research and Devel- 
opment Committee endorsed the study, which will be con- 
ducted as a collaborative effort by the ABPN and Dr. Sata. 
ABPN Directors Carolyn Robinowitz, M.D., and Audrey 
Penn, M.D., were appointed to work with Dr. Sata. 

3. At its January 1979 Part II examination in San Fran- 
cisco, the ABPN conducted, for the first time, an orientation 


meeting specifically geared to training psychiatry examiners | 


who had not examined previously. This effort was an at- 
tempt to enhance the Board's long-standing policy of recruit- 
ing new examiners, particularly minority group members, 
and of improving training procedures for examiners. The 3- 
hour orientat on meeting was conducted by three ABPN Di- 
rectors, Dr. Donald Langsley, Dr. Carolyn Robinowitz, and 
Dr. Richard Shader, and was held in addition to the regularly 
scheduled orentation meeting. In San Francisco nearly all 
new psychiat-y examiners attended the meeting and their re- 
action was overwhelmingly favorable. The new training ses- 
sion will be repeated at the New Orleans Part II examina- 
tion, April 8-10, 1979. 

4. The Research and Development Committee recom- 


: mended a policy that would make the training sessions for 


new examiners a regular offering at all ABPN examinations. 
The committee also recommended that the ABPN appoint a 


committee to explore the use of teaching aids for examiner | 


training and tnat the ABPN consult the American Board of 
Medical Specialties for assistance in developing teaching 
aids for oral examination. 
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5. The Research and Development Committee discussed 
the data base the ABPN currently maintains on its examiners 
and agreed to recommend that the Board begin to expand 
these data to include such information as' school or orienta- 
tion of practice, present career pattern, medical school and 
residency training information, age, sex, race or ethnic iden- 
tification ard prior experience as an examiner. The com- 
mittee agreed to develop a questionnaire to elicit these data 
and to present the questionnaire to the Board at its April 
business meeting in New Orleans. 

6. The ABPN's Central Office moved into expanded quar- 
ters in November 1978. The Board's new address is: One 


' American Plaza, Suite 808, Evanston, Ill. 60201. 


7. Under consideration by the Board is a plan that would 
eliminate the film examination in neurology for psychiatrists 
from the Part II examination. Under the plan, the neurologi- 
cal material for psychiatrists would be included only in the 
Part I (written) examination. 

8. At its April 1978 business meeting, the Board agreed to 
authorize the Examination Committee to identify issues re- 
_ lated to major areas of deficiencies indicated by examination 
 jresults. 


* At its Policy Meeting on November 16-18, 1978, the 


American Board of Psychiatry and Neurology took the fol- 
lowing signiicant actions: 1) affirmed its support, in prin- 
ciple, of the by-laws presented by the American Board of 
Emergency Medicine for recognition by the American Board 
of Medical Specialties as a conjoint specialty board; 2) 
agreed that the ABPN should not be involved in sponsoring 


- in-service examinations; 3) agreed to allow more time for 


candidates tc complete the Part I examination beginning with 
the April 1979 Part I examination; 4) agreed that candidates 
seeking supplemental certification in either psychiatry or 


.neurology must complete both the morning and afternoon 


Part I test booklets in the specialty in which they are seeking 
supplemental certification, effective for the April 1979 Part I 
examination; 5) agreed that.the Directors of the ABPN 
would 'submit nominations for outstanding contributions to 
the Board to the Executive Committee so that these individ- 
uals can be recognized with a plaque or other token of es- 
:teem; 6) approved the following revisions in the training re- 
quirements or the ABPN; these revisions are now being sub- 
mitted to the 3oard's sponsoring societies for their approval. 
Revisions gre as follows with additions italicized: 


Concerning the PGY-I year: a categorical first year in 
internal medicine, family practice, pediatrics, surgery, 
or obstetrics and gynecology will be acceptable; a cate- 
gorical first year in neurology or psychiatry that in- . 
cludes at least 4 months in direct patient care responsi- 
bility in internal medicine, family practice, or pediatrics; ` 
a 4-year training program in psychiatry or neurology : 
would be acceptable with the provision that at least 1 
year be spent in an approved program providing super- . 
vised, direct responsibility for the general medical care 
of children and/or adults. 

Concerning the requirement that two years of a three- 
year training period be.spent in a single training pro- 
gram: as ar alternative to 2 years of a 3-year training 

period being spent in ‘a single training program, the 
ABPN will accept other patterns of training if the appli- 
cant can document that the total time:(i.e., 3 years) per- 
mitted the applicant to assume progressive levels of re- 

‘sponsibility and that a comprehensive curriculum was 
covered. 

Concerning the Board's guidelines for applicants with 


s 
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non-U.S. training: the candidate must complete a com- 
parable national certification examination in the country 
of training in the specialty in which the physician is 
seeking admission to examination. 


In essence, these new revisions will enable the Credentials 
Committee of the ABPN to carry out its function in a more 
consistent manner. These revisions are in response to nu- 
merous inquiries the Credentials Committee has received on 
these issues. It should be emphasized that these regulations 
only relate to the admission of candidates to the written and 
subsequently to the oral examination; 7) agreed to notify the 
ABMS by March 1979 that it is the intent of the ABPN to 
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present plans including a variety of options for recertifica- 
tion by 1980; 8) agreed to develop an operational manual; 9) 
agreed to communicate with the sponsoring societies regard- 
ing a single 6-year term for ABPN directors as opposed to 
the current 4-year term, with each director eligible for re- 
election to a second 4-year term; 10) agreed to prepare a 
semi-annual newsletter (Dr. Richard M. Steinhilber will 
serve as editorial director); and 11) agreed that the Executive 
Committee should prepare a series of statements on ethical 
concepts relative to conflict of interests and present them at 
the next Board meeting. 


LEsTER H. Ruby, M.D. 
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CASSETTE LECTURES OF 
THE AMERICAN PSYCHIATRIC 
ASSOCIATION'S 
132nd ANNUAL MEETING 


Program 19: SCHIZOPHRENIA — 27^ hr. 
Atypical Depression in Chronic Schizophrenia 


PROGRAM 20: DEPRESSION— 
DIFFERENT CONSIDERATIONS —2 nr. 


Thomas H. McGlashan, M.D. Drug Combinations in the Treatment of Depression 
Loss of Insight: A Basic Defect in Schizophrenia? Stephen L. Stern, M.D. 

Martin Harrow, Ph.D. Clinical Prediction of MAOI Responsiveness 

Are Boundary Disorders Central to Psychosis? Michael R. Liebowitz, M.D. 

Peter Coe, Ph.D. Epidemiology of Late Life Dysphoria and Depression 
Factors in Neuroleptic Dose and Clinical Response Dan G. Blazer, M.D. 

Michael A. Young, Ph.D. Research Criteria for the Diagnosis of Depression 
Indications for Phenothiazine Maintenance Sidney Zisook, M.D. 

John P. Docherty, M.D. When a Schizoaffective Diagnosis Has Meaning 
Aftercare Compliance of Chronic Patients Jonathan M. Himmelhoch, M.D. 


susan Barrow, Ph.D. PR 
“These materials meet the criteria for CME credits in Category V of 


Does Attitude Toward Psychosis Relate to Outcome? the APA's Continuing Medical Education Requirements and of the 
Thomas H. McGlashan, M.D. AMA's Physician’s Recognition Award.” 
Order Form 


AUDIO JOURNAL CASSETTES OF THE AMERICAN 
PSYCHIATRIC ASSOCIATION’S 132nd ANNUAL MEETING 





Each program consists of 3 cassettes packaged in vinyl No. of Programs 

bI DUNEIOUG A E Ena A a Patoa wee das yds NEEDS $25.00 

Check selections listed below Total cost of Programs $ — — ——————— — — — — — — —— 
Shipping and handling additional 

[] Program 19 O Program 20 
"Total $ 

Name Tif paid by institution, please attach your purchase order. 





*NY State residents please add sales tax. 


TInstitution 
Please make checks or money orders payable to: 
gp MM D BLUE cr TLF S AN Sa a G AL SRI PA AUDIO/VISUAL MEDICAL MARKETING, INC. 
Ci 850 THIRD AVE., NEW YORK, NY 10022 
ity 


rete ee ag Ne i el Os o AMD Educational Programs may be tax deductible. Prices are 


subject to change without notice. Titles are subject to removal from 
fai PM TES MP TR LITRO MEET CURT DE A program without notice. 
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You can help 


the ADD' child 
with Cylert 


emoline 





Day-long behavior therapy 
without dosing problems 
at school 


Impressive all-day control. 


Cylert works extremely well, given an adequate period 
of trial. Single daily doses are as effective for behavior 
control as multiple doses of methylphenidate or 
amphetamines. Blood levels are well sustained, 
without necessity for multidose administration. 


No troublesome midday dose. 


Cylert avoids problems of taking a drug at school. 
No involvement of school personnel. No peer 
teasing about noon-time dosing. The parents 
manage all medication, and the child carries no 
drugs. (And note that Cylert is Schedule IV, not II.) 


Cylert 


| yn | Ne) 18.75, 37.5, 75 mg tablets; 
37.5 mg chewables 


Just once a day. At home. 





*ADD: Attention Deficit Disorder (formerly called MBD, 
Minima! Brain Dysfunction), or the Hyperkinetic 
Syndrome. Please see next page for Brief Summary. 


ABBOTT 


9083319 











Brief Summary of Prescribing Information 


INDICATIONS — CYvLERT is indicated as an integral part of a total treatment pro- 
gram which typically includes other remedial measures (psychological, 
educational, social) for a stabilizing effect in children with a behavioral syndrome 
characterized by the following group of developmentally inappropriate symptoms: 
moderate to severe distractibility, short attention span, hyperactivity, emotional 
lability, and impulsivity. The diagnosis of this syndrome should not be made with 
finality when these symptoms are only of comparatively recent origin. Nonlocaliz- 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may 
not be present, and a diagnosis of central nervous system dysfunction may or 
may not be warranted. 

Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms 
being used to describe the above signs and symptoms. In the past, a variety of 
terms has been associated with these signs and symptoms, including: Minimal 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, 
Hyperactive Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS —CYLERT (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS. ) 


WARNINGS —CYLERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experience suggests that in psychotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 
during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend on the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CvLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice. ) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of CYLERT (pemoline) for 
use during pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg./kg./day. 
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Day-long behavior therapy 
without dosing problems 
at school 


Cylert. pemoine @ 


Just once a day. At home. 


ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 
CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In the 
majority of cases it is transient in nature; weight gain usually resumes within 
three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
ness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
CYLERT, usually after several months of therapy. These effects appear :o be 
reversible upon withdrawal of the drug, and are thought to be manifestations of a 
delayed hypersensitivity reaction. There have also been a few reports of jaundice 
occurring in patients taking CYLERT; a causal relationship between the drug and 
this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT: dys- 
kinetic movements of the tongue, lips, face and extremities, nystagmus and nystag- 
moid eye movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE — Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomatic 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. 

Results of studies in dogs indicate that extracorporeal hemodialysissmay be 
useful in the management of CYLERT overdosage; forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION—CyLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg /day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapy. 


HOW SUPPLIED —CYvLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6088-13) 


Abbott Laboratories 
North Chicago, IL60064 


9083319R 


Increase your professional library— 
order APA's three most recent 
Task Force Reports now 


Electroconvulsive Therapy, Task Force Report 14 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- 
person 


This new report presents a comprehensive study of one of the most controversial issues in psychiatry 
today. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis- 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and 
legal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also 
discussed. 


The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and 
Michael Barton, Ph.D. 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is given to 
the actions of citizens, professionals and government which have affected this historical development, 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and lliness: 
The Ecopsychiatric Base, Task Force Report 16 


Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
notated, is given. 


Send coupon to: 

Publication Sales Department 

American Psychiatric Association 

1700 18th St. N.W., Washington, D.C. 20009 

copies of Task Force Report 14, order #228, @ $7.50 ea. 
copies of Task Force Report 15, order #146, @ $4.00 ea. 
copies of Task Force Report 16, order #147, @ $4.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ 


(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
All foreign orders, regardless of dollar amount, must be accompanied by payment.) 


Please send me: 








Name 
Address 
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We now have everything we need to save 
We want to cure cancer in your lifetime. 


about half the people who get cancer. 
Please don't quit on us now. 


in from research laboratories all over the world. 
We're halfway there. 


American Cancer Soc 
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combine the "eyes" of X-ray machines with the 


te 


Thanks to your help, the tide is beginning 
to turn. The past few years have brought new 
And there are promising reports coming 


discoveries in chemotherapy. 
And new diagnostic techniques that 
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brains” of computers. And successful new 


programs of combination therapies. 
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This space contributed by the publisher as a public service. 


Brief Summary of Prescribing Information 


Indications and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular 

Effectiveness in long-term use, i.e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with 5arbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful survei lance 
when on benzodiazepines because of their predisposition to habituation and depencence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: In depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoic over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg. kg. day. No effect dose was 1.25mg /kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mq/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.I. disease. 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver functicn tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS deoressant 
effects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of zongeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diaze»am and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

In humans, blood levels from umbilical cord blood indicate placental transfer of Icrazepam 
and its glucuronide 
NURSING MOTHERS: It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15 996), followed by dizziness (6.996), 
weakness (4.2%) and unsteadiness (3.496). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 

Overdosage: In management of overdosage with any drug, bear in mind that multipie agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
Induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


Ptivanc 


For,(orazepam) 
Anxie 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 





Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright © 1979, Wyeth Laboratories 
Div. of AHPC, N.Y., N.Y. All rights reserved 
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Why one benzodiazepine 
and not another? Are you concerned about 


long-acting metabolites? Many clinicians, as well as pharmacologists, 
are beginning to draw attention to this problem (see New England Journal 
of Medicine, April 5, 1979). 

In contrast to some older benzodiazepines, Ativan (lorazepam) does 
not give rise to long-lasting active metabolites. As with all 
benzodiazepines, you should follow the usual precautions concerning 
co-administration with other CNS depressants and warn your 
patients against operating dangerous machinery and motor vehicles. 

However, it is noteworthy that Ativan showed no clinical evidence of 
accumulation even when given in high doses over periods up to 
6 months. The half-life of free lorazepam is about 12 hours; steady-state 
serum levels are attained in 2-3 days. Comparable data for diazepam: 
20-50 hours and at least 7-10 days. (The pharmacokinetic profile of a drug 
can define such characteristics as absorption, distribution, metabolism 
and elimination but cannot, at present, be directly related to its 
therapeutic effectiveness.) 

Ativan has a convenient b.i.d. 
or t.i.d. dosage schedule; 
itis compatible with a long list of 
other medications and, of course, 
itis a highly effective anxiolytic 
agent, as established in numerous 
nationwide, double-blind, 
controlled evaluations 
in thousands of patients. 








See important information on preceding page. 
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the antidepressant 
to turn to... 





» when the first tricyclic fails 


“As amitriptyline and desipramine represent 
the extremes of the differences among the 
tricyclics, many Clinicians start treatment 
with one or the other and then follow with 
the alternative drug if response to the first 
was unsatisfactory.” ’ 






when side effects are a problem 


"Desipramine might be more appropriate for 
patients who are sensitive to anticholinergic 
effects or in whom sedative action is not 


desirable.” ' 


when activity is important 


"Desipramine seems ideally suited to use in 
an active ambulatory patient population..." > 


References: |. Hollister, LE.: Treatment of depression with drugs, Ann. intern. Med. 89:78, 1978. 2 Blackwell, B 
et ai.: Anticholinergic activity of two tricyclic antidepressants, Am. J. Psychiatry 1357722, 1978. 3 Barnes, R. J.: 
Clinical depression: Double-blind study of desipramine and amitriptyline in depressive neurosis, Scientific Exhibit, 
Southern Medical Convention, Miami, Fla., Nov. 16-19, 1975 





RIOFRANE, (Oesjoramine HCI) 


en the first tricyclic fails 


Indication: For relief of mental depression. Contraindications: 

Do not use MAO inhibitors concomitantly or within 2 weeks of the 

use of this drug. Hyperpyretic crises or severe convulsive seizures 

may occur with such combinations; potentiation of adverse reac- 
tions can be serious or even fatal. When substituting Pertofrane 
(desipramine HCI) in patients receiving an MAO inhibitor, allow 
an interval of at least 14 days. Initial dosage in such patients 
Should be low and increases should be gradual and cautiously 
prescribed. The drug is contraindicated following recent myocar- 
dial infarction and in patients with a known hypersensitivity to 
tricyclic antidepressants. Warnings: Activation of psychosis may 
occasionally be observed in schizophrenic patients. Due to 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narrow-angle glauconia 

or urethral or ureteral spasm. Do not use in patients with the fol- 
lowing conditions unless the need outweighs the risk: severe 

coronary heart disease with EKG abnormalities, progressive 

heart failure, angina pectoris, parexysmal tachycardia and 

active seizure disorder (may lower seizure threshold). This drug 

may block the action of the antihypertensive, guanethidine, and 

related adrenergic neuron-blockimg agents. Hypertensive 

episodes have been observed during surgery. The concurrent use 

of other central nervous system drugs or alcohol may potentiate 

adverse effects. Since many such drugs may be used during 

Surgery, desipramine should be discontinued prior to elective 

procedures. The potentiation resulting from excessive use of 

alcohol may increase the danger inherent in a suicide attempt or 

overdosage. Caution patients on the possibility of impaired abil- 
ity to operate a motor vehicle or dangerous machinery. Do not 

use in women who are or may become pregnant, or in children 

under 12 years of age, unless the clinical situation warrants the 

potential risk. Because of increased sensitivity to the drug, use 

lower than normal dosage in adolescent and geriatric patients. 

Precautions: Potentially suicidal patients require careful super- 
vision and protective measures during therapy. Prescriptions 

should be limited to small quantities. Discontinuation of the 

drug may be necessary in the presence of increased agitation 

and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic ileus) in 

susceptible patients and in those receiving anticholinergic drugs 

(including antiparkinsonism agents). Prescribe cautiously in hy- 
perthyroid patients and in those receiving thyroid medications; 

transient cardiac arrhythmias have occurred in rare instances. 

Periodic blood and liver studies should supplement careful 

clinical observations in all patients undergoing extended courses 

of therapy. Adverse Reactions: The following have been reported: 

Nervous System: dizziness, drowsiness, insomnia, headache, 
disturbed visual accommodation, tremor, unsteadiness, tinnitus, 
paresthesias, changes in EEG patterns, epileptiform seizures, 
mild extrapyramidal activity, falling and neuromuscular incoor- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients ard at 

higher dosage, may require discontinuation of the drug. Gas- 
trointestinal Tract: anorexia, dryness of the mouth, nausea, 
epigastric distress, constipation and diarrhea. Skin: skin rashes 

(including photosensitization), perspiration and flushing sensa- 
tions. Liver: rare cases of transient jaundice (apparently cf an 

obstructive nature) and liver damage. lt jaundice or abnormali- 
ties in liver function tests occur, discontinue the drug and inves- 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these ozcur, 
discontinue the drug. Transient eosinophilia has been obse'ved. 
Cardiovascular System: orthostatic hypotension and tachy- 
cardia. Carefully supervise patients requiring concomitant vaso- 
dilating therapy, particularly during initial phases. 
Genitourinary System: urinary frequency or retention and 

impotence. Endocrine System: occasional hormonal effects, 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 

urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine. Dosage: All patients except geriatric and ado- 
lescent: 75 to 150 mg./day in divided doses or as single daily 
dose. Dosage may be increased up to 200 mg. daily. Gerietric 
and adolescent patients should usually be started with lower 
dosage (25 to 50 mg. daily) and may nct tolerate higher doses. 
Dosage may be increased up to 100 mg. daily. Lower mainte- 
nance dosages should be continued for at least 2 months after 
obtaining a satisfactory response. Therapy may be given in 
divided doses or as a single daily dose. How Supplied: 25 mg. 
capsules (pink), bottles of 100 and 1000. Also, 50 mg. capsules 
(maroon and pink), bottles of 100 and 1000. 


AN 7SV USV Laboratories Inc. 


WATOAVES Manati, P.R. 00701 
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IF YOU HAVEN'T 
PRESCRIBED THIS CAPSULE, 
YOU HAVEN'T EXPERIENCED 

THE 48-HOUR 
LOXITANE’ 


Loxapine Succinate 


EFFECT... 





Impressive improvement in the often critical first two days In a series of 

clinical studies '-4 involving hospitalized and ambulatory schizophrenics, there was à 
particularly impressive decrease in key target symptoms such as conceptual 

disorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 40% mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported'-* by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days.' 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 


Symptom improvement in 18 acute schizophrenics 


on LOXITANE® Loxapine Succinate E 
: 100 EE - — mcm SAN 
: ; eee *®eeee0 
00%? 1 (Marked) i OX APINE 
2 (Moderate) - Lederle d 


5 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) 


— BPHS 4 (No change) ~ : À : 
— SNOOP See LOXITANE Brief Summary for indications, 
dh eo e A |. 5 (Worse) warnings and precautions and for more 
7 TEN 21 28 detailed information concerning side effects. 


Time After Drug Administration (days) Adapted trom Sharma’ 
BPRS (Brief Psychiatric Rating Scale) 


IND UO jueuje^oJOuJ| |EQO| 


CGI (Clinical Global Impressions) 
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For the difference 
that begins 
with rapid action... 





Brief Summary 

LOXITANE' Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Vanifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states 
hypersensitivity to the drug. 

WARNINGS: Sefe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended. for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal. 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, 
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Loxitane 
LOXAPINE > 
SUCCINATE 





Recommended Daily Dosage 


Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


M Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 





requiring dosage reduction or temporary withdrawal plus appropr 
ate counteractive drugs. Persistent Tardive Dyskinesia may appes 
dunng prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
cnaracterized by rhythmical involuntary movement of the tongue, 
lace, mouth and jaw sometimes accompanied by involuntary mov 
ment of extremities. Since there is no known effective treatment, d 
continue all antipsychotic drugs if symptoms appear. Reinstitution 
treatment, increased dosage. or switching to another agent may 
mask syndrome. Tne syndrome may not develop if medication is 
stopped when fine vermicular movements of the tongue first appe 
Cardiovascular Effects: Tachycardia, hypotension, hypertension, 
lightheadedness and syncope. ECG changes, not krown to be re 
lated to loxapine use, have been reported. Skin: Dermatitis. edem 
of face, pruritus, seborrhea. Possible photosensitivity and/or phot 
toxicity, Skin rashes of unknown etiology seen in a few patients in t 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gai 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache. 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual Irreg- 
ularity of unknown etiology 





References: 1. Sharma T: Rapid response to loxapine in acute schizophrer 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisook 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thomas 
Loxapine oral liquid concentrate in the treatment of young adult patients wi 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979. 


LEDERLE LABORATORIES 
emm A Division of American Cyanamid Company 
Wayne, New Jersey 07470 






-ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John. A. Talbott, M.D. 





wit i/ontributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A, Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

‘Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 

Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M. D., , Judith 
— Clark Turner, Jane Bloom Yohalem, J.D. 


- This 277-page Report of the Conference, sponsored by APA and President Carter's 
_. Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles tö implementing effective programs and the economic issues involved. It delineates 
_ the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 

| patients constitute a national crisis.’ 


| . Since the Conference, the APA Assembly and the Board of Trustees have both-2 ap- 
Il proved the “Call to Action” which calls upon the APA to take the lead in undertaking pro- 
c n 7m to elevate the prestige and value of work with chronic mentally ill patients. 


| It follows that all APA members should be thoroughly versed in the current problems of - 
T this chronic patient population. This is best accomplished by reading this Conference Re- — 
: port now available from APA Publications Services at Wt 00 a copy. | 


Send coupon to: American Psychiatric A oioi 
. Publication Sales | 
1700 18th St., N.W. 
Washington, D.C. 20009 


copy(ies) of The Chronic Mental Patient 
order 4242, (à $11. 00 ea. 


= ENCLOSED IS TOTAL PAYMENT OF $ Oe : R pi QU 
id (All domestic orders. amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be > accompanied by payment. ) 
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The therapeutic window 
helps you see the difference 
between Pamelor (nortriptyline HCI) 


and other antidepressants. 
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Amelioration score 


All tricyclics have a range of steady-state plasma levels that pro- 
duce maximal antidepressant effects and minimal toxic effects! 
When this range is well-defined it is called the “therapeutic win- 
dow.” To date, conclusive evidence for a therapeutic window has 
been obtained for only one tricyclic—nortriptyline? 


Highly predictable determination of 
optimal dosage 


The more accurately the limits of the therapeutic window 
are defined, the more predictably individual dosage require- 





50 ng/ml 140 ng/ml ments for a tricyclic agent can be determined? That's why an 
The Pamelor initial starting dose of 75 mg Pamelor daily can achieve optimal 

Therapeutic Window: plasma levels for 70% of depressed patients? A single dosage 

a well-defined range of adjustment to 100 mg Pamelor daily will achieve therapeutic 


therapeutic blood levels blood levels for most patients who have not responded to 75 mg. 
— ^ 777 —— Minimal titration 
With other tricyclic agents, the therapeutic dose is usually determined by increasing the daily dose 
from 25 mg upward to 300 mg. This time-consuming and often random process of titration is virtually 


eliminated with Pamelor. Because the initial dose is usually a therapeutic dose, you can spend less time 
on dosage adjustment and more time on psychotherapy. 


Minimal significant side effects FM 
Pamelor therapy is well tolerated. Daytime drowsiness is i^ v = 

C. gi M 

UNA n3 | 







rarely a problem. As with all antidepressants, however, patients 
should be cautioned against driving or operating hazardous 
machinery. Anticholinergic side effects are also minimal, although 
some patients may experience dry mouth. 


Pamelor therapy is clinically effective 
Improvement of symptoms of depression can often begin to 
be seen in some patients within a week. These include relief of « a 
depressed mood, sleep disturbances, and fatigue. Global improve- r ye «f 
ment is usually observed by the second week. Maximum improve-  / yA | 








ment with Pamelor, as with other antidepressants, may require 
longer therapy particularly in severe depressive illnesses. 


Pamelor 
(nortriptyline HCI) NF 
25mg. Capsules 


Helps make the therapeutic dosage 
easy to determine. 








SANDOZ 


F. v PHARMACEUTICALS 
For brief summary please see last page of this advertisement. SANDOZ East Hanover, N.J. 07936 
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(nortriptyline HCl) NF 


S$! 25mg.Capsules 





Helps make the therapeutic dosage easy to determine 


O highly predictable 
determination of 
optimal dosage 

C] minimal titration 

C minimal significant 
side effects 


O Pamelor therapy 
is clinically effective 


Indications: For relief of depressive symp- 
toms. Endogenous depressions are more 
likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should 
not be given concomitantly with MAO inhib- 
itors or within 2 weeks of the use of this 
drug since hyperpyretic crises, severe con- 
vulsions, and fatalities have occurred when 
similar tricyclic antidepressants were used 

in such combinations. Cross-sensitivity with 
other dibenzazepines is a possibility. Con- 
traindicated during acute recovery period 
after myocardial infarction. 


Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 
rhythmia, and strokes have occurred. May 
block antihypertensive action of guanethi- 
dine and similar agents. Because of anticho- 
linergic activity, use cautiously in patients 
with glaucoma or a history of urinary reten- 
tion. Patients with a history of seizures 
should be followed closely because the drug 
is known to lower the convulsive threshold. 
Great care is required for hyperthyroid 
patients and those taking thyroid medica- 
tion because of possible development of 
cardiac arrhythmia. Caution patients about 
possibility of impaired mental and/or phys- 
ical ability to operate a motor vehicle or 
dangerous machinery. Response to alcoholic 
beverages may be exaggerated and may lead 
to suicidal attempts. Safe use during preg- 
nancy, lactation, and women of childbearing 
potential has not been established and the 
drug should not be given unless clinical sit- 
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for depressed patients. 


uation warrants potential risk. Not recom- 
mended for use in children. 


Precautions: Psychotic symptoms may be 
exacerbated in schizophrenic patients. 
Increased anxiety and agitation may occur 
in overactive or agitated patients. Manic- 
depressive patients may experience shift to 
manic phase. Hostility may be aroused. 
Concomitant administration of reserpine 
may produce a “stimulating” effect. Watch 
for possible epileptiform seizures during 
treatment. Use cautiously with anticholiner- 
gic or sympathomimetic drugs. Concurrent 
electroconvulsive therapy may increase haz- 
ards associated with nortriptyline HCI. 
When possible, discontinue drug several 
days prior to surgery. Potentially suicidal 
patients require supervision and protective 
measures during therapy. Prescriptions 
should be limited to the least possible quan- 
tity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmaco- 
logic similarities among the tricyclic antide- 
pressant drugs require that each of the 
following reactions be considered when 
nortriptyline is administered. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarc- 
tion, arrhythmias, heart block, stroke. 


Psychiatric: Confusional states (especially 

in the elderly) with hallucinations, disorien- 
tation, delusions; anxiety, restlessness, 
agitation; insomnia, panic, nightmares; 
hypomania; exacerbation of psychosis. 
Neurologic: Numbness, tingling, paresthesias 
of extremities; incoordination, ataxia, trem- 
ors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG pat- 
terns; tinnitus. 


Anticholinergic: Dry mouth and rarely, asso- 
ciated sublingual adenitis; blurred vision, 
disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary reten- 
tion, delayed micturition, dilation of the 
urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive 
exposure to sunlight); edema (general or of 
face and tongue), drug fever, cross-sensitiv- 
ity with other tricyclic drugs. 

Hematologic: Bone-marrow depression, 
including agranulocytosis; eosinophilia; pur- 
pura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, 
anorexia, epigastric distress, diarrhea, pecu- 


liar taste, stomatitis, abdominal cramps, 
black-tongue. 


Endocrine: Gynecomastia in the male, breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence, 
testicular swelling; elevation or depression 
of blood sugar levels. 


Other: Jaundice (simulating obstructive); 
altered liver function; weight gain or loss; 
perspiration; flushing; urinary frequency, 
nocturia; drowsiness, dizziness, weakness, 
fatigue; headache; parotid swelling; 
alopecia. 


Withdrawal Symptoms: Though these are not 
indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may pro- 
duce nausea, headache, and malaise. 


Dosage and Administration: Usual adult 
dose—25 mg. three or four times daily; dos- 
age should begin at a low level and increase 
as required. As an alternate regimen, the 
total daily dosage may be given once-a-day. 
Elderly and Adolescent—30 to 50 mg. per day, 
in divided doses, or the total dosage may be 
given once-a-day. Doses above 100 mg. per 
day and use in children are not recom- 
mended. If a patient develops minor side 
effects, the dosage should be reduced. The 
drug should be discontinued promptly if 
adverse effects of a serious nature or allergic 
manifestations occur. 


How Supplied: Capsules 10 mg. and 25 mg.; 
solution 10 mg./5 cc. 


For more detailed information see full pre- 
scribing information. 
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2. Ziegler VE: Improved clinical response to tricyclic anti- 
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can Psychiatric Association, Kansas City, Mo, September 
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PKSAP IV 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 





REGISTRATION FOR THE FOURTH PSYCHIATRIC KNOWLEDGE AND SKILLS SELF- 
ASSESSMENT PROGRAM (PKSAP-IV) IS NOW OPEN. 


The Program 

The PKSAP provides a comprehensive approach to self-study that focuses on recent advances in psychiatry. 

PKSAP-IV is completely revised and represents a considerable expansion over previous editions. The program 
includes 180 multiple-choice questions (MCQs) and 6 patient management problems (PMPs). For the first time, 
participants will receive a comprehensive syllabus/study guide of current knowledge in psychiatry to use in 

studying for the program as well as a critique book that explains the rationale for the answers. References will 
be provided for program follow-up. 


Continuing Medical Education Credit 

If a subscriber completes and returns the MCQ answer sheets for central scoring prior to the designated dead- 
line, a maximum of forty (40) credit hours may be claimed in Category |. For those completing the program BUT 
not returning the MCQ answer sheets for scoring, hour-for-hour credit may be claimed in Category 5A, up to 
twenty-two (22) hour limit. 


Schedule For PKSAP-IV 


POCA SUE CER PMC i DEES ST o ERN C NC em c eee October 31, 1979 
SuRbusNalle]", 05$ do ob + + e ryan eee September-October, 1979 
MEOS S PMPES Malled hick. usi. C S eive eke eas ELEC EPI. November, 1979 
Deadline for Return of 

MEC NTwe DIIS See Lr .equtSuo Tro nd E en aere rera January 15, 1980 
PIcImanee Mop Map Eros iorrndivuph érevrüesmis 18s aay sr drei wath sie Ee. April, 1980 


You may register by completing the form below and submitting it with the appropriate fee to LETTERCOM - 
WASHINGTON, 310 Swann Avenue, Alexandria, VA. 22301. For further information, including group registra- 
tions (e.g. training programs), write the Office of Education, APA, 1700 18th Street, N.W., Washington, D.C. 
20009. 





PKSAP IV REGISTRATION FORM—1979 ALL ORDERS MUST BE 
PREPAID 


Please type or print all information 





First Name Last Name 





Street Address 





City Address Zip 
FEES: 
O Psychiatry Resident-In-Training $35.00 
O Member, American Psychiatric Association (other than above) 55.00 
O Physician (other than above) 75.00 


Please make check payable to Lettercom - PKSAP-IV and mail to Lettercom - Washington, 310 Swann Avenue, Alexandria, Va. 
22301. 
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Pharmacokinetics Anxiety neuroses 


Ativan (lorazepam) is eliminated more rapidly In many nationwide studies involving 

than other benzodiazepines; generates no thousands of patients with anxiety reuroses, 
clinically active metabolites. The half-life of Ativan (lorazepam) consistently provided 
free lorazepam is about 12 hours; steady-state significant relief of anxiety, tension, agitation 
blood levels are attained in 2-3 days. and irritability as measured by standard 
(Comparable data for diazepam: 20-50 hours Hamilton, Global (physician rated) 

and at least 7-10 days.) Ativan shows no and 35-Item (patient self-rated) scales. 


evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption, 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 


Copyright © 1979, Wyeth Laboratories Div. of AH PC, N Y., N.Y. All rights reserved 


hey re all about the same, aren't they? Until recently, that seemed to sum up 
«the prevalent attitude about the benzodiazepines. After all, they all work similarly - 
and all are effective anxiolytics. With seven of these compounds now available, - 
however, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan | 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety 
associated with functional or organic disorders, as well as in older patients. 


Consider the record of Ativan: 


=I NW 





Anxiety in 

cardiovascular disorders 

Ativan (lorazepam) has been specifically 
evaluated and found effective in seven 
common protocol, double-blind studies 
involving 423 patients (211 on Ativan) 
whose anxiety was related to organic 


and functional cardiovascular disorders. 


The cardiovascular component 
has not, of course, been shown to be 
significantly benefited by such therapy. 





Anxiety in 

gastrointestinal disorders 

So far, nine common protocol, double-blind 
studies of Ativan have focused on anxious 
patients with functional or organic 
gastrointestinal complaints (457 patients, 
234 on Ativan). Ativan was clearly effective 
in reducing the anxiety of these patients. 
The gastrointestinal component has not, 

of course, been shown to be significantly 





Anxiety in 

the aging patient 

Because its simple metabolism is not readily 
impaired with advancing age, and 
accumulation is not likely to present a 
problem, Ativan is a good choice for older 
patients. Those who have trouble swallowing 
solid medication appreciate the small Ativan 
tablet, which is tasteless and disintegrates 
within seconds in water or fruit juice. 


benefited by such therapy. 





F lorazepam 





See important information on following page. 














indications and Usage: E relie! of anxiety, tension, agitation, irritability and 
insomhia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Effectiveness in long-term use. ..e., more than 4 months, has not been assessed by system- 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs, warn patients on lorazepam not to operate machinery or motor vehictes, and at 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates anc alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions. tremor, abdominal and muscie cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: in depression accompanying anxiety, consider possibility for suicide. 

For elderly or debilitated patients. initial daily dosage should not exceed 2mg to avoid over- 
sedation. 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated. anxiety, agitation, irritability, tension. insomnia and occa- 
sional Convulsions 

Observe usual precautions with impaired rena! or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent, 

Esophageal dilation occurred in rats treated with lorazepam for more than ! year at 
Grng /kg- day. No effect dose was 1.25mg/kg/ day (approximately 6 times the maximum human 
therapeutic dose of 10mg day). Effect was reversible only when treatment was. withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
ianged periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper G.L disease. 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia, some have hac 
eievations of LDH. As with other benzodiazepines. periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
eects when administered with such medications as barbiturates dr alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have bean performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, gastroschisis, 
rsaltformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although ali these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tai malformations associated with use of minor tranquilizers (chlórdiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

in humans, blood levels from umbilical cord biood indicate placental transfer of lorazepam 
and its glucuronide. 
NURSING MOTHERS: It isnot known if oral lorazepam is excreted in human milk like other 
benzodiazepines. AS a general cule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk 
Adverse Reactions, if they occur. are usually observed at beginning of therapy and generally 
cisappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.495). Less frequent are disorientation, depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various. gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and. unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and cama. 
induce vomiting and/or undertake gastric lavage followed by general supportive care, montor- 
ing of vitai signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection J, S.P. Usefulness of dialysis has not been determined 


(Ativan: @ 


r fot lorazepam) 


Dosage: individualize for maximum beneficial effects. increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 


tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 
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Philadeiphia. PA 19101 
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He is an American Heart Associaton 
Established investigator, funded for five 
years to. work on some phase of car- 
diovascular disease. He and his asso- 
ciates areresearching ways to recognize 
a heart attack before severe damage 
Occurs. 

His ultimate goal is to decrease ihe 
present toll from cardiovascular diseases., 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life, 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific investigators. Help them fight 
for your life, 


Please give generously to the 
American Heart Association $ 


WE'RE FIGHTING FOR YOUR LIFE 








a valuable link 
To the 
resources of the 

American Psychiatric Association 
for institutions and agencies 


concerned with the care 
ofthe mentally disabled 





| Enrollment in the Hospital & Community Psychiatry 
service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 
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Please send me information about membership in the Hospital & Community Psychiatry Service. 


N A M E uc MMC REPERI 


PACIDIEN nente ecce ert a oe oe ET 


CITY STATE  ZIPCODE 


MAIL. TO: e | MEENS 





m. am AMERICAN PSYCHIATRIC ASSOCIATION 
1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 








INSOMNIA OFTEN DOES NC 
BUT IT ALMOST ALWAYS STANC 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 

remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane' (flurazepam HC! /Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration. 


Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 
appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane' (flurazepamHCl/Roche) 
effective for psychiatric patients with insomnia’ 
Forty-nine hospitalized male patients received either Dalmane or placebo. 


Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 





TAND ALONE 
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Please see next page for a summary of product information. 
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WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANEG 
flurazepgam HCI / Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 
THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 








flurazepamHCl/ Roche 


One 30-mg capsule h.s. — usual adult dosage 

(15 mg may suffice in some patients). 

One 15-mg capsule fi.s. — recommended initial dosage 
for elderly or debilitated patients. 


AWIDER MARGIN OF SAFETY 


Dalmane offers a safety profile comparably higher than many other sleep 
medications. There have been no reports of physical or psychologica! 
dependence when taken at recommended dosages. In controlled studies 
involving 2115 patients, the majority of side effects reported were of the 








sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 
addiction-prone. Patients should also be cautioned about possible combined 
effects with alcohol and other CNS depressants. 


References: 


1. Kales A, Kales JD, Humphry FJ il: Sleep and dreams, chap. 2.3, in Comprehensive 
Textbook of Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 
Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

2. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

3. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

4. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 

Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings 
and/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acuteor chronic medical 
situations requiring restful steep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
is often transient and intermittent, pro- 
longed administration :s generally not 
necessary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCI. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 


D . . CNS depressants. Caution against hazard- 
^^. ousoccupationsrequiring complete mental 


alertness (e.g., operating machinery, 
driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 


A68 


congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such anincreased risk. Because use 
of these drugs is rarely a matter of 
urgency, their useduringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein personsunder 
15 years of age. fhough physical and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: in elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
tightheadedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paracoxical reactions, e.g., excitement, 
stimulation and hyperactivity, anc elevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: Individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. E/deriy or debili- 
lated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 


The Joint Information Service of the American Psychiatric Association 
and the Mental Health Association releases Two New Volumes That 


Creative 
Mental 
Health 
Services 
for the 
Elderly 


Raymond Glasscote 
Jon E. Gudeman 
Donald Miles 


PREFACE BY JACK WEINBERG 


JOINT INFORMATION SERVICE 





Focus on the 


Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 

e a novel "Neighborhood Family" providing vigorous support to elderly residents of 
several trailer parks 

e a high school for the elderly which sends its students abroad for study trips 

e a "Human Development Project" that focuses on responding to the psychological 
needs of the elderly 

e a carefully coordinated system of "respite hospitalization," which promotes the 
health of the elderly while allowing maximum use of hospital beds and family resources 

e a "Lucy Booth," patterned after the Peanuts comic strip, which provides easy 
access to many kinds of services 

e and many other innovative, successful approaches. 

Each program is subjected to intensive scrutiny. The resulting document becomes a 
handbook, and, as well, a forum through which some of the world's most experienced 
practitioners of "the psychiatry of old age" present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as "a masterful job of putting everything in relief . . . the 
guidelines for action are right here." 

190 pages. Casebound. Price $8.50. 











OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to 
visit a systematically chosen sample of nursing homes, and board-and-care homes as 


AT HOMES 


a field study of nursing 
& board-and-care homes 


well, to see to what extent the care of and the quality of life for the patients differed 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 


Raymond Glasscote 
j 


accompanied by two mental health professionals. iti atta L 
The teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, Jr. Ruth Lewis 
and board-and-care homes they visited were better—sometimes dramatically better— mese S Sm eir Sn 
than that in the mental health facilities and often at lower cost. pneu Eee meg 


This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


TRE EUM: PUE ES a 
THE JOINT INFORMATION SERVICE 





Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

copies of Old Folks at Homes @ $6.50 per copy 

sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 

ENCLOSED IS TOTAL PAYMENT OF$_ | | | |. A— 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders, regard- 
less of dollar amount, must be accompanied by payment.) 


Please send: 











Name 
Address 
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Awake! for | 
Morning in the Bowl of Night 
as flung the Stone 
iat puts the Stars fo flight. 


EDWARD FITZGERALD 
THE RUBAIYAT OF OMAR KHAYYAM, STANZA I 


Brief Summary of Prescribing Information tients who may use alcohol exces otentiation ma nitus, photophobia, decreased libido, rash and pruritus may also 
ADAPIN® (doxepin HCI) Capsi ncrease the danger inherent in suicide attempt or overd occur 


indications—Reliet of sympton y anxiety and de Mein pif Abe > mn ay ULL dee D "m ^ Shit e iz Dosage and Administration— In mild to moderate anxiety an 
i ane cautionead against ariving a motor venicie or Operating nazardous deoression: 25 mg t.i.d. Increase or decrease the dosage according 
Contraindications—Glauct d ncy toward urinary retentior machinery. Since suicide is an inherent risk in depresse Datient: : a "ep á g - E "i d. Cast or dec ease tI e do ag acco nY 
: , achnery. « XUICIUE IS d " HOR HT UCpIUSSUU PAllerts to individual response. Daily dosage. up to 150 mg may be taken at 
or hypersensitivity to doxepin they should be closely supervised while receiving treatment. Al ac : ^ . : | 
: A Uy WINE M d deg o dran PLEIVINNY UEAUTIEIN. P bedtime without loss of effectiveness. Usual optimum daily dosage 
Warnings—Adapin has not be evaluated tor safety in pregnancy though Adapin has shown effective tranquilizing activity. the possi is 75 mg to 150 mg per day not to exceed 300 mg per day 
"o evidence of E: n to the animal fetus has 1 Shown in repro bility of activating or unmasking latent psychotic symptoms should Antianxiety effect usually precedes the antidepre: 
ive Studies. There are no data concer etion in human be kept in mind twa or three weeks 
milk. nor on effect in nursing infant Adverse Reactions—Dry moutt n and cor 
Usage in children under 12 years of age is not recommendec have been reported. Drowsine vas also been observed How Supplied —Each capsule contains doxepin e hy 
MAO inhibitors should be discont:nued at least two weeks prior tt Adverse effects occurring quently include extr nidal drochloride 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
$ J U d | 
the cautious initiation of therapy with thi 3. aS Serious side symptoms. gastrointestinal rec Ss, secretory effects such a of 100 and 1000 
effects and death have been reported with the concomitant use of sweating. tachycardia and hyp nsion. Weaknes gizziness For complete prescribing information please see package insert 
An : 
drugs and MA hibitor tique weight gain. edema. pare ias, flushing. i or PDR 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 

A dapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin ' 
(doxepiri HCI) 


useful adjunctive 
therapy in your ~ 
psychiatric practice 
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When they see life 

in shades of blue... 
help them see life 

in all its colors 
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| Fi ec 
chiordazeboxae HCl/Foche 


Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 
indications: Relief of anxiety and tension occurring alone Or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
reassessment of therapy recommended. 
Contraindications: Patients with known hypersensitivity to the 
drug. 
Warnings: Warn patients that mental and/or physica! abilities 
required for tasks such as driving cr operating machinery may 
be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may Nave an 
additive effect. Though physical and psychological dependence 
Fave rarely been reported on recommended doses, use caution 
in administering to addiction-prone individuals or those who 
might increase dosage; withdrawal symptoms (including convul- 
sions). following discontinuation of the drug and similar to those 
seen with barbiturates. have been reported. 

Usage in Pregnancy: Use of minor tranquilizers during 

first trimester should almost always be avoided be- 

cause of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. | 
Precautions: in the elderly and debilitated. and in chidren over 
six. limit to smallest effective dosage (initially 10 mg or jess per 
day) to preclude ataxia or oversedation, increasing gradually as 
needed and tolerated. Not recommended in children under six. 
Though generally not recommended. if combination therapy with 
other psychotropics seems indicated, carefully consider indi- 
vidual pharmacologic effects. particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Paradoxical reactions (e.g.. excitement, stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions In 
treatment of anxiety states with evidence of impending depres- 
sion, suicidal tendencies may be present and protective mea- 
sures necessary. Vanable effects on blood coagulation have 
seen reported very rarely in patients receiving the drug and oral 
anticoagulants: causal relationship has not been estabished 
clinically. 
Adverse Reactions: Drowsiness. ataxia and confusion may oC- 
cur. especially in the elderly and debilitated. These are revers- 
ble in most instances by proper dosage adjustment, but are 
also occasionally observed at the ower dosage ranges. In a few 
instances syncope has been reported. Also encountered are iSo- 
lated instances of skin eruptions, edema. minor menstrual ir- 


Libum: 





regularities, nausea and constipation, extrapyramidai symptoms, 


increased and decreased libido—all infrequent and generally 
controlled with dosage reduction: changes in EEG patterns 
(low-voltage fast activity) may appear during and after treat- 
ment; blood dyscrasias (including agranulocytosis). jaundice 
and hepatic dysfunction have been reported occasionally, mak- 
ing periodic blood counts and liver function tests advisable dur- 
“ing protracted therapy. 
= Usual Daily Dosage: individualize for maximum beneficial ef- 
fects. Oral-Aduits: Mild and moderate anxiety and tension, 5 or 
10 mg tid. or qi.d.; severe states. 20 or 25 mg t.d. or q.i.d. 
"Geriatric patients: 5 mg b.i.d. to q.d. (See Precautions.) 
Supplied: Librium? (chlordiazepoxide HCl) Capsules. 5 mg, 10 
mg and 25 mg—- bottles of 100 and 500: TeI-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25. 
and in boxes containing 1C strips of 10. Prescription Paks of 50, 
available singly and in trays of 10. Libritabs* (chiordiazepoxide) 
Tablets, 5 mg, 10 mg and 25 mg-—bottles of 100 and 500. With 
respect to clinical activity. capsules and tablets are incistin- 
guishable. 


Roche Products inc. 
Manati, Puerto Rico C0701 























PLAN AHEAD!!! 
Order your 

1900 
Appointment Dook 
Now !!! 


The "week-at-a-glance'" Appointment Book, pub- 
lished by the American Psychiatric Association, 
has been specifically developed to satisfy tne 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies will be available July 1979 


DESK: $12.00 

POCKET: $6.00 

BOTH: $15.00 

1096 Discount for 10-99 copies 

1596 Discount for 100 copies or more 


rm ee tree ie bk ohh Aa Ma ama Same aa ame Fare er orm de th thle pr Afb Ade Amr tle Pd WL tr lh n ma a amr Heth rh Ln eh hit a aa 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $. for copy(ies) of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name 2 
Address 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 


2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


sets of both volumes at $25.00 per set. 


ENCLOSED IS TOTAL PAYMENTOF$.. | 3. 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign 
orders, regardless of dollar amount, must be accompanied by payment.) 


Name: 
Address 
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In clinically significant depression 


because 


therapeutic effects 


may vary... 
prescribe 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 


INJECTION: 10 mg per ml 


om: 
Elavil 
Amitriptyline HI MS 


and specify - 
ho substitution 











strott RB. Docherty JP: Tricyclic 
2. Weddington WJ: More or 

Notice of proposed rule making On dioequivalence requiren 
Register 43:6965-6969 (Feb 17) 1978 
Contraindications: Known hypersensitivity. Snould not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy witn amitriptyline HCI. Initiate dosage of 
amitriptyline HC! cautiously with gradual increase in dosage until optimum response is 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 
Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
sure; in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 


, bioequivalence. and clinical response. Am J Psychiatry 135 1560-1561. 1978 
J Psychiatry 136:464-465, 1979 


ints (21 CFR 320). Federal 


bioequivalence of trii yclics An 
ent for tricyclic antidepress; 


this class. Close supervision is required for hyperthyroid patients or those receiving thy- 


roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor vehicle. In patients 
who use alcohol excessively, potentiation may increase the danger inherent in any Sui- 


Copyright © 1979 by Merck & Co., Inc. 





cide attempt or overdosage. Safe use during pregnancy and lactation has not been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms 0! psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms; 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HCI may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use cautiously in patients receiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. The possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevation 


and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired liver function. 

Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
3orted with this specitic drug. However, pharmacological similarities among the tricyclic 
intidepressant drugs require that each reaction be considered when amitriptyline is ad- 
ninistered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
vardial infarction, arrhythmias, heart block, stroke. CNS and Neuromuscular: Contu- 
ional states; disturbed concentration: disorientation: delusions; hallucinations: excite- 
nent; anxiety, restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
ias of the extremities; peripheral neuropathy; incoordination; ataxia: tremors: seizures; 
iteration in EZG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
yiate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
listurbance o' accommodation, increased intraocular pressure, constipation, paralytic 
leus, urinary ‘etentior, dilatation of urinary tract. Alergie: Skin rash, urticaria, photo- 
iensitization, edema of face and tongue. Hematologic: Bone marrow depression includ- 
Ng agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
testinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
rhea, parotic swelling, black tongue, rarely hepatitis (including altered liver function 
ind jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
inlargement and galactorrhea in the female, increased or decreased libido, elevation and 
owering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 





gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea. headache. and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment :s symptomatic and supportive. In addition, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100: 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles 
of 30 and 100; for intramuscular use, in 10-ml vials containing per ml: 10 mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preserva- 





tives, and water for injection q.s. 1 ml. MSD 
For more detailed information, consult your MSD representative or 

see full prescribing information. Merck Sharp & Dohme, Division of MERCK 
Merck & Co., Inc., West Point, Pa. 19486 SAEs 
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-© The publication of an advertisement in this journal does 
^ not imply endorsement of the product or service by the 
s American Psychiatric Association. 


. ABBOTT LABORATORIES 


CIEN cua on srusi a Co bumana dod d ated A46-AAR 

Tranxene ...... see aa ss C3-C4 
: CHARLES C THOMAS + PUBLISHERS .......... A29 
- CIBA PHARMACEUTICAL, INC, 

CUI TO RET ROTE ENTIER A22-A24 
COURSES & SYMPOSIUMS ..................... A33 
THE C.Y. MOSBY COMPANY .............. All, A37 
EMPLOYMENT OPPORTUNITIES ............... A79 
THE JOHNS HOPKINS UNIVERSITY PRESS Alb 
JOHN WILEY & SONS .,........... ce ee A2 
LEDERLE LABORATORIES 

I-OXIUATIB- acude ouicute a Ie tus rd e dran vt aeta atii AS4-ASG 


: SMITH, KLINE AND FRENCH LABORATORIES 


LEXINGTON BOOKS-THE COLLAMORE PRESS .. 
MERCK SHARP & DOHME 


Ald 


3p EAE MEET A76-A77 
Tav 22125090) Go ech brane hh d udo Boar A34-A36 
MERRELL-NATIONAL LABORATORIES 
PNORDIADING fics hs aded Act Ra a e ago S ee A25-A28 
TOLC LABORATORIES, INC. u.. A37 
PENNWALT PRESCRIPTION PRODUCTS 
PGA, Iesctusitshau puit eon sees aa oed Sod i A70-A71 
PFIZER LABORATORIES 
SEAI ETE A40—-A42 
PLENUM PUBLISHING CORPORATION ......... A21 
RESIDENTIAL & PRIVATE HOSPITALS ......... A33 
ROCHE LABORATORIES 
Penn Ac cT A66-A 68 
Librium ...... Bodie wg bhai Meta arty Glove d qs diede A72-A74 
Enare E OE TOTUTERE IPRC epee dos A18-A20 
ROERIG DIVISION 
NAVAS. cose cnet owed epee eve Pd aea ee acd d Al2~Al4 
ROWELL LABORATORIES, INC. 
LAUOBI: eureri au Sp istos aoa OE ie buen A38~A39 
= SANDOZ 
= Mehin c£ agamus a a Gees. oa A43-A44 
PAmeloE: sihau wiih ideae dawnt pe hide De tol d A58-A60 


= APAT i e E E E A E o ed C2-A | 
E.R. SQUIBB & SONS 
© — Prolxin L.. o cccccccccccucceucceuceucce. A30-A32 
- USV LABORATORIES, INC. 
c PERONIN usse ane Erie Rep ga ee meme Rhee A52-A$53 
© WYETH LABORATORIES 

Ativan Lese 20005. A16-A17, A50-A51, A62-A64 


AT 





PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 






PASTE LABEL HERE 


NEW ADDRESS and/or NAME: 





NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 


and lowering of blood sugar levels have been reported. Use with caution in patients with 
impaired iver function. 
Adverse Reactions: Nofe. included in this listing are a few adverse reactions not re- 
ported with this spacilic drug. However, pharmacological similarities among the tricyclic 
antidepressent drugs require that each reaction be considered when amitriptyline is ad- 
ministered. Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, myo- 
cardial infarction, arrhythmias, heart block, stroke. CNS and Neuromuscular: Confu- 
sional states; disturbed concentration; disorientation; delusions; hallucinations: excite- 
ment; anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
sias of the extrenibes: peripheral neuropathy; incoordination; ataxia; tremors; seizures: 
alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
priate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
sensitization edema of face and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
wntestinal: Nausea, 2pigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
sarrhea, parotid swe'ling, black tongue, rarely hepatitis (including altered liver function 
and jaundice). Endecrine: Testicular swelling and gynecomastia in the male, breast 
enlargement anc gelactorrhea in the female, increased or decreased libido, elevation and 


"lowering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 





gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. in addition, the intravenous admin- 
istration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
thythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100, 1000, and 5000; tablets containing 59 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000; tabiets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 and bottles of 100: 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 100 and bottles 
of 30 and 100; for intramuscular use, in 10-ml vials containing per mi: 1C mg amitripty- 
line HCI, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylparaben as preserva- 


tives, and water for injection q.s. 1 mi. MSD 
For more delailed information, consult your MSD representative or HA ird 
see full prescribing information. Merck Sharp & Dohme, Division of MER K 
Merck & Co., inc., West Point, Pa. 19486 SANT: 


JOEL3OU 161 


| INDEX TO ADVERTISERS 
- OCTOBER 1979 
^ The publication of an advertisement in this journal does 


» not imply endorsement of the product or service by the 
c American Psychiatric Association. 





ABBOTT LABORATORIES | 
mm RECEDIT A46~A48 


i. Tankene i outre rode (cutee OA ten t epa C3-C4 
CHARLES C THOMAS + PUBLISHERS ......... A29 
- CIBA PHARMACEUTICAL, INC. 

Ritalin cs gasses aren sede aa aaea EDan A22-A24 
COURSES & SYMPOSIUMS ..................02- A33 
THE C.V. MOSBY COMPANY ...........05. All, A37 
EMPLOYMENT OPPORTUNITIES ............... A79 


THE JOHNS HOPKINS UNIVERSITY PRESS ....Al6 
JOHN WILEY & SONS. sooo trianae EPA PRX ER ees A2 


LEDERLE LABORATORIES 
Loxitane Sus 2 are bes eA Rep Eoi AS4-AS6 


LEXINGTON BOOKS-THE COLLAMORE PRESS ...A15 
MERCK SHARP & DOHME 


2 M MM A76-A77 
TIU D e miu uL aree DUE E e TA A34-A36 
MERRELL-NATIONAL LABORATORIES 
NOPPA coude Sekobu a sry Mim rey ea ipsa ta eor A25-A28 
| .OLC LABORATORIES, INC. isse A37 
C PENNWALT PRESCRIPTION PRODUCTS 
X nop MT A70-AT71 
PFIZER LABORATORIES 
ng ET R—-—-—————— e A40—-A42 
PLENUM PUBLISHING CORPORATION ........ A21 
RESIDENTIAL & PRIVATE HOSPITALS ......... A33 
ROCHE LABORATORIES 
| Br E Sie yon taeda a eke conte a ei ait da A66-A68 
Bio MEE DRM UNDE A72-A74 
Bud MANUEL CREME A18-A20 
ROERIG DIVISION 
INQVIIE: cns Eus epp trix De iid pup Ee tpe: Al2-Al4 
ROWELL LABORATORIES, INC. 
EOD hee hin teiere Gergana dees nota eres A38-A39 
_SANDOZ 
Dg 2 iter "vec A43-A44 
Um Pamor atrondnoo pn dados s eset ects tenia AS8-A60 
v SMITH. KLINE AND FRENCH LABORATORIES 
04 - -— DEMNM C2-A] 
E.R. SQUIBB & SONS 
NE LO o EET A30-A32 
< USV LABORATORIES, INC. 
= '"Jertolradeé- 2.21: vg TT Soe ree AS2-A53 


-. WYETH LABORATORIES 
Ativan ouaaa Al16-A17, ASO-A51, A62-A64 





PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 








FORMER ADDRESS: 





PASTE LABEL HERE 


Oo 


NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


California's 


-` CAMARILLO 
œ HOSPITAL 


rs 


A multipurpose, progressive treatment 
center for mentally and developmentally 
disabled. 


PSYCHIATRISTS 


$48,972-$52,836 

Research, teaching opportunities 
14 hours CME weekly 

Beautiful, clean environment 


GP AND OTHER ASSIGNMENTS OPEN 


Stan Nielsen, Chief 

Manpower Management and 
Development Branch 

2250 Parktowne Circie, P.O. Box 254829 

Sacramento, Ca. 95825 

(916) 920-7157 





CHIEF PSYCHOLOGIST 


Direct the psychological services & pro- 
vide functional supervision over other 
Psychologists in a community-oriented 
psychiatric center. Plan & coordinate psy- 
chological treatment programs to comply 
with the standards of accreditation; directs 
the testing & evaluation of present clien- 
tele; & works closely with community 
agencies to develop community assess- 
ment & treatment programs. Candidates 
should have a doctorate in psychology & at 
least 4 years post-doctoral exp with 
emphasis in supervisory & administrative 
exp in mental health. Submit resume or 
make application to MR. JOHN J. WIL- 
LIAMS, JR. Employment Office. 
BUFFALO PSYCHIATRIC CENTER, 
400 Forest Ave., Buffalo, NY 14213 


An Equal Opportunity Employer m/f 











BRENTWOOD-A UCLA PSYCHIATRIC 
TEACHING HOSPITAL — is seeking psychia- - 
trists for clinical and administrative positions. - 
Ward Chief: 20-bed active teaching program pro- - 
viding acute inpatient care and community follow- — 
up services through multidisciplinary staff. Out- - 
patient Team Leader: Highly active Mental - 
Hygiene Clinic offers a wide range of outpatient - 


services. Chief, Day Hospital: Established pro- | 


gram provides intensive care as an alternative to 
hospitalization. Assistant Chief, Psychiatry Ser- 
vice. Assist in the management of 420 inpatient 
beds, large outpatient, drug and alcohol, crisis, and 
community programs. All applicants must qualify 
for UCLA faculty appointment; involvement in 
teaching and research encouraged; salary to 
$53,000 depending upon qualifications, plus gen- 
erous U.S. Government fringe benefits; licensure in 
any state acceptable; and opportunity for profes- 
sional growth and personal enrichment in a fine 
seaside community with clean air and unexcelled 
academic, cultural and recreational resources. 
Write Fredrick C. Redlich, M.D., Chief of Staff. 
(530/11), V.A. Medical Center, Brentwood, Wil- 
shire & Sawtelle Blvds., Los Angeles, CA. 90073. 
Phone (213) 824-3276. Brentwood is an affirm- 
ative action employer; women & minority group 
members are encouraged to apply. 


PRACTICE 
OPPORTUNITIES 
FOR 
PSYCHIATRISTS 


Psychiatrists needed in Texas city of 
more than 100,000 population. Tremen- 
dous potential for income and life- 
style. All inquiries held in confidence. 
Please write to Ron Combs, 7616 
L.B.J. Freeway, Suite 303, Dallas, TX 
75251 or call 214-980-1630 collect. 


Hospital Affiliates 
International... 


The Hospital Management Professionals — 























The United Way is reaching out. It goes into 
every neighborhood. 'l'o every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who's out of work. Or sick. Or in trouble. 


Chances are the United Way helps someone you know. 


Maybe someday it'll be helping you. 


R United Way 


A80 





Everybody 
knows somebody 
who's been helped. 
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Anxiety symptoms dispelled, yet not drowsy by day. 


Tranxene e 


(CLORAZEPATE DIPOTASSIUM) 4306c8 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg 


Brief Summary 


INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis. in other psychoneuroses in which anxiety 
symptoms are orominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohcl withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic slinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the incividual patient. 


CONTAAINDICATIONS — TRANXENE is contraindi- 
cated in patien:s with a known hypersensitivity to the 
drug, and in these with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simu:taneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol! may he 
increased. 


Because of “he lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with baroiturates and alcohol) have occurred 
following abrup: discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches end memory impairment have followed 
abrupt withdrawal after long-term use of high dosage. 


Caution showld be observed in patients who are 
considered to Fave a psychological potential for drug 
depencence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may he 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregaant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given te nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — in those patients in which a degree 
of depressicn accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients en TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

in elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, im accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported {in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. in elderly or debilitated 
patients it is advisable to initiate treatment at a daily 
dose of 7.5 tc 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of “he patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 


TRANXENE-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended scheauie: 1st 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 to 90 mg in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — If TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology of the agents to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic medica- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

If TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight sedation to coma. As in 
the management of overdosage with any drug, it 
should be borne in mind that multiple agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CNS depressant. Gastric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General sup- 
portive care, including frequent monitoring of the 
vital signs and close observation of the patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. in such cases the use of 
agents such as Levophed® Bitartrate (levartereno! 
bitartrate injection, USP) or Aramine® Injection 
(metaraminoi bitartrate injection, USP} should be 
considered. 

While reports indicate that individuals have sur- 
vived overdoses of TRANXENE (clorazepate dipotas- 
sium) as high as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval between inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE 
overdosage. Deep coma when it occurred was usually 
associated with the ingestion of other drugs in 
addition to TRANXENE. 9073314 
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THORAZINE 


brand of 


"^ CHLORPROMAZINE 


Back to work. She went into the hospital 
with a psychiatric emergency but left more 
like herself —delusions, hallucinations, and 
other psychotic target symptoms effectively 
managed with "Thorazine'. And 'Thorazine' 
maintenance can help keep her out of the 
hospital in the future. 

From initial psychiatric emergency through 


Tablets: 
90 and 100 mg 
of the HCl 





maintenance treatment, "Thorazine' offers 
effective antipsychotic therapy with 18 con- 
venient dosage forms and strengths. This 
means you can precisely tailor dosage to the 
individual patient’s needs—increasing 
or decreasing as the situation demands. 
‘Thorazine’. The most widely tested and 
highly flexible antipsychotic available today. 


Helps return psychotic patients to reality 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 


Based on a review of this drug by the National 
Academy of Sciences— National Research 
Council and/or other information, FDA has 
classified the indications as follows: 


Effective: For the management of manifesta- 
tions of psychotic disorders. For control of the 
manifestations of manic-depressive illness 
(manic phase). 


Probably effective: For the control of moderate 
to severe agitation, hyperactivity or aggres- 
siveness im disturbed children. 


Possibly effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 


Final classification of the less-than-effective 
indications requires further investigation. 





Contraindications: Comatose states, presence of 
large amounts of C.N.S. depressants, or bone 
marrow depression. 

Warnings: The possibility of extrapyramidal 
reactions from "Thorazine' may confuse the 
diagnosis of Reye's syndrome or other encepha- 
lopathy. Therefore, avoid use in children or 
adolescents with suspected Reye's syndrome. 


Avoid using in patients hypersensitive (e.g.. blood 
dyscrasia, jaundice) to any phenothiazine. Caution 
patients abcut activities requiring alertness (e.g.. 
operating vehicles er machinery) especially during 
the first few days therapy. Avoid concomitant 

use with alcohol. May counteract antihyperten- 
sive effect o? guanethidine and related compounds. 


Use in pregnancy only when essential. There are 
reported instances of jaundice or prolonged extra- 
pyramidal signs in newborn whose mothers had 
received chlorpromazine. 


Precautions: Use cautiously in persons with 
cardiovascular, liver or chronic respiratory 
disease, or with acute respiratory infections. Due 
to cough reflex suppression, aspiration of vomitus 
is possible. May prelong or intensify the action 

of C.N.S. depressants, organophosphorus insecti- 
cides, heat, atropine and related drugs. (Reduce 
dosage of concomitant C.N.S. depressants.) Anti- 


©1967, 1968. 1969 SmithKline Corporation 


convulsant action of barbiturates is not intensified. 


Antiemetic effect may mask signs of toxic drug 
overdosage or obscure diagnosis of conditions 
such as intestinal obstruction, brain tumor, and 
Reye's syndrome (see Warnings), Discontinue 
high-dose, long-term therapy gradually. 


Patients on long-term therapy, especially high 
doses, should be evaluated periodically for 
possible adjustment or discontinuance of drug 
therapy. 


Adverse Reactions: Drowsiness, cholestatic jaun- 
dice, agranulocytosis, eosinophilia, leukopenia, 
hemolytic anemia, thrombocytopenic purpura and 
pancytopenia; postural hypotension, tachycardia, 
fainting, dizziness and, occasionally, a shock-like 
condition; reversal of epinephrine effects; EKG 
changes have been reported, but relationship to 
myocardial damage is not confirmed; neuro- 
muscular (extrapyramidal) reactions; pseudo- 
parkinsonism, motor restlessness, dystonias, 
persistent tardive dyskinesia, hyperreflexia in the 








newborn; psychotic symptoms, catatonic-like 
states, cerebral edema; convulsive seizures; 
abnormality of the cerebrospinal fluid proteins; 
urticarial reactions and photosensitivity, exfolia- 
tive dermatitis, contact dermatitis; lactation and 
breast engorgement (in females on large doses), 
false positive pregnancy tests, amenorrhea, 
gynecomastia; hyperglycemia, hypoglycemia, 
glycosuria; dry mouth, nasal congestion, constipa- 
tion, adynamic ileus, urinary retention, miosis, 
mydriasis; after prolonged substantial doses, skin 
pigmentation, epithelial keratopathy, lenticular 
and corneal deposits and pigmentary retinopathy, 
visual impairment; mild fever (after large I.M. 
dosage); hyperpyrexia; increased appetite and 
weight; a systemic lupus erythematosus-like 
syndrome; peripheral edema. 

NOTE: Sudden death in patients taking pheno- 
thiazines (apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) has been 
reported, but no causal relationship has been 
established. 
Supplied: Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 
and 200 mg., in bottles of 100; Single Unit Packages 
of 100 (intended for institutional use only). 
Spansule" capsules, 30 mg., 75 mg., 150 mg., 

200 mg. and 300 mg., in bottles of 50; in Single 
Unit Packages of 100 (intended for institutional 
use only). 

Injection, 25 mg./ml.; Syrup, 10 mg./5 ml.; 
Suppositories, 25 mg. and 100 mg. 

Concentrate (intended for institutional use only), 
30 mg./ml. and 100 mg. / ml. 


Smith Kline &French Laboratories 
Philadelphia 





a SmithKline company 
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PSYCHOSEXUAL DISORDERS: A Review by M. T. Haslam, Clifton Hos- 
pital, York, England. Foreword by Martin Cole. The first of three sections in 
this guide to psychosexual disorders delineates classification and, in a histor- 
ical review, features extensive quotations from classic writings. The second 
main segment, concerned with sexual dysfunctions, includes discussions of 
the etiology and management of erective, orgasmic and ejaculatory problems; 
vaginismus; and sexual problems of handicapped people. The final group of 
chapters focuses on sexual behavioral abnormalities, including homosexu- 
ality, transvestism and transsexuality, primary patterns of sexual deviancy, 
treatment of sexual behavioral anomalies, and medicolegal concepts. '79, 176 
pp. 13 il, $19.75 


CHILD SEXUAL ABUSE: Analysis of a Family Therapy Approach by Je- 
rome A. Kroth, Univ. of Santa Clara, Santa Clara, California. This book 1s 
concerned with research into, recognition of, and treatment for intrafamilial 
child sexual abuse. In its analvsis of a specific, humanistic family therapy 
model, it includes a description of a computer-based data system for reporung 
demographic information; a review of the impact of family therapy on intra- 
familial child sexual abuse; an outline of judicial and therapeutic orienta- 
tions in treatment; and an evaluation of a training program. National survey 
results and an annotated bibliography are included. 79, 224 pp., 33 al., 
tables, $17.50 


STUTTERING: A New Look at an Old Problem Based on Neurophysiolog- 
ical Aspects by Charles P. Overstake, Wichita Speech Science Laboratory, 
Wichita, Kansas. While its scope encompasses the most widelv accepted the- 
ories of and therapies for stuttering, this text focuses primarily on a new, 
neurophysiological perspective of the problem. The theory promulgated is 
the first to highlight the involvement of the cerebellum and the first to em- 
phasize "thinking ahead" as a neurophysiological aberration in the continua- 
tion of stuttering. A therapeutic program, based on this theory, 1s suggested 
for the remission of symptoms and for the normalization of thought-to-speech 
behavior. 79, 160 pp., 8 il., $15.50 


THE EPILEPTIC IN HOME, SCHOOL AND SOCIETY: Coping With the 
Invisible Handicap by Stephen W. Freeman, Greene Valley Developmental 
Center and Hospital, Greeneville, Tennessee. This volume offers medical, 
mental health, rehabilitation and educational professionals a thorough re- 
view of epilepsy and its consequences, It also will be helpful to epileptic 
persons and their families. Comprehensive answers are given to often-raised 
questions about the psychological, educational, psychosocial, vocational, 
legal and medical concerns of persons with epilepsy. The author describes the 
various characteristics associated with epilepsy, discusses the diagnostic pro- 
CESS, s provides data on the behavioral management of epileptic individ- 
uals. 79, 272 pp., $14.75 


FIFTY YEARS IN PSYCHIATRY: A Living History by Roy R. Grinker, Sr., 
Michael Reese Hospital and Medical Center, Chicago. The eminently quali- 
fied author of this book provides a highlv readable overview of the progress 
that the specialty of psychiatry has made in the last fifty years. He also 
discusses the distance that has yet to be travelled. Chapters are included on the 
development and maturation of ideas and/or practices in definition, diag- 
nosis and classification; general systems and unified theories; psychosomatic 
medicine; stress and anxiety; depressions; schizophrenia; borderline states; 
therapies, service, and the peer groups; psychoanalysis; education; and re- 
search. 79, 280 pp., 1 table, $15.50 


PRESCHOOL TEST DESCRIPTIONS: Test Matrix and Correlated Test De- 
scriptors by H. Wayne Johnson, Southwest Regional Resource Center, Salt 
Lake City, Utah. This ideal resource will help in the identification and 
selection of devices designed to evaluate the preschool child's educational, 
psychological, sociological and physical development. Basic information and 
definitions are followed by the test matrix display and individual test de- 
scriptions. One hundred thirty devices are described with respect to adminis- 
trative considerations, appropriateness, interpretation, identification and 
technical aspects. '79, 304 pp. (6 3/4 x 9 3/4), $24.75, spiral (paper) 


WOMEN WHO DRINK 


Alcoholic Experience 
and Psychotherapv E 


Edited by Vasanti Burtle, Los Angeles. 
Forewords by Phyllis K. Snyder, Jan Du- 
Plain and George Staub. (7/4 Contribu- 
tors) Psychiatrists practicing in the area 
of alcoholism will appreciate the new di- 
mensions this text adds to the multi- 
disciplinary treatment approach now 
used in alcoholism therapy. The contn- 
butions collected here support. the 
emerging philosophy that gender-specific 
factors demand a treatment focus for 
women alcoholics that differs dramati- 
cally from approaches developed on the 
premise that alcoholism is a "man's dis- 
ease, 


The articles explore selected areas. of 
training and needed areas oi awareness 
for alcoholism caregivers who work with 
the woman alcoholic. Important issues 
that must be recognized anc integrated 
into existing training efforts are closely 
examined. Special therapeutic applica- 
trons for the woman with alcoholism are 
also scrutinized, including a cogni- 
tive behavioral approach, comprehensive 
psvchoanalytic therapy, gestalt therapy, 
Jungian treatment, and Alcoholics Anon- 
vmous. 
Specific topics of discussion include: 
e an overview and a doseup of 
women and alcohol 
e drinking patterns of women alco- 
holics 
e women and sex 
e skid row women 
e alcoholism among Third World 
women 
e clinical experiences 1n working with 
women alcoholics 
e issues in marriage, family and child 
counseling in alcoholism treatment 
e developmental/learning correlates of 
therapy for women alcoholics 
e training needs of alcoholism care- 
glvers 


The roles of researchers, administrators, 
physicians, psychiatrists, psychologists, 
social workers, paraprofessiomals and the 
family have been incorporated into these 
discussions. The emphasis and content of 
the text will also appeal to those con- 
cerned with contemporary women's 
issues. For all readers, the book limns a 
new, enlightened phase in alcoholism 
therapy, a philosophy of treatment that 
recognizes the female individual in a con- 
text with her own special life events and 
that calls for treatment of the patient, not 
just the alcoholism. '79, 304 pp.. 3 il, 9 
tables, $21.00 
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GENERAL POLICIES 


Manuscripts are accepted for consideration with the un- 
derstanding that they represent original material, have not 
been published previously, and are not being considered for 
publication elsewhere. Papers with multiple authors are re- 
viewed with the assumption that all authors have approved 
them. 

Copyright 

The Journal requires express transfer of copyright to the 
American Psychiatric Association so that the author(s) and 
the Association are protected from misuse of copyrighted 
material. All submissions must be accompanied by a cover 


co letter signed by all authors and using the following wording: 


In consideration of the American Journal of Psychiatry's tak- 


|. ing action in reviewing and editing my submission [include title 
here] the author(s) undersigned hereby transfers, assigns, or 
otherwise conveys all copyright ownership to the American 

= Psychiatric Association in the event that such work is pub- 


lished by the American Psychiatric Association. 

Work done as part of an individual's duties as a federal 
employee is in the public domain. The cover letter in such 
cases should contain the following wording and should be 
signed by all authors: 

The work described in [include title here] was done as part 
of my (our) employment with the federal government and is 
therefore in the public domain. 

in addition, authors must obtain letters of permission 
from publishers for use of extensive quotations (more than 
500 words) and of tables and figures that originally appeared 
elsewhere. 


Patient Anonymity 


Ethical as well as legal considerations require careful at- 
tention to the protection of a patient's anonymity in case 
reports and elsewhere. Identifying information such as 
names, initials. hospital numbers, and dates must be avoided. 
In addition, authors should disguise identifying information 
about a patient's characteristics and personal history. 


Informed Consent 


Manuscripts that report the results of experimental inves- 
tigation with human subjects must include a statement that 
informed consent was obtained after the procedure(s) had 
been fully explained. 


Review Process 


Papers are reviewed by at least two experts to determine 
the originality, validity, and significance of content and con- 
clusions. Authors will usually be advised within 3-4 months 
of the decision on their paper, although delays are some- 
times unavoidable. Reviewers’ comments will be returned 
with rejected manuscripts if they are judged to be useful to 
the authors. All reviewers remain anonymous. 





SUBMISSION OF MANUSCRIPTS 


Manuscripts should be submitted in triplicate to John C. 


Information for Contributors 


Nemiah, M.D., Editor, American Journal of Psychiatry, 1700 
Eighteenth St., N.W., Washington, D.C. 20009. All corre- 
spondence will be sent to the first-named author unless 
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otherwise specified. Papers that are not accompanied by the 
appropriate cover letter, including the copyright transfer 
statement, will not be reviewed until such a statement is re- 
ceived. 

Authors will be notified as soon as possible of the receipt 
of their paper: at this time, the paper will be assigned a num- 
ber that must be included in all further correspondence. It is 
imperative that authors of papers under consideration notify 
the Journal of changes of address. 

Annual Meeting Papers 

The Journal has first refusal rights for numbered papers 
accepted for presentation at the Association's annual meet- 
ings. Authors of annual meeting papers should follow in- 
structions they will receive in a letter from the Editor before 
the meeting. Annual meeting papers may be submitted for 
review before the meeting only if they are in final form, i.e.. 
are ready for review. Authors must nor submit their papers 
before the meeting if they expect any substantive revisions 
due to discussion at the meeting, further research, etc. These 
papers are subject to the same peer review criteria as other 
submissions, and not all papers can be published in the Jour- 
nal. Authors who wish to submit their papers elsewhere 
must secure permission from the Editor. The Journal will 
assign its own number to each paper received for review; 
this number must appear in any further communications 
about the paper. The copyright transfer statement described 
above must accompany annual meeting papers submitted for 
review. 


Length 


The length of submitted material should not exceed the 
following specifications unless a special arrangement has 
been made with the Editor. Regular articles—3,800 words or 
the equivalent, including references, tables, and figures 
(about 15 manuscript pages). Brief Communications—2.500 
words or equivalent (about 10 manuscript pages). Clinical 
and Research Reports—1.000 words. 10 references, | table 
(no figures can be used in this section). Letters to the Edi- 
tor—500 words. 5 references. The number of words, tables. 
and figures should be noted on the title page. 


TYPES OF ARTICLES 
Overviews 


Overview articles attempt to bring together important rele- 
vant information on a topic of general interest to psychiatry. 
They are usually written at the invitation of the Editor; au- 
thors who have ideas for overview articles are advised to 
check with the Editor to ensure that a similar work is not in 
preparation. Overviews should not exceed 25 double-spaced 
pages (about 7,500 words) and should have no more than 100 
references. All overviews, including those written by in- 
vitation, are given the same peer review received by other 
papers. 


Regular Articles and Brief Communications 


The primary difference between these two types of papers 
is length. The "brief communication" designation does not 
imply less sophisticated or complete work: it merely means 
that the content can be expressed within the upper limit of 
2,500 words. There is no difference in the review procedure 
or scheduling of these articles. Authors who submit unneces- 









sarily long articles with redundancies and loose writing style 
. Will be asked to shorten them, which can delay publication. 
Authors should choose their words carefully, avoiding 
lengthy introductions containing material that is common 
knowledge, summaries that merely repeat the results, unnec- 
«sary tables, figures or references, etc. Single case reports 
will not be accepted as regular articles or Brief Communica- 
tions; these papers should be submitted as Clinical and Re- 
search Reports. 


Clinical and Research Reports 


This section contains very brief articles (maximum of 
1,000 words, 10 references, 1 table, and no figures) reporting 
new research findings, including preliminary data from pilot 
studies, and case reports that 1) describe new syndromes, 2) 
cast a new light on established ones. 3) indicate a new thera- 
peutic procedure of potential value. or 4) describe adverse 
effects o7 previously unreported complications of drugs or 
therapeutic interventions. Because of the stringent criteria 
for this section, authors can expect more rapid publication 
than is possible in other sections. Submitted papers that sub- 
stantially exceed the stated maximum length or contain fig- 
ures will be returned to the author unreviewed. 


Prompt Publication Policy 


Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy" is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling: however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
immediate importance to the field. Authors must state their 
reasons for wanting rapid review in a cover letter to the 
Editor. E: is important to think carefully about the nature 
of the paper before requesting prompt publication; a paper 
may be delayed if it is submitted inappropriately. 


Other Sections 


Letters to the Editor. Brief letters (maximum of 500 words 
and 5 references) will be considered if they include the nota- 
tion “for publication" in the upper right corner. Letters criti- 
cal of an article published in the Journal. will automatically 
be sent to the authors for reply. The Journal is unable to 
notify authors of receipt of letters or to return those not pub- 
lished. AB letters are subject to editing. Letters must be 
typed double-spaced throughout on letter-size bond paper; 
two copies are required. Letters that are not typed appropri- 
. ately or do not conform to Journal reference style will be 
, returned to the author for revision. 
<> Book Reviews. Books for review or listing may be sent di- 
. rectly to the Editor, American Journal of Psychiatry, 1700 
. Eighteenth St., N.W., Washington, D.C. 20009. Book re- 
= Views are usually solicited by the editor. Authors interested 
in reviewing a particular book are urged to contact the edito- 
.. rial office to see if the Editor wishes the book to be reviewed 
=> and to ascertain whether it has been previously assigned to 
^ another reviewer. Reviews are usually less than 500 words 
long. seldom contain references, and will be edited. 





TYPING AND ARRANGING THE PAPER 


All manuscripts must be typed in upper- and lowercase on 
one side only of 22 x 28 cm (8% x Il inches) nonerasable 




















bond paper. All parts of the manuscript, including case 

ports. quotations, references, and tables, must be doubl 
spaced throughout. All 4 margins must be 334 cm (114 inch- 
es). The manuscript should be arranged in the following or- 
der, with each numbered item beginning a new page: 1) title 
page, 2) précis, 3) text, 4) references, 5) tables, 6) footnotes - 
to text, and 7) figure captions. All pages must be numbered, - 
with the title page as number 1. Please consult the following” 
section on Journal style specifications for criteria for each - 
part of the paper. 





STYLE SPECIFICATIONS 
Title Page 


Title. The title should be informative but as brief as- 
possible. Headline style (declarative sentences) should be - 
avoided. Abbreviations and acronyms are rarely used in 
titles. E bee 

By-line. Authors named in the by-line should be limited to. : 
principal researchers and/or writers; collaborators can be ac- 
knowledged in a footnote. Degrees (other than honorary or 
undergraduate degrees) should be included after the authors 
names. HA n 

Previous presentation. If the paper has been presented — 
orally, please give the name of the meeting, the place, and 
inclusive dates. a 

Author affiliations. The authors’ position titles and affilia- 
trons should be given in a paragraph using complete sen- 
tences. A full address is necessary only for the author who is 
to receive reprint requests. 

Acknowledgments. Acknowledgments should be in a sepa- 
rate paragraph on the title page. Grant support should in- 
clude the full name of the granting agency as well as the grant 
number. Individual acknowledgments: should be as brief. as 
possible. Acknowledgments of companies that supplied 
drugs are used only in the case of experimental drugs or 
those unavailable in this country. CERES 

Other requirements. The number of words, tables, and fig- 
ures should appear in the upper right corner and a phone | 
number for the corresponding author in the lower right. r 


Précis 


The précis should be up to 100 words for regular articles < 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should be a single — 
paragraph using complete, connected sentences, active > 
verbs, and the third person. In most cases, the précis re- 
places a summary. 2 


Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or "Conclusions" section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate, Statistical tests should be 
described and a reference citation given if the tests are not 
generally known. It is not sufficient to say "differences be- _ 
tween the groups were significant." In cases of lengthy com- | 
plicated analyses, the authors may summarize results and ~ 
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indicate that details are available from them on request. 
Abbreviations. All abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be avoided: overuse of 
< abbreviations may hinder rather than facilitate readability. 
... Drugs. Generic rather than trade names of drugs should be 
used; trade names may be given parenthetically if necessary. 
Units of measurement. All measurements should be in 
metric units; standard abbreviations are used. 












- References 


. References should be restricted to closely pertinent mate- 

rial; a complete review of the literature is rarely desirable. 

Accuracy of citation is the author's responsibility. Refer- 

“ences should conform exactly to the original spelling, ac- 

v s cents, punctuation, etc. Authors should be sure that all refer- 

“ences listed have been cited in text; no bibliographies can be 
used. i 

References are numbered and listed by their order of ap- 
pearance in text; the text citation is followed by the appro- 
priate reference number in parentheses. Do not arrange the 
list alphabetically. 

Personal communications, unpublished manuscripts, man- 
uscripts submitted but not yet accepted, and similar unpub- 
lished items should not appear in the reference list. Such ci- 
tations may be noted in text or in a footnote. It is the au- 
thor's responsibility to obtain permission to refer to another 
individual's unpublished observations. Manuscripts that are 
actually ‘‘in press” may be cited as such in the reference list; 
the name of the journal must be included. 

Type references in the style shown below and on the next 
page, double-spaced throughout (not just a line between 
references). List up to three authors; designate one or more 

-... authors past the third "et al." Abbreviations of journal 
^C names should conform to the style used in Index Medicus; 
journals not indexed there should not be abbreviated. 


|. Berne E: Principles of Group Treatment. New York, Oxford 
University Press, 1966, p 26 

2. Blackwell B, Marley E, Price J, et al: Hypertensive interactions 
between monoamine oxidase inhibitors and foodstuffs. Br J Psy- 
chiatry 113:349-365, 1967 

3. Gold PW, Goodwin FK: Urinary free cortisol in depression 
and mania. Presented at the 130th annual meeting of the Amer- 
ican Psychiatric Association, Toronto, Ont, Canada, May 2-6, 
1977 

4. Brosin H: Communication systems of the consultation process, 

' án The Psychiatric Consultation. Edited by Mendel W, Solomon 

P. New York, Grune & Stratton, 1968 


c Tables 


co Tables should be self-explanatory and should supplement 

rather than duplicate text. Authors may be asked to delete 
tables that present data which could be given succinctly in 
text or repeat information in the Results section. Tables are 
‘generally reserved for data presentation and not used as lists 
or charts. They should be no wider than 120 typewriter char- 
acters, including spaces. Consult recent issues of the Journal 
— fer table style. Please note that no vertical rules or internal 






















horizontal rules are used. It is usually desirable to give both 
numbers and percentages where applicable. All units of mea- 
surement must be specified within the table. Metric measure- 
ments are used in tables and throughout the text. Each table 
should be identified numerically and include a concise title. 


Figures r 

Figures should be used only for data that cannot be ade- 
quately presented in text or tabular form. Figures should be 
submitted as glossy prints with one photocopy attached to 
each manuscript copy. The author's name and the title of the 
paper should appear on a gummed label affixed to the back 
of each glossy. All figures should be able to withstand re- 
duction to about 8 cm (3!4 inches). Authors are urged to 
consider carefully the necessity of figures; they may be 
asked to delete figures that repeat information available in 
text. It is often advisable to obtain professional assistance 
in the preparation of figures. 


PROCESSING OF ACCEPTED MANUSCRIPTS 


Authors will be notified of acceptance of their papers; pa- 
pers will then be edited and sent to the first-named (or corre- 
sponding) author for corrections and answers to editorial 
queries. No galley proofs are sent to authors, so the edited 
manuscript should be read with extreme care. Prompt return 
of edited manuscripts is essential. Authors who expect to be 
away from their offices for a long period or who change ad- 
dress after notification of acceptance should so inform the 
Journal office. 

Manuscripts are accepted with the understanding that the 
Editor has the right to make revisions aimed at greater con- 
ciseness, clarity, and conformity with Journal style. 


PERMISSION TO REPRINT 


Written permission to reprint material published in the 
Journal must be secured from the APA Publications Serv- 
ices Division, 1700 Eighteenth St., N.W., Washington, D.C. 
20009; there is usually a charge for such permission, except 
in cases of nonprofit use for educational purposes or of an 
author who wishes to reprint his/her own material. Requests 
will be facilitated if they are accompanied by written per- 
mission from the author of the material. 


REPRINTS 


No reprints are furnished gratis. An order form for re- 
prints will be sent to authors prior to publication of their pa- 
pers. Reprints are usually mailed to authors about six weeks 
after publication of the article. Reprint orders from others 
should be directed to the APA Publications Services Di- 
vision; inclusion of a letter of permission from the senior 
author and a brief statement of the intended use of the re- 
prints will expedite the processing of such requests. | 






OFFICERS 1979-1980 









President: ALAN A. STONE Medical Director: 
President-Elect: | DONALD G. LANGSLEY Deputy Medicai Directors: 
Vice-President: | LEWIS L. ROBBINS 
Vice-President: PETER A. MARTIN 
l Seeretary: H. KEITH H. BRODIE 
Treasurer: CHARLES B. WILKINSON 
ASSEMBLY 
Speaker: ROBERT O. PASNAU For Three Years: 
eaker-Elect: MELVIN M. LIPSETT 
Recorder: 


JACK B. KREMENS 





X ONSTITUTIO ON. 





AL COMMITTEES 


Budget i E eese ce ccena oleae: „WILLIAM ALLERTON 
Constitution aná By-Laws,,. seen E LAWRENCE HARTMANN 
Ethics |. eeedetnntite pec c HERBERT KLEMMER 
ellers ..:.. uuu pP ETE es EDWARD C. KIRBY 
Membership. T E E E E PUE PHILIP MARGOLIS 
Nominating ........ wise exin sia ua equ ues Van era Eu eU Y JACK WEINBERG 
Reference .......... DO EUER SVEDESE R RENE DONALD G. LANGSLEY 
zOUNCH. ON AGING ......ssssessssseeeeee RA JACK WEINBERG 


SOUNCIL ON CHILDREN, ADOLESCENTS 
AND THEIR FAMILIES ............... ce. EDWARD H. FUTTERMAN 


&iternative Patterns of Organization of State Governments 

to Provide Mental Health Services to Children and 

COUNT CIN, LIRE CAN HT FRANK RAFFERTY 

"hildlAdolescent Psychiatry and Family Practice. .......... sss. RUTH LAVIETES 
"o PAUL N. GRAFFAGNINO 






DAVID R. LEAVERTON 





E e Ria OPEM d JO ANN B. FINEMAN 
€ ommitment nT OF N Minors ee reer ee rer MICHAEL G. KALOGERAKIS 
reatment and Education ........ a taa past iv orat sebo ke E IRVING N; BERLIN 

iua and Family ony Vai re ree aerate RICHARD L. COHEN 


RR ANDRE P. DERDEYN 
(TO BE APPOINTED) 






n ucation and Sex Therapy ................ "DN EDWARD AUER 


/NCIL ON GOVERNMENTAL POLICY 








CAND LAW oeo eaS en eR NEP LAURENCE R. TANCREDI 
tfidentialiry TRA WORST EIN APR PADRE — MARCIA K. GOIN 
Wehiatry ana" Ihe LOW arose eos pre (nde EE Sa RE dj nes (TO BE APPOINTED) 
UNCIL ON INTERNAL ORGANIZATION ............. ... BRUCE ALSPACH 
il Meeting occ cceee nes deen E enis dete: LINN A. CAMPBELL 


bits Advisory Committee... sene W. CLSTARKE 
wards for Scientific Exhibits ................ ODE oL ESTER GRINSPOON 
tific and Technical Exhibits ......... Gute EEEE BURTON J. GOLDSTEIN 
LUCES T CD DT ES — ATA, uoto ALLAN BEIGEL 
añgemenis —————— EAE AT "e LINN A. CAMPBELL 










THE AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N. W., Washington, D.C. 20009 


MEDICAL DIRECTOR'S OFFICE 
JEANNE SPURLOCK 


BOARD OF TRUSTEES | 


JULES H. MASSERMAN- 


CHAIRPERSONS OF COUNCILS; COMMISSIONS, COMMITTEES, AND TASK FORCES 




























For Two Years; JA 


MELVIN SABSHIN 
DONALD W. HAMMERSLEY 
CAROLYN B. ROBINOWITZ 


HENRY H. WORK For One Year. 





ESTHER P. ROBERTS 
MARGARET A. CASHM x 


RITA R. ROGERS 

LEE B. MACHT. 
WILLIAM B. SPRIEGEL 
DAVID STARRETT 


cs Repi sentative: ix 

Re: iden Representative: 

: APA-NIMH Minority 
|o F.M: BAKER 


Film..........3. TID dux ex d Ac b eee ee ee es eee VEA C, ode varves “a ew ARVING. SCHN IDE, 


Spouses’ Scientific Program. P EEN cm SENA THEODORE NADELSO! 
Video ....... cay iss e. (dx ce ilo s TUER AENEA T LE HERAP Ya d EU Ee d xa DAVID SPIEGEL 
Psychiatrie NEWS ip osse IL dr ene ce uada C ae LAWRENCE C. KOLB 
Functions of the Hospital & Community Psyc hiairy p. 

Service, Journal, and Institute. isse eie JACK WOLFORD A 
Institute on Hospital & Community Psychiatry Program ...... TREVOR D. GLENN 
Hospital & Community Psychiatry Service Achievement | 

A WIES Loodiiees i ieee eei tus sls EE A S JAMES W. DYKENS DOS 
Grants dnd Awards ........... esses ee UN CHARLES B. WILKINSON. 
Foundations’ Fund Prize for Research in Psychiatry Ved Seciianesanetee JOEL 5. ELKES : 
Manfred S. Guttmacher Award... sese SC ROBERT L. SADOFE 77 
Isaac Roo Award eic pn ED V eines JONASROBITSCHER O 


TOUS A WONT: oss rink oie cde PS es ere rapor PAAPA KARPELA REGINALD LOURIE: — 
McGavin Award ................. EE E e e Mp UU E Ule s Lee rd gab. IRVING PHILIPS. — 


Vestermark Award |... "c m HERBERT PARDES .. 
ei EEE VHS TNA PAUL CHODOFFE. © 























Advertising 

House Committee coc ccc cence cnet ec nenees Vinci eus QM eerie wes MORRIS J, CHALICK — 
Professional Liability Insurance |... eese MELVIN M; T. APSE 
Member Life; Accident, and Health Insurance ........ WALTER H. WELLBORN, JR 
APA Retirement Pb -ioeoaer eie eerie er oix des ABRAM HOSTETTER 
Resident ais visit exstat ETE R aetna e diea e vg CHARLES R. NORRIS 
National Field Trial of Insurance Code Project. aossen . RICHARD G. JOHNSO 
COUNCIL ON INTERNATIONAL AFFAIRS Sd ALFRED M, FREEDA 
Psychiatry and Foreign Affairs T—— MPs nU WILLIAM D. DAVII 
Inter-Americün Council |... eese Lae uaa MM Dna 






ee af Ethnaceniricity Among Psychiatrists» 






R M dE FREEDMA 
Psy owal impacts of Nuc lear Advanc es. ress gue tit ue atu atu RITA ROGE! 










COUNCIL ON MEDICAL EDUCATION AND gr 
CAREER DEVELOPMENT... eene oo PAUL J. FINK 


Certification in Administrative Psychiatry anene . THOMAS T. TOURLENTES 
Graduate EAD CAN OR oils iia oh reta Hi nugae tuse ter oc GARY TUCKER 





Continuing Education ....... eee TROC ROBERT L. LEON 
Medical EducdiioR 22 es a ERE eg e EEXAVESEURE eb Dau CAROL C ". NADELSO 
Psychiatry and. Primary Care Education lage UL uec xa d uS d F. PATRICK MCKEGNE 
Recertification ..... POIN T adim vest eene ncs HERBERT PARDES 
Sex Education and Sex Therapy pie aaa aed n E E E EA n EDWARD AUER 
CME Exemptions and Exceptions. |... EUGENE B. FEIGELSON 
Communication Between APA and the ABPN NE MARC H. HOLLENDER 
Self-Study Materials |... eese LAYTON MCCURDY 
Manpower Data Collection... ETT caper EN JERRY M, WIEN 
DSM-IH Feutartonal Materials ............... Tuc m eO (TO BE APPO 






















COUNCIL ON MENTAL HEALTH SERVICES ..... BORIS M. ASTRACHAN 









Federal Government Health Services ........... eret HENRY R. LYONS 
Financing Mental Health Care |... JOSEPH T. ENGLISH 
Peer REVIEW d d ae eee rico tern ae Dp e Sd iesu HENRY ALTMAN 
Rehabilitation ............sssss. Te POETE „BERTRAM PEPPER 

- American Hospital Association |.............. ease THOMAS T. TOURLENTES 
Community Mental Health Programs ........ ERTEN T ULYSSES E. WATSON 
Continuing Care d cote teo rd EARN Sn a Ra Opi a due aA. ANTHONY ARCE 
Commission on Professional and Hospital Ac tivities saws eoo HENRY PINSKER 
Psychiatric Emergency Care Issues |... GAIL BARTON 
SUOSIANCEADUSE cio etia ere ter ria oU pus epee JOHN €. CONNELLY 
COUNCIL ON NATIONAL AFFAIRS 0.0.00... BERTRAM BROWN 
Asian-American Psychiatrists........ s... essere So LINDBERGH S. SATA 
Black Psychiatrists 1. esses. ee kane ...EZRA E.H. GRIFFITH 
"Abuse and Misuse of Psychiatry i in US. eeseseeeiecese LTO BE APPOINTED) 
-Comprehensive Health Planning....... E I EERE eee HOWARD GUREVITZ 

5 Emerging Issues.............. E E EE PEE ASER . (TO BE APPOINTED) 
Foreign Medical Graduates... TON, DAVID N. RATNAVALE 
American Indian and Alaskan Native Psychiatrists ..... , JOHANNA CLEVENGER 
eu Religion and Psychiatry. iue eel ANGELO D AGOSTINO 
so Spanish-Speaking Psychiatrists sues sss ANGEL GREGORIO GOMEZ 
WOMEN o sooo rre I E Eor eetet T EEEE ELAINE HILBERMAN 
‘Gay, Lesbian, and Bisexual Issues. ........ TE UNO JAMES A. PAULSEN 
"Cultural and Ethnic Issues in Psychiatry ....... EREA cessa JOHN P, SPIEGEL 
Psychiatric Aspects of Terrorism... sss Deos ELISSA BENEDEK 


COUNCIL ON RESEARCH AND DEVELOPMENT ..........0HN M. DAVIS 
Research on Aging ......... eese REAT ec CARL EISDORFER 
LISSY F. JARVIK 


Biofeedback ............. sss eer M MARTIN T. ORNE 
Protection of Human Subjects in Psychiatric Research........ (TO BE APPOINTED) 
Safety and Performance Standards for Electroconvulsive 

Therapy Devices ....... eese eee RICHARD D, WEINER 

Late Neurological Effects of Antipsy chotic Drugs .......... ROSS J. BALDESSARINI 
Nomenclature and Statistics... esse ... ROBERT SPITZER 
Treatment of the Dying Patient ........... esses E. MANSELL PATTISON 
“COMMISSION ON JUDICIAL ACTION 00.0... LOREN ROTH 


COMMISSION ON PSYCHIATRIC THERAPIES ........... 


JUDD MARMOR 


COMMISSION ON STANDARDS OF PRACTICE 


AND THIRD-PARTY PAYMENT ......5....... o JOSEPH T, ENGLISH 


CONSULTATION AND EVALUATION 


SERVICES BOARD. aoa „WILLIAM B. BEACH, JR. 
JOINT COMMISSION ON PUBLIC AFFAIRS ...... SHERVERT H. FRAZIER 


JOINT COMMISSION ON GOVERNMENT 
RELATIONS ee Er XR ET ya d o to md o ge ROBERT J. CAMPBELL 


SPECIAL COMMITTEES 


Falk Fellowship Selection and Program .......... eese LEO MADOW 
Investment Advisory. ............ Veo Mops EV rua T ER o! FREDERICK AMLING 
Joint Information Service .... eese eese enean WALTER E. BARTON 
Loss CORIO E NET" MELVIN M. LIPSETT 
Psychiatric Know ledge and Skills Self- Assessment 
Program t{PRSAP-LV } 000.0000 cccccc ween ee ee es BRYCE TEMPLETON 
Minority Fellowship Program ........ esses BRUCE L. BALLARD 
JOHANNA CLEVENGER 
CHAMPUS Peer Review Contract ....0..0.0.000005. E HENRY G, ALTMAN 
APA Professional Liability Insurance Program ................. . JOHN DONNELLY 
Election Procedures ........ ——Ü — —— € IRWIN R. PERR 
Civil Commitment ......... T Sos os EREE TUN LM N sata ELE ALAN A. STONE 
Chronic Mental Patiti ein is ericson etr sme a NR Che PPEPREN EIAS JOHN A. TALBOTT 
Component on Long-Range Planning |................. eec MILTON GREENBLATT 
Health Insurance for Mental Disorders |... esee. LEWIS ROBBINS 
Interprofessional Services |... hne JAMES C, JOHNSON 
Council and Component Structure and Their Relationship 
to the Board and Assembly |... eo DONALD G, LANGSLEY 
TEU GEA xoci e ESTO ML D eri evi rue HR TU JOHN J. MCGRATH 
New Headquarters Fund ..... eu tata ees Wr FRANCIS J, BRACELAND 
Statement on Patient Package Inserts............ RN o 000 BE APPOINTED) 
Fellowship Policies and Procedures ...........eeeesssssesss aisi PETER MARTIN 


The December 1979 issue of 


The American Journal of Psychiatry 


will feature 


e The Psychiatric Use of 








A10 


Electrically Induced Seizures 


By Richard D. Weiner 


'sychosocial Concomitants of Biological 
Maturation in Preadolescence 

By Richard A. Frank and 
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What’s happened 


to small group research? 


Volume 15, Number 3 of the 
JOURNAL OF APPLIED BE- 
HAVIORAL SCIENCE discus- 
ses key issues that have been part 
and parcel of the history of the 
small group movement. The 
small group as learning labora- 
tory, as arena of conflict ameliora- 
tion, and as therapeutic helping 
agency is viewed in retrospect, 
now, and in prospect. The Spe- 
cial Issue focuses on the roles the 
group has played for researcher 
and practitioner as well as for 
consumers anc the need for inte- 
gration of these functions in the 
future to provide for better per- 
spective and more adequate 
knowledge. 





The Journal of 
Applied Behavioral 
Science 





Academic History— 
Alvin Zander; Kurt W. Back 
On Changing Directions in 
Small Group Research—Chris 
Argyris; Richard L. Bednar 
and Theodore J. Kaul; Leonard 
D. Goodstein and Michelle 
Dovico 
Surveys of Continuing Issues in 
Small Group Research—David 
C. Lundgren; Robert R. Kap- 
lan; Robert R. Dies 
Organizational Problem Solving: 
The Role of Small Group Re- 
search—L. Richard Hoffman; 
Charles W. Greenbaum 
Past, Present, Future in Small 
Group Research— Theodore 
M. Mills; Martin Lakin 









































Publication date: August 1979 
Single copies available prepaid: 
The Small Group and Social $5.50 

Order from: NTL Institute 
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Change: A Social and 


The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come highly specialized in the 
field of mental health. It is a 
specific treatment modality for 


those who need a totally planned 


and structured environment. 
The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 


intensity of therapy, the methods 


of education and training are 


controllec and modified with the 


resident’s changing needs. 
Professionals in the areas of 


psychiatry, psychology, nursing, 


social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 


The three residential treatment 


centers of The Brown Schools 
provide complete programming 


INSTITUTE 


P.O. Box 9155, Arlington, Virginia 22209 (703) 527-1500 











for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
Services offered in the other 
centers. For information, write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 


Hospitals. 


Now available 


Volume 34 


of 
The Psychoanalytic 
Study of the Child 


edited by Albert J. Solnit, Ruth S. Eissler, Anna Freud, 
Marianne Kris, and Peter B. Neubauer 


“If one were asked to name the most distinguished 
publication in the field of child analysis, this 
remarkable series of volumes would undoubtedly 
spring immediately to mind. .. . The leader among 
reference works in presenting the most carefully 
selected and edited representative articles covering 
the year’s achievements in child analysis.” 
—Bulletin of the Menninger Clinic 


"[Now in] its fourth decade, The Psychoanalytic Study 
of the Child continues to take a seminal role in 
developing psychoanalytic theory and practice." 
—American Journal of Psychiatry 
$25.00 


Yale University Press 
New Haven and London 
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Rapid return to the community 





BRIEF SUMMARY OF 

PRESCRIBING INFORMATION 

Navane* (thiothixene) 

Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 

(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml 

Contraindications. Navane (thiothixene) is contraindicated in 
patients with circulatory collapse, comatose states, central nervous 
system depression due to any cause, and blood dyscrasias. Navane 
is contraindicated in individuals who have shown hypersensitivity 
to the drug. It is not known whether there is a cross-sensitivity 
between the thioxanthenes and the phenothiazine derivatives, but 
this possibility should be considered. 

Warnings. Usage in Pregnancy— Safe use of Navane during 
pregnancy has not been established. Therefore, this drug should be 
given to pregnant patients only when, in the judgment of the 
physician, the expected benefits from the treatment exceed the 
possible risks to mother and fetus. Animal reproduction studies and 
clinical experience to date have not demonstrated any teratogenic 
effects. 

In the animal reproduction studies with Navane, there was some 
decrease in conception rate and litter size, and an increase in 
resorption rate in rats and rabbits, changes which have been 
similarly reported with other psychotropic agents. After repeated 
oral administration of Navane to rats (5 to 15 mg/kg/day), rabbits 
(3to 50 mg/kg/day), and monkeys( | to3 mg/kg/day) before and 
during gestation, no teratogenic effects were seen. (See Precau- 
tions.) 

Usage in Children- The use of Navane in children under 12 
vears of age is not recommended because safety and efficacy in the 
pediatric age group have not been established. 

As is true with many CNS drugs, Navane may impair the mental 
and/or physical abilities required for the performance of poten- 
tially hazardous tasks such as driving a car or operating machinery, 
especially during the first few days of therapy. Therefore, the 
patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, patients receiving 
Navane should be cautioned about the possible additive effects 
(which may include hypotension) with CNS depressants and with 
alcohol. 

Precautions. An antiemetic effect was observed in animal studies 
with Navane; since this effect may also occur in raan, it is possible 
that Navane may mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction and brain tumor. 

In consideration of the known capability of Navane and certain 
other psychotropic drugs to precipitate convulsions, extreme 
caution should be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal since it may 
lower the convulsive threshold. Although Navane potentiates the 
actions of the barbiturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is administered concurrently. 

Caution as well as careful adjustment of the dosage is indicated 
when Navane is used in conjunction with other CNS depressants 
other than anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic properties, 
Navane should be used with caution in patients who are known or 
suspected to have glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related drugs. 

Use with caution in patients with cardiovascular disease. 

Also, careful observation should be made for pigmentary 
retinopathy, and lenticular pigmentation (fine lenticular pigmenta- 
tion has been noted in a small number of patients treated with 
Navane for prolonged periods). Blood dyscrasias (agranulocyto- 
sis, pancytopenia, thrombocytopenic purpura), and liver damage 
(jaundice, biliary stasis) have been reported with related drugs. 

Undue exposure to sunlight should be avoided. Photosensitive 
reactions have been reported in patients on Navane. 

Intramuscular Administration — As with all intramuscular prep- 
arations, Navane Intramuscular should be injected well within the 
body of a relatively large muscle. The preferred sites are the upper 
outer quadrant of the buttock (i.e., gluteus maximus) and the 
mid-lateral thigh. 

The deltoid area should be used only if well developed, such as in 

certain adults and older children, and then only with caution to 
avoid radial nerve injury. Intramuscular injections should not be 
made into the lower and mid-thirds of the upper arm. As with all 
intramuscular injections, aspiration is necessary to help avoid 
inadvertent injection into a blood vessel. 
Adverse Reactions. Nore: Not all of the following adverse 
reactions have been reported with Navane (thiothixene). However, 
since Navane has certain chemical and pharmacologic similarities 
to the phenothiazines, all of the known side effects and toxicity 
associated with phenothiazine therapy should be borne in mind 
when Navane is used. 

Cardiovascular effects: Tachycardia, hypotension, lightheaded- 
ness, and syncope. In the event hypotension occurs, epinephrine 
should not be used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific EKG changes 
have been observed in some patients receiving Navane. These 
changes are usually reversible and frequently disappear on 
continued Navane therapy. The incidence of these changes is lower 
than that observed with some phenothiazines. The clinical 
significance of these changes is not known. 

CNS effects: Drowsiness, usually mild, may occur although it 
usually subsides with continuation of Navane therapy. The 


Al4 


incidence of sedation appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain aliphatic 
phenothiazines. Restlessness, agitation and insomnia have been 
noted with Navane (thiothixene). Seizures and paradoxical exacer- 
bation of psychotic symptoms have occurred with Navane 
infrequently. 

Hyperreflexia has been reported in infants delivered from 
mothers having received structurally related drugs. 

In addition, phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo-parkinsonism, 
akathisia, and dystonia have been reported. Management of these 
extrapyramidal symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the use of an injectable 
antiparkinson agent. More slowly emerging symptoms may be 
managed by reducing the dosage of Navane and/or administering 
an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents 
tardive dyskinesia may appear in some patients on long term 
therapy or may occur after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the tongue, face, mouth 
or jaw (e.g., protrusion of tongue, puffing of checks, puckering of 
mouth, chewing movements). Sometimes these may be accompa- 
nied by involuntary movements of extremities. 

There is no known effective treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms of 
this syndrome. It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, or increase the 
dosage of the agent, or switch to a different antipsychotic agent, the 
syndrome may be masked. 

It has been reported that fine vermicular movements of the 
tongue may be an early sign of the syndrome and if the medication 
is stopped at that time, the syndrome may not develop. 

Hepatic effects: Elevations of serum transaminase and alkaline 
phosphatase, usually transient, have been infrequently observed in 
some patients. No clinically confirmed cases of jaundice attribut- 
able to Navane have been reported. 

Hematologic effects: As is true with certain other psychotropic 
drugs, leukopenia and leukocytosis, which are usually transient, 
can occur occasionally with Navane. Other antipsychotic drugs 
have been associated with agranulocytosis, eosinophilia, hemo- 
lytic anemia, thrombocytopenia and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, photosensitivity 
and rare cases of anaphylaxis have been reported with Navane. 
Undue exposure to sunlight should be avoided. Although not 
experienced with Navane, exfoliative dermatitis and contact 
dermatitis (in nursing personnel) have been reported with certain 
phenothiazines. 

Endocrine disorders: Lactation, moderate breast enlargement 
and amenorrhea have occurred in a small percentage of females 
receiving Navane. If persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Phenothiazines have been 
associated with false positive pregnancy tests, gynecomastia, 
hypoglycemia, hyperglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, nasal conges- 
tion, constipation, increased sweating, increased salivation, and 
impotence have occurred infrequently with Navane therapy. 
Phenothiazines have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorexia, nausea, 
vomiting, diarrhea, increase in appetite and weight, weakness or 
fatigue, polydipsia and peripheral edema. 

Although not reported with Navane, evidence indicates there is a 
relationship between phenothiazine therapy and the occurrence of 
a systemic lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been reported in 

patients who have received certain phenothiazine derivatives. In 
some cases the cause of death was apparently cardiac arrest or 
asphyxia due to failure of the cough reflex. In others, the cause 
could not be determined nor could it be established that death was 
due to phenothiazine administration. 
Dosage and Administration. Dosage of Navane should be 
individually adjusted depending on the chronicity and severity of 
the condition. In general, small doses should be used initially and 
gradually increased to the optimal effective level, based on patient 
response. 

Some patients have been successfully maintained on once-a-day 
Navane therapy. 

Usage in children under 12 years of age is not recommended 
because safe conditions for its use have not been established. 

Navane Intramuscular Solution— For Intramuscular Use Only. 
Where more rapid control and treatment of acute behavior is 
desirable, the intramuscular form of Navane may be indicated. It is 
also of benefit where the very nature of the patient's sympto- 
matology, whether acute or chronic, renders oral administration 
impractical or even impossible. 

For treatment of acute symptomatology or in patients unable or 
unwilling to take oral medication, the usual dose is 4 mg of Navane 
Intramuscular administered 2 to 4 times daily. Dosage may be 
increased or decreased depending on response. Most patients are 
controlled on a total daily dosage of 16 to 20 mg. The maximum 


Navan’ (thiothixene) (thiothixene hydrochloride) _ 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml 


Intramuscular: 2 mg/ml 


recommended dosage is 30 mg/day. An oral form should suppla 
the injectable form as soon as possible. It may be necessary 
adjust the dosage when changing from the intramuscular to o1 
dosage forms. Dosage recommendations for Navane (thiothixen 
Capsules and Concentrate appear in the following paragraphs. 

Navane Capsules; Navane Concentrate — |n milder condition 
an initial dose of 2 mg three times daily. If indicated, a subseque 
increase to 15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 mg twice daily 

The usual optimal dose is 20 to 30 mg daily. If indicated, ; 

increase to 60 mg/day total daily dose is often effective. Excee 
ing a total daily dose of 60 mg rarely increases the benefici 
response. 
Overdosage. Manifestations include muscular twitching, drow: 
ness, and dizziness. Symptoms of gross overdosage may inclu: 
CNS depression, rigidity, weakness, torticollis, tremor, salivatio 
dysphagia, hypotension, disturbances of gait, or coma. 

Treatment: Essentially symptomatic and supportive. For Nava 
oral, early gastric lavage is helpful. For Navane oral ai 
Intramuscular, keep patient under careful observation and mainta 
an open airway, since involvement of the extrapyramidal syste 
may produce dysphagia and respiratory difficulty in seve 
overdosage. If hypotension occurs, the standard measures f 
managing circulatory shock should be used (I.V. fluids and/ 
vasoconstrictors) 

If a vasoconstrictor is needed, levarterenol and phenylephri: 
are the most suitable drugs. Other pressor agents, includii 
epinephrine, are not recommended, since phenothiazine deriv 
tives may reverse the usual pressor action of these agents and cau 
further lowering of blood pressure. 

If CNS depression is present, recommended stimulants inclu 
amphetamine, dextroamphetamine, or caffeine and sodium be 
zoate. Stimulants that may cause convulsions (e.g. picrotoxin 
pentylenetetrazol) should be avoided. Extrapyramidal symptor 
may be treated with antiparkinson drugs. 

There are no data on the use of peritoneal or hemodialysis, b 
they are known to be of little value in phenothiazine intoxicatio 
How Supplied. Navane (thiothixene) is available as capsul 
containing | mg, 2 mg, 5 mg, and 10 mg of thiothixene in bottl 
of 100, 1,000, and unit-dose pack of 100 (10x 10's). Navane is al: 
available as capsules containing 20 mg of thiothixene in bottles 
100, 500, and unit-dose pack of 100 (10 x 10's). 

Navane (thiothixene hydrochloride) Concentrate is available 
120 ml (4 oz.) bottles with an accompanying dropper calibrated 
2 mg. 4 mg, 5 mg, 6 mg, 8 mg, and 10 mg, and in 30 ml (102 
bottles with an accompanying dropper calibrated at 2 mg, 4 m 
and 5 mg. Each ml contains thiothixene hydrochloride equivale 
to 5 mg of thiothixene. Contains alcohol, U.S.P. 7.0% v/v (smi 
loss unavoidable). 

Navane (thiothixene hydrochloride) Intramuscular solution 
available in a2 ml amber glass vial in packages of 10 vials. Each r 
contains thiothixene hydrochloride equivalent to 2 mg of thiothi 
ene, dextrose 5% w/v, benzyl alcohol 0.9% w/v, and prop 
gallate 0.02% w/v. 


References: |. Rickels K, Norstad N, Downing R: The acute] 
decompensated schizophrenic patient, presented as a scientif 
exhibit at the American Psychiatric Association 28th Institute c 
Hospital and Community Psychiatry, September 20-22, 1971 
Atlanta, Ga. 2. Stotsky BA: Relative efficacy of parenter 
haloperidol and thiothixene for the emergency treatment of acute 
excited and agitated patients. Dis Nerv Syst 38:967-973, Dec 197 
3. Sloan RB, Razani J, Maloney MP. et al: Premorbid adjustmen 
cognition and outcome in schizophrenia, presented as a scientif 
exhibit at the 128th Annual Meeting of the American Psychiatr 
Association, May 5-9, 1975, Anaheim, California. 4. Engelhan 
DM, Rudorfer L, Rosen B: Haloperidol and thiothixene in tl 
long-term treatment of chronic schizophrenic outpatients in : 
urban community; Social and vocational adjustment. J Cli 
Psychiatry 39:834-840, Dec 1978. S. Itil TM, Unverdi € 
Wohlrabe J, et al: Drug therapy of psychosis associated wil 
organic brain syndrome, presented as a scientific exhibit at tł 
American Public Health Association Centennial, Atlantic Cit 
New Jersey, Nov 12-16, 1972. 6. Brauzer B, Goldstein B 
Comparative effects of intramuscular thiothixene and trifluoper; 
zine in psychotic patients: J Clin Pharmacol 8:400-403 , Nov-De 
1968. 7. Dillenkoffer RL, Gallant DM, George RB, et : 
Electrocardiographic evaluations of schizophrenic patients, pn 
sented as a scientific exhibit at the 125th Annual Meeting of tl 
American Psychiatric Association, Dallas, Texas, May 1-4, 197; 
8. Data on file at Roerig. 9. Goldstein B, Weiner D, Banas | 
Clinical evaluation of thiothixene in chronic ambulatory schiz 
phrenic patients, in Lehmann HE, Ban TA (eds): Modern Problen 
in Pharmacopsychiatry. Basel, S Karger, 1969, vol 2, pp 45-52. 


For additional information on Navane 
please consult your Roerig representative o 
write to: Roerig Medical Department, 235 Ea: 
42nd Street, New York, NY 10017. 


ROeRIG «2» 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 


Psychotherapy books from Wiley-Interscience 


ADAPTATION IN SCHIZOPHRENIA 
The Theory of Seqmental Set 
David Shakow, National Institute of Mental Health 


-This work advances the “segmental set" theory of schizo- 
phrenia, with "set" having its basis in the stimulus-response 
process. The author has drawn on over 20 years of inves- 

;tigation into this subject. (1-05756-8) September 1979 
approx.224pp. ^ $19.95 (tent) 


PSYCHOTHERAPY 


An Eclectic Approach 
Sol L. Garfield, Washington University 


: Presents basic aspects of psychotherapy drawn from a vari- 

-ety of sources without espousing any particular theoretical 

orientation, emphasizing processes common to many 

approaches. Special attention is given to the client or 

- patient, the therapist, and the interaction which occurs 
between them. (1-04490-3) October 1979 
approx.270pp. ^ $16.95 (tent) 


PSYCHOPATHOLOGICAL DISORDERS 
OF CHILDHOOD, 2nd Ed. 

Herbert C. Quay, University of Miami, Florida, & 

-John S. Werry, University of Auckland 


A critical review of the empirical and medical literature on 
childhood and adolescent psychopathology, by leading 
researchers. Updated and expanded, with new chapters on 
epidemiology and residential treatment. 

41-04268-4) 1979 542pp. $18.95 


THE RORSCHACH 

Vol. 2: Current Research and Advanced 
Interpretations | 

John E. Exner Jr, Long Island University 

This continuation of The Rorschach: A Comprehensive Sys- 
tem presents a summary of research since 1973 and com- 
bines these findings into the process of Rorschach interpre- 
tation, expanding knowledge about the test, its capabilities, 
and its limitations. | AES UE | 
(1-04166-1) 1978 448pp.. $5795 — 


Harriet Wadeson, University of Houston > 


The first book in this rapidly growing field to cover work with 


a broad spectrum of psychiatric populations. It contains 
principles, philosophy, practice, an abundant variety of case 
material, and research on art psychotherapy. Includes 150 
illustrations with patient/client comments. 

(1-06383-5) | November 1979 

approx.340pp. $26.50 (tent) 















HANDBOOK OF BEHAVIORAL 
INTERVENTIONS E 


Alan Goldstein & Edna B. Foa, both of Temple University 5 «c 


This new book provides practical knowledge ofhowtouse |. 
behavioral techniques and how to combine them into treat- p 
ment programs aimed at specific disorders—a step-by-step — i. 


guideline with verbatim material of actual cases. 
(1-01789-2) November 1979 
approx, 600pp. $24.95 (tent. 


UNDERSTANDING THE RAPE VICTIM 


A Synthesis of Research Findings 
Sedeile Katz & Mary Ann Mazur, both of the Washington 
University School of Medicine | 


This volume is an outstanding, comprehensive overall 


review and analysis of sex crimes against females, gather- « 


ing together empirical data from hundreds of publications. 
(1-03573-4) 1979 S40pp. $19.95 Peers 


DEATH WISHES? a 


The Understanding and Management of 


Deliberate Self-Harm 
H.G. Morgan, University of Bristol 


This book discusses the causes, management, and preven- — — 


tion of both suicide and non-fatal acute deliberate self- 


harm, synthesizing an epidemiological-sociological-statisti- a 


Cal approach with the clinical approach. 
(1-27591-3) | November 1979 176pp. 


SEXUAL DYSFUNCTION 
A Behavioural Approach to Causation, 


Assessment, and Treatment. 
Derek Jehu, University of Manitoba 


A behavioral therapist imparts a broad understanding of 

the nature and causes of sexual dysfunction and provides a 

flexible quide to its assessment and treatment. Employs 

rae psychological principles rather than ‘sex therapy.’ 
1-99756-0) 1979 304 pp. $55.95 


$25.95 


Available at your professional bookstore or write to 
John X Storojev, Dept. 7353 | 


| WILEYINTERSCIENCE - 
 adivision of John Wiley & Sons, Inc. 
—^ 605 Third Avenue, New York, N.Y. 10016 


In Canada: 22 Worcester Road, Rexdale, Ontario 
Prices subject to change without notice. 


0920-7355. 

















WHEN 
DEPRESSION 
EXPRESSES 
ITSELF 


| SINEQUAN 


| (DOXEPIN HCI) 


7 ANTIDEPRESSANT 
EE a EFFECTIVENESS 
pese the fae of life. with CO(nWenlienft 


My energies ebbed, 


my will to live decreased, - Once -Q- day 


and | found myself retreating 


from the activities of life to a h . 
more introverted existence.” S. osage” 


19O-MG 
CAPSULE 


Also available in: 

100-mg, /5-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg copsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 

















See Brief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 














ANTIDEP 
EFFECTIVENESS 





CONVENIENT ONCE-A-DAY ^.s.DOSAGE  , 
which moy improve potient compliance. The total 
daily dosage, upto 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 

& divided dosage schedule, up to 900 mg per day: 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviote the anxiety which often accom- 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 


guanethidine and related compounds. lachy- 
cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE 


* The 150-mg capsule strength is intended for 
maintenance therapy only and is not recommended 
for initiation of treatment. 


OF DOSAGE STRENGTHS 


for flexibility in individualizing therapy. 





BRHF SUMMARY 

SINEQUAN® (doxepin HCI} Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shawn hypersensitivityto the drug, 
and in patients with glaucoma or atendency to urinary retention. These disorders should be ruled 
out, particularly in older patients. Possibility of cross sensitivity with other dibenzoxepines should 
be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN Idoxepin HC) in patients with inter- 
Curtent diness or patients taking other medications should be carefully adjusted. This ts 
especially important in patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics; The use of SINEQUAN on a once-a-day dosage regimen in genaine 
patients should be adjusted carefully based on the patient's condition 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence ol 
harm: to the animal fetus. Since Ihere is no experience in pregnant women receiving this drug, 
safety in pregnancy has not been established. There are no data with respect to the secretion of 
. the crug in human milk and its effect on the nursing intant 
Usage in Children: Usage in children under 12 years of age is not recommended because 
- safe conditions for its use have not beer established 
^ MAO Inhibitors: Sensus side effects and even death have been reported following the 

concomitant use of certam drugs with MAO inhibitors, Therefore, MAO inhibitors should De 
discontinued at least two weeks prior to the cautious imibiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used. the 
length of time it has been administered and the dosage involved. 

Usage with Alcohol: i should be borne in mind that alcohol ingestion may increase the 
danger inherent in any intentional or unintentional SINEQUAN overdosage. This 16 especially 
“important in patients who may use alcohol excessively 
- Precautions. Since drowsiness may occur with the use of this drug, patients should be warned of 
that possibility and cautioned agamst driving a car or operating dangerous machinery while 
taking tis drug. 

Patients should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient; and may remain so until significant 
improvement has occurred, patients should be closely supervised dunng the early course of 
| therapy Prescriptions should be writen for the smallest feasible amount. 

Should increased symptoms of psychosis or shift to manic symptomatology occur, il may De 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 

Adverse Reactions. NOTE. Some of the advetse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
 $imüarities among the tricyclics, the reactions should be considered when prescribing 
| SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they do not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends io disappear as therapy is continued. Other infrequently reported CNS ade effects are 
contusion. disorrentation, hallucinations. numbness, paresthesias, ataxia. and extrapyramidal! 
symotoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
fepcried occasionally. 

Aflergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred. 

Hematologic: Eosinophiia has been reported in a few patients, There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis. leukopenia, thrombo- 
cytopenia, and purpura. 

Gastrointestinai: Nausea, vomiting, indigestion. taste disturbances, diarrea, 
aphthous stomatitis have been reported. (See anticholinergic effects) 

Fadocrine: Raised or lowered libido, testicular swelling, gynecomastia n males, eniargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tticyctic administration, 

Other Dizziness. tinnitus, weight gain. sweating, chills, fatique, weakness, fiushing. jaundice, 
alopecia, and headache have been occasionally observed as adverse effects. 





anorexia, and 


AAR 


Dosage and Administration. For most patients with diness of mid to moderate seventy. a 
starting daity dose of 75 mg is recommended. Dosage may subsequently be increased o! 
decreased at appropriate intervals and according tc individual response. The usual optimum 
dose range is 75 mg/day to 150 mg'day. 

in more severely ill patients higher doses may be required with subsequent gradual increase to 
300 mg/day if necessary. Additional therapeutic effect is rarely to be obtained by exceeding a 
dose of 300 mg/day 

in patients with very mid symptomatotogy or emotional symptoms accompanying organic 
disease, lower doses may suifice. Some of these patients have been controlled on doses as low 
as 25-50 maiday 

The total gaily dosage of SINEQUAN idoxepin. HC) may be given on a divided or once-a-day 
dosage schedule. I! the once-a-day schedule is employed the maximum recommended dose is 
150 mg/day This dose may be given at bedtime. The 150 mg capsule strength is intended for 
maintenance therapy only and is not recommended for initiation of treatment. 

Antianxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks. 

Overdosage. 
A Signs and Symptoms 

t. Mild: Drowsimess, stupor. blurred vision, excessive dryness of mouth. 

2. Severe: Hespiratory depression, hypotension, coma, convulsions. cardiac arrhythmias and 
tachycardias. 

Aiso: urinary tetention (bladder stony), decreased gastrointestinal motility (paralytic ileus). 
hyperthermia for hypothermia), hypertension, dilated pupils, hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe. Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive tanerapy. If the patient is conscious, gastric lavage, with appropriate precautions tà 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed. 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more, An adequate airway should be established in comatose patients 


venous admemistration of 1 mg to 3 mg of physastiamine salicylate. Because physostigmine is 


50 mg doxeoin: botties of 106, 1000. 5000, and unit-dose packages of 100 (10 x 10's). 150 mg 






Concentrate (10 mgimi) is available in 120 calibrated 


together with Gatorade*, lemonade, orange juice, sugar water, Tang*, or water, out not with 
grape juice. Preparation and storage of bulk dilutions is not récommended. 


More detaided professional information available on request. 


MIETZ) LABORATORIES DIVISION 


PFIZER INC, 


When vou encounten 
neurologic problems 
be Detter prepared with 





This excellent, new book is the first clinical 
neurology reference written specifically as an aid to 
psychiatric practice. It clearly, directly and factually 
presents the neurologic topics that are the most 
relevant yet often the most confusing for the 
psychiatrist. The authors’ approach follows the cur- 
rent thinking of the American Board of Psychiatry to 
realign psychiatry with neurology and internal 
medicine. 

Neurology for Psychiatrists covers the 
breadth of neurologic disorders that you are likely to 
encounter in daily practice, including delirium, 
coma and stupor, dementia, headache and facial 
pain, epilepsy, etc. Its neuropsychiatric concepts 
will be immediately applicable to your day-to-day 
clinical practice, whether you have just begun your 
residency or have been in practice for years. 


Contents Include: 

Introduction; The Neurologic Examination; De- 
lirium; Coma and Stupor; Dementia; Headache and 
Facial Pain; Epilepsy; The Neuropsychiatric 
Sequelae of Chronic Alcohol Abuse; Cerebrovascu- 
lar Disease; Syncope and Dizziness; Disorders of 
Motility; Movement Disorders Associated with An- 
tipsychotic Agents; Head Trauma; Other 
Neurologic Disorders Important for the Psychia- 
trist; Neurologic Diagnostic Procedures. 


By Charles E. Wells, MD, Professor of Psychiatry and 
Neurology; Vice-Chairman, Department of Psychiatry, 
Vanderbilt University School of Medicine, Nashville, 


On 30-day approval, please send and bill me for the book(s) 
| have indicated: 


| 
| 
| 
| 
| — Wells & Duncan: Neurology for Psychiatrists 

| #9224-2 

| O Wells: Dementia, 2nd Edition #9221-8 

| L] Strub & Black: The Mental Status Examination 
| in Neurology #8208-5 

| 

| 

| 

| 

| 

| 

| 


An invoice will accompany the book(s) and will include a small 
charge for postage and handling. 

If you are not completely satisfied, you may return the book(s) in 30 
days, in gcod condition. 





NEUROLOGY FOR PSYCHIATRISTS 


Tennessee; and Gary W. Duncan, MD, Associate Pro- 
fessor and Vice-Chairman, Department of Neurology, 
Vanderbilt University School of Medicine, Nashville, 
Tennessee; Assistant Chief, Neurology Service, 
Nashville Veterans Hospital, Nashville, Tennessee. 
About 250 pages. Illustrated. About $20.00. Ready 
January 1980. Order #9224-2. 


You will also want to order: 


Wells: Dementia, 2nd Edition 

The importance of dementia is signalled by its recognition as 
a growing public health problem and by the increasing atten- 
tion focused on it by medical investigators. Chapters cover 
symptoms and both clinical and behavioral manifestations of 
dementia. 

This second edition is an essential resource for all physicians 
dealing with organic disease of the nervous system. 

By Charles E. Wells, MD. 284 pp. Illustd. $25.00. 1977. 
Order #9221-8. 


Strub Black: The Mental Status Examination 


in Neurology 

This is a concise, definitive text on the mental status 
examination — a systematic behavioral examination to help 
the clinician understand organically based behavior 
change and apply this understanding to individual clinical 
cases. The book tells what to look for in assessing mental 
status; how to administer and interpret the various tests. It 
points out common pitfalls in examination and interpretation. 
After an introductory chapter, the major areas of cognitive 
function are covered in terms of importance of each function, 
terminology, evaluation, anatomy and Clinical implications. 
Each chapter contains specific tests for each function. 

By Richard L. Strub, MD; and F. William Black, PhD. 182 pp. 
Illustd. $8.95. 1977. Order #8208-5. 
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INSOMNIA OFTEN DOES NC 
BUT ITALMOST ALWAYS STANE 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 


Patients with insomnia often find it difficult to express and/or 
control their aggressive feelings. Sleep is seen as a loss of control and 
remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 
of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 
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lurazepam HCl /Roche 


ne 30-mg capsule h.s.—usual adult dosage 

5.mg may suffice in some patients). 

One 15-mg capsule h.s. — recommended initial dosage 
r elderly or debilitated patients. 


A WIDER MARGIN OF SAFETY 


- .- Dalmane offers a safety profile comparably higher than many other sleep 
.. medications. There have been no reports of physical or psychological 
-dependence when taken at recommended dosages. In controlled studies 

- involving 2115 patients, the majority of side effects reported were of the 


sedative-type generally expected with a sleep medication. As with all medications 
in its class, Dalmane should be administered with caution to patients who are 

addiction-prone. Patients should also be cautioned about possible combined 

effects with alcohol and other CNS depressants. 


References: 


(0551. Kales A, Kales JD, Humphry FJ IIl: Sleep and dreams, chap. 2.3, in Comprehensive 
| Textbook of Psychiatry/Ifl, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 

v Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

05702, Kales A, ef al: Clin Pharmacol Ther 19:576-583, May 1976 

t3. Jacobson A, et at: Psychophysiology 7:345, Sep 1970 

: 24. Data on file, Medical Department, Hoffmann-La Roche Inc., Nutley NJ 


Before prescribing Dalmane (flurazepam 
HCI/Roche), please consult complete 
product information, a summary of which 
follows: 
indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturna! awakenings 
= cand/or early morning awakening; in pa- 
tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
oo situations requiring restful sleep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
soften transient and intermittent, pro- 
**donged administration is generally not 
vU necessary or recommended. 
|, Contraindications: Known hypersensitivity 
to flurazepam HCI. 
"Warnings: Caution patients about possible 
‘combined effects with alcohol and other 
-CNS depressants. Caution against hazard- 
-ousoccupations requiring complete mental 
alertness (e.g., operating machinery, 
driving). 
. Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 












congenital malformations during 
the first trimester of pregnancy. 
Daimane (flurazepam HCI/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use duringthis period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for usein persons under 
15 years of age. Though physica. and 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addiction- 
prone individuals or those who might 
increase dosage. 

Precautions: In elderly and debi itated 
patients, it is recommended tha: the dos- 
age be limited to 15 me to reduce risk of 
oversedation, dizziness, confusion and/or 
ataxia. Consider potential additwe effects 
with other nypnotics or CNS depressants. 
Employ usual precautions in patients who 
are severely depressed, or with atem 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 09701 


depression or suicidal tendencies, or with 
impairec renal or hepatic function 
Periodic blood counts and liver anc xidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 
lightheacedness, staggering, ataxia and 
falling have occurred, particularly in 
elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intoler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl. pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GE 
complaints. There have also been rare 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness-of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 


-euphoria, depression, slurred speech, 


confusion, restlessness, hallucinations, 
paradoxical reactions, e.g, excitement, 
stimulation and hyperactivity, andelevated 
SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: individualize for maximum 
beneficial effect. 

Adults: 30 mg usual dosage; 15 mg may 
suffice in some patients. Elderly ar debili- 
tated patients: 15 mg recommended ini- 
tially until response is determined. 
Supplied: Capsules containing 15 mg or 


| 30: mg al HC}. 











PKSAP IV 


PSYCHIATRIC KNOWLEDGE AND SKILLS 
SELF-ASSESSMENT PROGRAM 





REGISTRATION FOR THE FOURTH PSYCHIATRIC KNOWLEDGE AND SKILLS SELF- 
ASSESSMENT PROGRAM (PKSAP-IV) IS NOW OPEN. 


The Program 

The FKSAP provides a comprehensive approach to self-study that focuses on recent advances in psychiatry. 

PKSAP-IV is completely revised and represents a considerable expansion over previous editions. The program 
includes 180 multiple-choice questions (MCQs) and 6 patient management problems (PMPs). For the first time, 
participants will receive a comprehensive syllabus/study guide of current knowledge in psychiatry to use in 

studying for the program as well as a critique book that explains the rationale for the answers. References will 
be provided for program follow-up. 


Continuing Medical Education Credit 

If a subscriber completes and returns the MCQ answer sheets for central scoring prior to the designated dead- 
line, a maximum of forty (40) credit hours may be claimed in Category |. For those completing the program BUT 
not returning the MCQ answer sheets for scoring, hour-for-hour credit may be claimed in Category 5A, up to 
twenty-two (22) hour limit. 


Schedule For PKSAP-IV 


d 
ERSIctallon DOAUIEIG 2v.io e M. rere ehr ernie sono Deo dece va CaO October 31, 1979 
TOE d IRL CA Oe ous ener ce yale nc cen enc September-October, 1979 
O EE Ne SOREN denn O die aides. dlgrive diac as 4 dire MEUM = November, 1979 
Deadline for Return of | 
aus mc 54m 70 Ee ee ae ae ee ry January 15, 1980 
PEONMANEE REM MMA’ 5. ers. crean Lis th eevee are esos eoi ke ELT OB April, 1980 


You may register by completing the form below and submitting it with the appropriate fee to LETTERCOM - 
WASHINGTON, 310 Swann Avenue, Alexandria, VA. 22301. For further information, including group registra- 
tions (e.g. training programs), write the Office of Education, APA, 1700 18th Street, N.W., Washington, D.C. 
20009. 





PKSAP iV REGISTRATION FORM—1979 ALL ORDERS MUST BE 
PREPAID 


Please type or print all information 


Street Address 








City Address Zip 
FEES: 
O Psychiatry Resident-In-Training $35.00 
L] Member, American Psychiatric Association (other than above) 55.00 
O Physician (other than above) 75.00 


Please make check payable to Lettercom - PKSAP-IV and mail to Lettercom - Washington, 310 Swann Avenue, Alexandria, Va. 
22301. 


Introducing 
anew -— 
treatment choice 
Tor 
patients 
with a profile 
or mild 
to moderate 
depression... 








29 mg opaque blue and yellow capsules 
50 mg opaque blue and orange capsules 


Proven efficacy 


Results of double-blind, controlled studies: 


L] Among 122 depressed outpatients, those given 
SURMONTIL showed significant improvement 
(F< .Q5) in somatic and pathological thought symp- 
toms and overall score on the Physician Depression 
scale.) 

O After four weeks, 16 out of 19 hospitalized 
depressed patients on SURMONTIL received clini- 
cally significant benefit as judged by standard psy- 
chiatric criteria; 11 of these patients achieved 
remission? 


Prompt relief of insomnia 


Sleep disturbance has abated in some cases as soon 
as ore week after treatment.3 


Prompt relief of anxiety 
Anxiety usually subsides rapidly, even before peak anti- 
depressant effects take place 3 


Effective in single nighttime dosage 

After initial dosage titration, 30 outpatients received 
75 mg to 150 mg before bedtime. Significant improve- 
ment (P< .001) was seen in a majority of depressive 
symptoms measured at the end of the third week of 
treatment.3 


Low incidence of side effects 

SURMONTIL has consistently demonstrated a low inci- 
dence of adverse effects.^$ Those most frequently 
noted are anticholinergic in nature. 
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mary of which follows: | VM. 
CONTRAINDICATIONS: Contraindicated in cases of knoy 
tivity to the drug, and during the acute recovery period 
dial infarction, The possibility of cross-sensitivity to other d 
pine compounds should be kept in mind. Surmontil should 
given in conjunction with drugs of the monoamine oxidase i i 
(MAOI) class, At least two weeks should elapse between cessati 
therapy with an MAOI and institution of therapy with Surmontil- 
(tnmipramine maleate), l a 
WARNINGS: Use in children. This drug is not recommended for use 
children, since safety and effectiveness in the pediatric age group . 
have nof been established. Adults: Use extreme caution in-siving-li 
drug to patients with evidence of cardiovascular disease. € 
advised in patients with: increased intraocular pressure, hi 
urinary retention, narrow-angle glaucoma, seizure disorder. 
thyroidism, a need for thyroid medication. 1n patients re 
guanethidine or similar agents, Surmontil may block the 
logic effects of these drugs, Warn patients that the drug 
the mental or physical abilities required for driving or p 
other potentially hazardous tasks. E cr 
PRECAUTIONS: Because of an inherently serious suicide potential. 
the nonhospitalized severely depressed patient should be given the 
smallest drug amount feasible. In schizophrenic patients; activation 
the psychosis may occur and require reduction of dosage ot the addi 
tion of a major tranquilizer to the medication schedule, Manic or. — 
hypomanic épisodes may occur, especially in patients with cyclic:type 
disorders; Surmontil may have to be discontinued until the episode ig 
relieved and reinstituted, if required, at lower dosage. Limit concur. ; 
rent administration of Surmontil and electroconvulsive therapy to. — 
those patients for whom it is essential. When possible, discontinue the 
drug for several days prior to elective surgery. The use of alcohol = — 
drinks during therapy may provoke exaggerated response. Potentiation S 
of effects has been reported when tricyclic antidepressants were mu 
administered with sympathomimetic amines, local decongestants, — 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ. 
ing tricyclic antidepressants. may alter ejaculatory response. 0 » 
Usage in pregnancy: Pregnancy category C. Sürmontil has shown evi. 
dence of embryotoxicity and/or increased incidence of major anoma 
fies in rats or rabbits at doses 20 times the human dose. Thereare no — 
adequate and well-controlled studies in pregnant women. Surmontil = 
should be used during pregnancy only if the potential benefit justifies —— a 
the potential risk to the fetus. . WU 
ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some © E 
have not in fact been reported with Surmontil. ESE 
Cardiovascular —Hypotension, hypertension, tachycardia, palpitation, — ^. 
myocardial infarction, arrhythmias, heart block, stroke. E 
Psychiatric — Confusional states (especially in the elderly) with halluci- = 
nations, disorientation, delusions; anxiety, restlessness, agitation: oe 
insomnia and nightmares; hypomania; exacerbation of psychosis. Ban 
Neurologic - Numbness, tingling, paresthesias of extremities; incoó- o 
dination, ataxia, tremors; peripheral neuropathy: extrapyramidal symp- —— 
toms; seizures, alterations in EEG pattems: tinnitus. x 
Anticholinergic — Dry mouth and, rarely, associated sublingual adenitis; ut 
blurred vision, disturbances of accommodation, mydriasis, constipa. 057 
tion, paralytic ileus: urinary retention, delayed micturition, dilation of 

the urinary tract. ET 
Allergic — Skin rash, petechiae, urticaria, itching, photosensitization; ^... 
edema of face and tongue. xn 
Hematologic - Bone-marrow depression including agranulocytosis, 
eosinophilia, purpura; thrombocytopenia. Leukocyte and differential 
counts should be performed in any patient who develops fever and. 
sore throat during therapy; the drug should be discontinued if there is 
evidence of pathologic neutrophil depression. dh 
Gastrointestinal - Nausea and vomiting, anorexia, epigastric distres 
diarrhea, peculiar taste, stomatitis, abdominal cramps, black tongue. 
Endocrine — Gynecomastia in the male; breast enlargement and galac- 
torrhea in the female; increased or decreased libido, impotence: tes: 
ticular swelling: elevation or depression of blocd-sugar levels. ; 
Other - Jaundice (simulating obstructive); altered liver function: 
weight gain or loss; perspiration: flushing, urinary frequency; drüwsi--— 
ness, dizziness, weakness, and fatigue; headache: parotid swelling... 
alopecia. 
Withdrawal Symptoms — Though not indicative of addiction, abrupt == 
cessation of treatment after prolonged therapy may produce nausea, - 
headache, and malaise, : pit 
SUPPLIED: 25 mg in bottles of 100 opaque blue and yellow capsules 































50 mg in bottles of 100 opaque blue and orange capsules. 


References: 1. Rickels K, et al: Amitriptyline and trimipramine in neu 
rotic depressed outpatients: A collaborative study. Am J Psychiatry — 
127:208-217, 1970. 2. Rifkin A, et al: Comparison of trimipramine and 
imipramine: a controlled study, to be published. 3. Pecknold JC; 
Ananth J: Trimipramine in the treatment of anxious-depressed outpa- 
tients. Cur Ther Res 23:94-100, 1978. 4. Lean TH, Sidhu MS: Compara-- 
tive study of imipramine (Tofranil) and trimipramine (Surmontil)in 
depression associated with gynaecological conditions. Proc Obstet 
Gynaecol Soc 3:222-228, 1972. 5. Evans Ji, etal: Two new psychotro- 
pic drugs. Practioner 198:135-139, 1967. 6, Salzmann MM: A con: 
trolled trial with trimipramine, a new anti-depressant drug. Br J 
Psychiatry 111: 1105-1106, 1965. 
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e e : 
Librium 22222" 
chiboralazeooxiae HC 

Yorclazepox. Cl Roche 
Before prescribing, please consult complete product infor- 
mation, a summary of which follows: 

"Indications: Relief of anxiety and tension occurring alone or 
accompanying various disease states. Efficacy beyond four 
months not established by systematic clinical studies. Periodic 
„reassessment of therapy recommended. 

- Contraindications: Patients with known hypersensitivity to the 
















- Warnings: Warn patients that mental and/or physical abilities 
" required for tasks such as driving or operating machinery may 
. be impaired, as may be mental alertness in children, and that 
concomitant use with alcohol or CNS depressants may have an 
| 5. additive effect. Though physical and psychological dependence 
c. have rarely been reported on recommended doses, use caution 
c in administering to addiction-prone individuals or those who 
vs mght increase dosage; withdrawal symptoms (including convul- 
sions), following discontinuation of the drug and similar to those 
seen with barbiturates. have been reported. 
Usage in Pregnancy: Use of minor tranquilizers during 
first trimester should almost always be avoided be- 
cause of increased risk of congenital malformations 
as suggested in several studies. Consider possibility 
of pregnancy when instituting therapy; advise patients 
to discuss therapy if they intend to or do become 
pregnant. 
Precautions: in the elderly and debilitated, and in children over 
six, limit to smallest effective dosage (initially 10 mg or less per 
day) to preciude ataxia or oversedation. increasing gradually as 
needed and tolerated. Not recommended in children under six. 
Though generally not recommended. if combination therapy with 
other psychotropics seems indicated. carefully consider indi- 
vidual pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired renal or hepatic func- 
tion. Paradoxical reactions (e.g.. excitement, stimulation and 
acute rage) have been reported in psychiatric patients and 
hyperactive aggressive children. Employ usual precautions in 
treatment of anxiety states with evidence of impending depres- 
sion; suicidal tendencies may be present and protective mea- 
sures necessary. Variable effects on blood coagulation nave 
been reported very rarely in patients receiving the drug and ora! 
anticoagulants: causal relationship has not been established 
clinically. 
Adverse Reactions: Drowsiness. ataxia and confusion may oc- 
cur, especially in the elderly and debilitated. These are revers- 
ible in most instances by proper dosage adjustment, but are 
also occasionally observed at the lower dosage ranges. In a few 
instances syncope has been reported. Also encountered are !so- 
lated instances of skin eruptions, edema, minor menstrual ir- 
regularities, nausea and constipation, extrapyramidal symptoms. 
increased and decreased libido-—all infrequent and generally 
controlled with dosage reduction: changes in EEG patterns 
-— {low-voltage fast activity) may appear during and after treat- 
¿o ment; blood dyscrasias (including agranulocytosis). jaundice 
zand hepatic dysfunction have been reported occasionally, mak- 
“ing periodic blood counts and liver function tests advisable dur- 
ing protracted therapy. 
Usual Daily Dosage: Individualize for maximum beneficial ef- 
^ fects. Oral -Adults: Mild and moderate anxiety and tension, 5 or 
> 10 mg tid. or q.i.d.; severe states. 20 or 25 mg t.i.d. or q.i.d. 
Geriatric patients: 5 mg bid. to q.d. (See Precautions.) 
—. Supplied: Librium* (chiordiazepoxide HC!) Capsules. 5 mg, 10 
mg and 25 mg-—bottles of 100 and 500; Tel-E-Dose* packages 
of 100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks of 50, 
available singly and in trays of 10. Libritabs* (chlordiazepoxide) 
Tablets, 5 mg, 10 mg and 25 mg--bottles of 100 and 500. With 
respect to clinical activity, capsules and tablets are indistin- 
guishable. 


Hoche Products Inc. 
Manati, Puerto Rico 00701 
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PLAN AHEAD!!! 
Order your 

1980 
Appointment Book 
Now !!! 


The ‘‘week-at-a-glance’’ Appointment Book, pub- 
lished by the American Psychiatric Associaticn, 
has been specifically developed to satisfy the 
needs of psychiatrists. It contains a comprehen- 
sive list of addresses and annual meeting dates. of 
all major organizations and agencies of interest 
to psychiatrists. Members who have not tried this 
book in the past are urged to do so. It is return- 
able within 30 days for a full refund if not ac- 
ceptable. (Returned copies must be received in 
saleable condition.) 


The Pocket Size Appointment Book is also avail- 
able and may be ordered in combination with the 
Desk Appointment Book. 


Copies will be available July 1979 


DESK: $12.00 

POCKET: $6.00 

BOTH: $15.00 

1096 Discount for 10-99 copies 

15% Discount for 100 copies or more 


ape mar mm cm um ibe HAUT, Fé dam mas maf ies ren dil Mrs Me YOR VE A RO m ev dm rm eh ens dle nen is ad ANB Re Aa, ai dez Ag arr mm p AS AM AME EL mue Me niri Ms re MAMMA CAMACHO dm m 


Send order form to: 

Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W. 
Washington, D.C. 20009 


Enclosed is $s for copy(ies» of 
Desk Appointment Book order #141 
Pocket Appointment Book order #141-2 


Name - e oe eg sto te ete ie At iet m 
Address... - 





CASSETTE LECTURES OF 
| THE AMERICAN PSYCHIATRIC 
ASSOCIATION'S 

132nd ANNUAL MEETING | 


Program 19: SCHIZOPHRENIA — 2» hr. PROGRAM 20: DEPRESSION — | 
|- Atypical Depression in Chronic Schizophrenia DIFFERENT CONSIDERATIONS —2 hr. 
|. Thomas H. McGlashan, M.D. Drug Combinations in the Treatment of Depression 
Loss of Insight: A Basic Defect in Schizophrenia? Stephen L. Stern, M.D. 
' Martin Harrow, Ph.D. Clinical Prediction of MAOI Responsiveness 
| Are Boundary Disorders Central to Psychosis? Michael R. Liebowitz, M.D. 
| _ Peter Coe, Ph.D. Epidemiology of Late Life Dysphoria and Depression 
| —. Factors in Neuroleptic Dose and Clinical Response Dan G. Blazer, M.D. 
.... Michael A. Young, Ph.D. Research Criteria for the Diagnosis of Depression 
' . Indications for Phenothiazine Maintenance sidney Zisook, M.D. 
-= John E Docherty, M.D. When a Schizoaffective Diagnosis Has Meaning 
Aftercare Compliance of Chronic Patients Jonathan M. Himmelhoch, M.D. 


Susan Barrow, Ph.D. o " ur 
: "These materials meet the criteria for CME credits in Category Viol. o 
Does Attitude Toward Psychosis Relate to Outcome? the APA's Continuing Medical Education Requirements and ofthe — | 


Thomas H. McGlashan, M.D. AMA's Physician's Recognition Award.” 





*NY State residents please add sales tax. 


AUDIO JOURNAL CASSETTES OF THE AMERICAN a 
PSYCHIATRIC ASSOCIATION'S 132nd ANNUAL MEETING b 

| i SE 
. » Each program consists of 3 cassettes packaged in vinyl NO-DEPIOUIITIS escas unu ed e eue 4 
co ibrary binders oo cece teen en ees $25.00 T tof P $ | : E 
... Check selections listed below _ otal cost ot Programs $ —— — — ——— ——— cT 
CMM E 2 Shipping and handling additional oes 
SL] Program 19 Cj Program 20 zh Nue 
S e E 

C mau rie s If paid b tit ti | ttach your purchase order. VUE 
DSL MERERI RR tif paid by institution, please attach your pur e 1 


3 : "Institution a eee ee tee 

t | Please. make checks or money orders payable to: 
E (oc NERONE ae nTime AETA AUDIO/VISUAL MEDICAL MARKETING, INC. 
ae E 850 THIRD AVE., NEW YORK, NY 10022 


— Zip " AVIMD Educational Programs may be tax deductible. Prices are ` 
PM subject to change without notice. Titles are subject to removal from 
S PRO uxoctacceri sci eue Le LLL e i ey program without notice. 














The P FOlixirr (Fiuphenazine) ! 
System of schizophrenia 
management— 


spanning virtually 
every clinical situation 


There is scarcely a patient-type presenting with schizophrenia 
that cannot be successfully managed with one of the numerous 
forms of Prolixin (Fluphenazine). 

For the newly admitted, agitated patient, a first choice 
would be short-acting Prolixin Injection (Fluphenazine 
Hydrochloride Injection USP). 

For long-term management of more "dependable" 
patients, you have the titration flexibility of four potencies of 
Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP). 

For patients who “cheek” or otherwise resist tablet 
medication, you can utilize pleasant tasting, orange-flavored 
Prolixin Elixir (Fluphenazine Hydrochloride Elixir USP), 

For long-term maintenance of less compliant patients, 
you can employ unique, long-acting Prolixin Decanoate 
(Fluphenazine Decanoate Injection) and achieve effective 
neuroleptization for up to four weeks and longer with a single 
injection. 


Prolixin Decanoate' 
Fluphenazine 
Decanoate injection 


Unimatic* Single Dose Syringe 
25 mq in 1 ml 


5 ml 
Prolixin* Injection multiple dose vial 
Fluphenazine 25 mg per ml Prolixin" Elixir 
Hydrochloride Fluphenazine 
Injection USP Hydrochloride 
10 mi multiple dose vial i id 
2.5 mq per ml i 


Prolixin* Tablets 
Fluphenazine 
Hydrochloride 
Tablets USP 


0.5 mg per ml 


Img See next page for brief summaries 














PROLIXIN* (FI nazine Hydrochioride) 

TABLETS/ELIXIR/INJECTION 

Prolixin Tablets (Fluphenazine Hydrochloride Tablets USP) provide 1, 2.5, 5, or 10 mg fluphen- 
azine hydrochioride per tablet. Prol:xin Elixir (Fluphenazine Hydrochloride Elixir USP) provides 
0.5 mg fluphenazine hydrochloride per mi (2.5 mg per 5 ml teaspoonful) with 14% alcohol by 
volume. Prolixin Injection (Fiuphenazine Hydrochloride Injection USP) provides 2.5 mg fu- 
phenazine hydrochloride per mi, it contains 0.1% methylparaben and 0.01% propyl- 
paraben as preservatives. 

CONTRAINDICATIONS: in presence of suspected or established subcortical brain damage. In 
patients who have a blood dyscresia cr liver damage, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. in patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Potentiation of effects of alcohol may occur. Safety 
and efficacy in children have not been established because of inadequate experience in use in 
children. 

Usage in Pregnancy: Safety tor use during pregnancy has not been established; weigh 
possibile hazards against potential benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exarcised if another phenothiazine compound caused choies- 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergo 
Sutgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be requirad. Because of added anticholinergic effects, fiuphenazine 
may potentiate the effects of atropine. 

Use fluphenazine cautiously in patients exposed to extreme heat or phosphorus insecticides: 
in patients with a history of convulsive disorders since grand mal convulsions have occurred; and 
in patients with special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy there is the 
possibility of liver damage, pigmentary retinopathy, lenticular and corneal deposits. and devel- 
opment of irreversible dyskinesia. 

There is sufficient experimental evidence to conclude that chronic administration of antipsy- 
chotic drugs which increase prolactin secretion has the potential to induce mammary neoplasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present, no adequate 
epidemiological studies, the relevance to human mammary cancer risk from proionged exposure 
to fluphenazine hydrochloride and other antipsychotic drugs is not known. 

Periodic checking of hepatic and renal functions and blood picture should be done. Monitor 
renal function of patients on long-term therapy; if BUN becomes abnormal, discontinue 
fluphenazine. “Silent pneumonias” are possible. 

Abrupt Withdrawal: in general, phenothiazines do not produce psychic dependence. How- 

ever, gastritis, nausea and vomiting, dizziness, and tremulousness have been reported following 
abrupt cessation of high dose therapy; reports suggest that these symptoms can be reduced if 
concomitant antiparkinsonian agents are continued for several weeks after the phenothiazine is 
withdrawn. 
ADVERSE REACTIONS: Centra! Nervous System-—Extrapyramidal symptoms are most tre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, 
hyperreflexia. The incidence and severity of such reactions will depend more on individual 
patient sensitivity but dosage level and patient age are also determinants, As these reactions 
may be alarming, the patient should be torewarned and reassured. These reactions can usually 
be controlled by administration of an anti-parkinsonian drug such as benztropine mesylate and 
by subsequent reduction in dosage. 

Persistent Tardive Dyskinesia: 4s with all antipsychotic agents. persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occur 
after discontinuation of drug. The rsk seems greater in elderly patients, especially females, on 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tonque, 
face, mouth, or jaw (e.g.. protrusion of tongue. puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is no 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by 
antiparkinsonism agents. H the symptoms appear, discontinuation of all antipsychotic agents is 
suggested. The syndrome may be masked if treatment is reinstituted, or drug dosage increased, 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early sign of the syndrome which may not develop if medicationis stopped at that time. 

Phenothiazine derivatives have been known to cause restlessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or lethargy occur, the dosage may need to be reduced. Dosages, far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—iypertension and fluctuations in blood pressure have been 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebral 
vascular or renal insufficiency or severe cardiac reserve deliciency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully Supportive 
measures including intravenous vasopressor drugs should be instituted immediately should 
severe hypotension occur, Levartarenal Bitartrate Injection is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its action. 
Nausea, loss of appetite, salivation, polyuria, perspiration. dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control these 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ileus, tachycardia, 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine— Weight change. peripheral edema, abnormal lactation, 
gynecomastia, menstrual irregularities, false results on pregnancy tests, impotency in men and 
increased libido in women have occurred in some patients on phenothiazine therapy. 

Allergic Reactions —Itching, erythema, urticaria, seborrhea, photosensitivity, eczema and 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactoid 
reactions shouid be borne in mind. 

Hematologic —Biood dyscrasias including leukopenia, agranulocytosis, thrombocytopenic or 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed with 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiratory 
infection occur and confirmatory leukocyte count indicates Cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 

Hepatic —Liver damage maritested by cholestatic jaundice, particularly during the first 
months of therapy, may occur; treatment shouid be discontinued. A cephalin flocculation in- 
crease, sometimes accompanied by alterations in other liver function tests, has been reported in 
patients who have had no clinical evidence of liver damage. 

Others—Sudden deaths have been reported in hospitalized patients on phenothiazines. 
Frevious brain damage or seizures may be predisposing factors. High doses should be avoided 
in known seizure patients. Shortly before death, several patients showed flare-ups of psychotic 
behavior patterns. Autopsy findings have usually revealed acute fuiminating pneumonia or 
pneumonitis, aspiration of gastric contents. or intramyocardial lesions. Although not a general 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates, 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fatal 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings, altered 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pgmentation and lenticular and corneal opacities have occurred 
with phenothiazines. 

For fuil prescribing intormaticn, consult package inserts. 

HOW SUPPLIED: Tablets —1 mg in bottles of 50 and 500; 2.5 mg and 5 mg in bottles of 50 and 
500 and in Unimatic® single-dose cartons of 100; 10 mg in bottles of 50 and 500. Elixir —in bottles 
of 473 mi (1 pint) and in 60 mi dropper-assembly bottles with dropper calibrated at 0.5 ml (0.25 
mg), 1 mi (0.5 mg), 1.5 mi (0.75 mg). and 2 mi (1 mg). Injection —in multipte-dose vials of 10 mi. 





PROLIXIN DECANOATE* 

Fluphenazine Decanoate injection 

Prolixin Decanoate (Fluphenazine Decanoate injection) provides 25 mg fluphenazine decanoate 
per mi in a sesame oil vehicle with 1.2% (w/v) benzyl alcoho! as a preservative. 
CONTRAINDICATIONS: in presence ot suspected or established subcortical brain damage. In 
patients who have a blood dyscrasia or liver damage, or who are receiving large doses of 
hypnotics, or who are comatose or severely depressed. In patients who have shown hypersen- 
sitivity to fluphenazine; cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 

WARNINGS: Mental and physical abilities required for driving a car or operating heavy ma- 
chinery may be impaired by use of this drug. Physicians should be alert to the possibility that 
severe adverse reactions may occur which require immediate medical attention. Fotentiation of 
effects of alcohol may occur. Safety and efficacy in children have not been established because 
of inadequate experience in use in children. 

Usage in Pregnancy: Safety for use during pregnancy has not been estaoished; weigh 
possible hazards against potentia! benefits if administering this drug to pregnant patients. 
PRECAUTIONS: Caution must be exercised if another phenothiazine compound caused choles- 
tatic jaundice, dermatoses or other allergic reactions because of the possibility of cross- 
sensitivity When psychotic patients on large doses of a phenothiazine drug are to undergo 
surgery, hypotensive phenomena should be watched for; less anesthetics or central nervous 
system depressants may be required. Because of added anticholinergic effects. fluphenazine 
may potentiate the effects of atropine. 

Use fluphenazine decanoate Cautiously in patients exposed to extreme heat or phosphorus 
insecticides; in patients with a history of convulsive disorders since grand mal convulsions have 
occurred; and in patients with special medical disorders such as mitral insufficiency or other 
cardiovascular diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, tenticular and cornea! deposits, 
and development of irreversible dyskinesia. 

Fiuphenazine decanoate should be administered under the direction of a physician experi- 
enced in the clinical use of psychotropic drugs. Pericdic checking of hepatic and enal functions 
and blood picture should be done. Renal function of patients on long-term therapy should be 
monitored; if BUN becomes abnormal, treatment shouid be discontinued. “Siler pneumonias’ 
are possible. 

There is sufficient experimental evidence to conclude that chronic administrafion of antipsy- 

chotic drugs which increase prolactin secretion has the potential to induce mammary neopiasms 
in rodents under the appropriate conditions. There are recognized differences in the physiolog- 
ical role of prolactin between rodents and humans. Since there are, at present. no adequate 
epidemiological studies, the relevance to human mammary cancer risk from prolonged exposure 
to fluphenazine decanoate and other antipsychotic drugs is not known. 
ADVERSE REACTIONS: Centrai Nervous System -—Extrapyramidal symptoms are most fre- 
quently reported. Most often these symptoms are reversible, but they may be persistent. They 
include pseudoparkinsonism, dystonia, dyskinesia, akathisia, oculogyric crises. opisthotonos, 
hyperreflexia. Muscle rigidity sometimes accompanied by hyperthermia has been reported 
following use of fluphenazine decanoate. One can expect a higher incidence of such reactions 
with fluphenazine decanoate than with fess potent piperazine derivatives or straight-chain 
phenothiazines. The incidence and severity will depend more on individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may be alarming, the 
patient should be forewarned and reassured. These reactions can usually be controlled by 
administration of an antiparkinsonian drug such as benztropine mesylate and 39y subsequent 
reduction in dosage. 

Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent and sometimes 
irreversible tardive dyskinesia may appear in some patients on long-term therapy or may occu: 
after discontinuation of drug. The risk seems greater in elderly patients, especially females, or 
high dosages. The syndrome is characterized by rhythmical involuntary movements of tongue 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of mouth, chewing 
movements) and may be accompanied by involuntary movements of extremities. There is nc 
known effective therapy for tardive dyskinesia; usually the symptoms are not alleviated by 
antiparkinsonism agents. if the symptoms appear, discontinuatior. of all antipsychotic agents i: 
suggested. The syndrome may be masked #f treatment is reinstituted, or drug dosage increased 
or a different antipsychotic agent used. Reports are that fine vermicular movements of the tongue 
may be an early sign of the syndrome which may not develop if mecication is stopped at that time 

Phenoihiazine derivatives have been known to cause restiessness, excitement, or bizarre 
dreams; reactivation or aggravation of psychotic processes may be encountered. If drowsiness 
or lethargy occur, the dosage may need to be reduced. Dosages. far in excess of the recom- 
mended amounts, may induce a catatonic-like state. 

Autonomic Nervous System—Hypertension and fluctuations in blood pressure have beer 
reported. Although hypotension is rarely a problem, patients with pheochromocytoma, cerebra 
vascular or renal insufficiency or severe cardiac reserve deficiency such as mitral insufficiency 
appear to be particularly prone to this reaction and should be observed carefully Supportive 
measures including intravenous vasopressor drugs should be instituted immediately shoulc 
severe hypotension occur, Levarterenol Bitartrate injection is the most suitable drug; epinephrine 
should not be used since phenothiazine derivatives have been found to reverse its action 
Nausea, loss of appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa 
tion may occur. Reducing or temporarily discontinuing the dosage will usually control these 
effects. Blurred vision, glaucoma, bladder paralysis, fecal impaction, paralytic ‘leus, tachycardia 
or nasal congestion have occurred in some patients on phenothiazine derivatives. 

Metabolic and Endocrine-—Weight change, peripheral edema, abncrmal lactation 
gynecomastia, menstrual irregularities. false results on pregnancy tests, impotency in men anc 
increased libido in wornen have occurred in some patients on phenothiazine therapy. 

Allergic Reactions-—itching, erythema, urticaria, seborrhea, photosensitivity, eczema anc 
exfoliative dermatitis have been reported with phenothiazines. The possibility of anaphylactok 
reactions should be borne in mind. 

Hematologic —Blood dyscrasias inciuding leukopenia, agranulocytosis, thrombocytopenic o 
nonthrombocytopenic purpura, eosinophilia, and pancytopenia have been observed wit! 
phenothiazines. If soreness of the mouth, gums or throat or any symptoms of upper respiraton 
infection occur and confirmatory leukocyte count indicates cellular depression, therapy shouk 
be discontinued and other appropriate measures instituted immediately. 

Hepatic —Liver damage manifested by cholestatic jaundice, particularly during the firs 
months of therapy, may occur; treatment should be discontinued. A cephelin flocculation in 
crease, sometimes accompanied by alterations in other fiver function tests, has been reported it 
patients who have had no clinical evidence of liver damage. 

Others —Sudden deaths have been reported in hospitalized patients on phenothiazines 
Previous brain damage or seizures may be predisposing factors. High doses should be avade 
in known seizure patients. Shortly before death, several patients showed flars-ups of psychoti 
behavior patterns. Autopsy findings have usually revealed acute fulminating pneumonia o 
pneumonitis, aspiration of gastric contents, or intramyocardial lesions. Although not a genere 
feature of fluphenazine, potentiation of central nervous system depressants such as opiates 
analgesics, antihistamines, barbiturates, and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough to cause fata 
cardiac arrest, altered electrocardiographic and electroencephalographic tracings. alterec 
cerebrospinal fluid proteins, cerebral edema, asthma, laryngeal edema, and angioneurotic 
edema; with long-term use, skin pigmentation and lenticular and corneal opacities have occurrec 
with phenothiazines. Local tissue reactions occur only rarely with injections of fluphenazire 
decanoate. 

For full prescribing information, consult package insert. 

HOW SUPPLIED: 1 mi Unimatic® single-dose preassembled syringes and cartridge-needk 
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ANNOUNCING PUBLICATION OF 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 
Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter's 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
siacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: "There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the ''Call to Action" which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
copy(ies) of The Chronic Mental Patient 
order #242, @ $11.00 ea. 


ENCLOSED IS TOTAL PAYMENT OF $ | | | | | — 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign or- 
ders, regardless of dollar amount, must be accompanied by payment.) 
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to turn to... 


when the first tricyclic fails 

“AS amitriptyline and desipramine represent 
the extremes of the differences among the 
tricyclics, many clinicians start treatment 
with one or the other and then follow with 
the alternative drug if response to the first 
was unsatisfactory.” 


when side effects are a problem 


‘Desipramine might be more appropriate for 
patients who are sensitive to anticholinergic 
effects or in whom sedative action is not 
desirable.”’’ 


when activity is important 
‘Desipramine seems ideally suited to use in 
an active ambulatory patient population...” 


References: |}. Hollister, LE. Treatment of depression with drugs. Ann. intern. Med. 8978, 1978. 2 Blackwell, B 
et al Anticholinergic activity of two tricyclic antidepressants, Am. J. Psychiatry 135722, 1978. 3 Barnes. Rod: 
Climca! depression: Double-blind study of desipramine and amitriptyline in depressive neurosis, Scientific Exrbit, 
Southern Medical Convention, Miami, Fa., Nov. 16-19, 1975. 
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indication: For relief of mental depression. Contraindi 
De not use MAO inhibitors concomitantly or within 2 wee 
use of this drug. Hyperpyretic crises or severe convulsive 
may occur with such combinations; potentiation of advers 
tions can be serious or even fatal, When substituting Pert 
(desipramine HCi} in patients receiving an MAG inhibitor. 
an interval of at least 14 days. Initial dosage in such patie 
should be low and increases should be gradual and cautio 
prescribed. The drug is contraindicated following recent myac 
dial infarction and in patients with a kriowr: hypersensiti 
tricyclic antidepressants. Warnings: Activation of psychosis 
occasionally be observed in schizophrenic patients. Di 
atropine-like effects and sympathomimetic potentiation, use only 
with the greatest care in patients with narmew-angle glau 
or urethral or ureteral spasm. Do not use in patients with the fol 
iowing conditions unless the need outweighs the risk: Severe 
coronary heart disease with EKG abnormalities, progressiv 
neart failure, angina pectoris, paroxysina: tachycardia. and 
active seizure disorder (may lower seizure threshold). This drug 
may block the action of the antihypertensive, guanethidine, and 
related adrenergic neuron-blocking agents. Hypertensive 
episodes have been observed during surgery. The concurrent use 
of other central nervous system drugs or alechol may potentiate 
adverse effects. Since many such drugs. may be used dürng - 
surgery, desipramine should be discontinued prior to: elective 
procedures. The potentiation resulting from excessive use af 

alcohol may increase the danger inherent ina suicide attempt or 
overdosage. Caution patients on the possibdity of impaired abil 
ity to operate a motor vehicle or dangerous machinery. Do not 
use in women who are or may become pregnant, or in-childten 
under 12 years of age, unless the clinical situation warrants the 
Vins risk. Because of increased sensitivity to the drug. use 
lower than normal dosage in adolescent ant geriatrie patients 
Precautions: Potentially suicidal patients require careful super 
vision and protective measures during therapy. Prescriptions 
should be limited to small quantities. Discontinuation of the 
drug may be necessary in the presence of increased agitation 
and anxiety shifting to hypomanic or manic excitement. Atro- 
pine-like effects may be more pronounced (e.g. paralytic: leas) in 
susceptible patients and in those receiving articholinergic drugs 
(including antiparkinsenism agents). Prescribe cautiously in hy 
perthyroid patients and in those receiving thyroid medications; 
transient cardiac arrhythmias have occurred in rare instances 
Periodic blood and liver studies should supplement. careful 
clinical observations in all patients undergoing extended courses — 
of therapy. Adverse Reactions: The following have been reported: 
Nervous System: dizziness, drowsiness, insomnia, headache, m 
disturbed visual accommodation, tremor, unsteadiness; tinnitus, ^. 
paresthesias, changes in EEG patterns, epileptiform seizures, R 
mild extrapyramidal activity, falling and tegromuscular-iicoor-- 
dination. A confusional state (with such symptoms as hallucina- 
tions and disorientation), particularly in older patients and. 
higher dosage, may require discontinuation of the drug, Gas- 
irointestinal Tract: anorexia, dryness of fhe mouth, nausea, 
epigastric distress; constipation and diarrhea. Skin: skin rashes 
(including photosensitization), perspiration. aad flushing sensa- 
tions. Liver: rare cases of transient Jaundice (apparently of an 
obstructive nature) and liver damage. If jaundice or abnormali: 
ties in liver function tests occur, discontinue the drug and inves 
tigate. Blood Elements: bone-marrow depression, 
agranulocytosis, thrombocytopenia and purpura. If these occur: 
discontinue the drug. Transient eosinophilia has been observed. 
Cardiovascular System: orthostatic hypotension and tachy-- 
cadia. Carefully süpervise ae requiring concomitant: vaso. - 
dilating therapy, particularly during initial phases.) 
Genitourinary System: urinary frequency or retention and: 
impotence. Endocrine System: occasional hormonal effects, - 
including gynecomastia, galactorrhea and breast enlargement, 
and decreased libido and estrogenic effect. Sensitivity: 
urticaria and rare instances of drug fever and cross-sensitivity 
with imipramine, Dosage: All patients except geriatric and ado 
lescent: 75 to 150 mguday in divided doses.or as single daily 
dose. Dosage may be increased up to 200 rag. daily. Ger 
and adolescent patients should usually be started with 
dosage (25 to 50 mg. daily) and may not tolerate highe 
Dosage may be increased up fo 100 mg. daily. Lower 
nance dosages should be continued for at least 2 mont 
obtaining a satisfactory response. Therapy may be giv 
divided doses or as a single daily dose. How Supplied: 7: 
capsules (pink), bottles of 100 and 1000. Aise, 50 mg. capsule 36 
(maroon and pink), bottles of 100 and 1000. 
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Pharmacokinetics 


Ativan (lorazepam) is eliminated more rapidly 
than other benzodiazepines; generates no 
clinically active metabolites. The half-life of 
free lorazepam is about 12 hours; steady-state 
blood levels are attained in 2-3 days. 
(Comparable data for diazepam: 20-50 hours 
and at least 7-10 days.) Ativan shows no 
evidence of accumulation, even when given in 
high doses for as long as 6 months. 

(The pharmacokinetic profile of a drug can 
define such characteristics as absorption. 
distribution, metabolism and elimination but 
cannot, at present, be directly related to its 
therapeutic effectiveness.) 
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Anxiety neuroses 


In many nationwide studies involving 
thousands of patients with anxiety neuroses, 
Ativan (lorazepam) consistently provided 
significant relief of anxiety, tension, agitation 
and irritability as measured by standard 
Hamilton, Global (physician rated) 

and 35-ltem (patient self-rated) scales. 
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They’ re all about the same, aren't they? L Until anon that seemed tosumup - 
the prevalent attitude about the benzodiazepines. After all, they all Work similarly - 
and all are effective anxiolytics. With seven of these. compounds now available, — 
however, differences have begun to emerge. Foremost among them: 

different metabolic pathways, which distinguish the relatively short-acting Ativan - 
(lorazepam) from long-acting diazepam, clorazepate and chlordiazepoxide. 

At the same time, your choice can be made with confidence i in the clinical record 
of Ativan, which confirms its value in anxiety neuroses and in significant anxiety . 
associated with functional or organic disorders, as well as in older patients. 
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Consider the record of Ativan: 





Anxiety in Anxiety in Anxiety in 

cardiovascular disorders gastrointestinal disorders the aging patient 

Ativan (lorazepam) has been specifically So far, nine common protocol, double-blind Because its simple metabolism is not readily 
evaluated and found effective in seven studies of Ativan have focused on anxious impaired with advancing age, and 

common protocol, double-blind studies patients with functional or organic accumulation is not likely to present a 
involving 423 patients (211 on Ativan) gastrointestinal complaints (457 patients, problem, Ativan is a good choice for older 
whose anxiety was related to organic 234 on Ativan). Ativan was clearly effective patients. Those who have trouble swallowing 
and functiona’ cardiovascular disorders. in reducing the anxiety of these patients. solid medication appreciate the small Ativan 
[he cardiovascular component The gastrointestinal component has not, tablet, which is tasteless and disintegrates 
nas not, of course, been shown to be of course, been shown to be significantly within seconds in water or fruit juice. 
significantly benefited by such therapy. benefited by such therapy. 
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Brief Summary of Prescribing information 


indications and Usage: Symptomatic relief of anxiety, tension, agitation. irritability and 
insomnia associated with anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of furctional or organic disorders. particularly gastrointestinal or 
carciovascutar. 

Effectiveness in long-term use. re , more than 4 months, has not been assessed by system- 
atic Chrucai studies. Reassess periodically usefulness of the drug for the individual patient. 


Cortraindications: Known sensitivity to benzodiazepines or acute narrow-angle glaucoma. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for aicohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
tura'es and alcohol nave occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps. vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug adcicts and alcoholics. should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have aiso been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: In depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions 

Observe usual precautions with impaired renal or hepatic function 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred :r: rats treated with lorazepam for more than 1 year at 
brig kg day No effect dose was 1.25mg kg. day (approximately 6 times the maximum human 
therapeutic dose of 10mg: day) Effect was reversible only when treatment was withdrawn within 
2 months of first observation Clinical significance is unknown; but use of lorazepam for pro- 
ionged penods and in genatric patients requires caution and frequent monitoring for symptoms 
of upper Gl disease 

Safety and effectiveness in childre1 under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS. Some patients have developed leukopenia; some have had 
elevanons of LDH As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No Studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals. malrotated limbs, gastroschisis, 
maitórmed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group. they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence of fetal resorption and increased fetal toss in rabbits which was not seen at lower 
doses Clinical significance of these findings is not known. However. increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chlordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rare'y a matter of urgency, use of lorazepam Curing this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

in humans, blood leveis fram umbilical cord blood indicate placental transfer of lorazepam 
and ts glucuronide 
NUE SING MOTHERS It is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. 


Adverse Reactions, if they occur. are usually observed at beginning of therapy and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3.500 anxious 
patients. most frequent adverse reaction is sedation (15.9%). followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation. depression, nau- 
sea change in appetite. headache, seep disturbance, agitation, dermatological symptoms, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence ot sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations. of overdosage include somnolence, contusion and coma, 
induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing cf vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefuiness of dialysis has not been determined. 












för orazepam; 







Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
: may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
“tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
- tional stress, 2-4mg h.s. 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


Philadelphia, PA 19101 
Copyright © 1979, Wyeth Laboratories 
Di. of AHPC, NOY N.Y. Al rights reserved. 
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Mail to: 


Subscription Department 
Hospital & Community 
Psychiatry 

1700 18th Street, N.W. 
Washington, D.C. 20009 


L] Enclosed is my check fora 
one-year subscription (12 
issues) to Hospital & 
Community Psychiatry .* 
($15 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $18 for other 
subscribers. For 
subscriptions mailed outside 
the U.S. add $4 a year. Make 
checks payable to the 
American Psychiatric 
Association.) 


Title or Discipline | 
Address |. 1 
City ""——— E 


* Individual subscriptions to pro- 
fessional journals are tax-de- 
ductible. 
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~ Before pans ar Sua e see a Sek) Terie for f full a 
-uct information. The following is a brief summary. 
Contraindications: Severe central nervous- system depression, 
comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating central 


(THIORIDAZINE) 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 


as well as atropine and phosphorus insecticides; carefully consider 


benefit versus risk in less severe disorders. During pregnancy, admin- "at - = nl 
med only a the potential benefits exceed the possible risks to d minimal drug-induced akathisia, 
mother and fetus. 


Precautions: There have been infrequent reports of leukopenia and/ tremor, and other extrapyramidal 


or agranulocytosis and convulsive seizures. In epileptic patients, anti- 


convulsant medication should also be maintained. Pigmentary side effects 


anony ooo Asie in fe receiving niu m bs 

ommended doses, is characterized by diminution of visual acuity, : 

ial oe of vision, and dira of night Ta the * effective control of 
possibility of its occurrence may be reduced by remaining within rec- H 

ommended dosage limits. Administer cautiously to patients partici- psychotic symptoms 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. 
Adverse Reactions: Centra/ Nervous System—Drowsiness, especiaily 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System— Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin—Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular System-—ECG changes (see Cardiovascular Effects 
below). Other—Rate cases described as parotid swelling. 

It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the Mellaril (thioridazine) is contra- 
risk of agranulocytosis and leukopenia increases. The following reac- 

tions have occurred with phenothiazines and should be considered indicated in patients with hyper- 


whenever one of these drugs is used. Autonomic Reactions— Miosis, tensive or paie heart disease of extreme 
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Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. it has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 
causes minimal akathisia or 
other extrapyramidal symptoms. 





obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, d 

exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— egree. 

Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, Effectiveness plus infrequent side effects —that’s 
aplastic anemia, pancytopenia. A//ergic Heactions— Fever, laryngeal , , Hin i 
edema, angioneurotic edema, asthma. #epatotoxicity— Jaundice, bili- the kind of kindness the physician likes to see in a 
ary stasis. Cardiovascular Effects Changes in terminal portion of major tranquilizer! 


electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
and due to altered repolarization, not myocardial damage. While there 
is no evidence of a causal relationship between these changes and 
significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients aed eden electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements} and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 


psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- f 


drome m 2 not develop if medication is stopped at that time. £n- 
docrine Üisturbances— Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive prerane 
tests. Urinary Disturbantes— Retention, incontinence. Others—H yper- 


pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
cluding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long- -term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 





conjunctiva and/or accompanied by discoloration of exposed , | 
scleraand cornea; stellateor irregu ular opacities of anterior lens . TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 
and cornea; systemic lupus erythematosus-like syndrome. AA MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07936 — S02-9-406 thioridazine base equivalent to 100 mg thioridazine HCI, USP 
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The author examines the issues surrounding the 
development and use of videotapes to teach 
psychiatry. She describes the special capabilities of 
videotaped material as well as how videotapes are 
_ produced; the structure of videotapes that use 
feedback techniques; the different ways medical 
students, psychiatric students, and experienced 
clinicians respond to videotapes; the special problems 
invoived with teaching nonpsychiatric medical 
students about psychiatry; and the use of videotaped - 
materials for patients and the public. She concludes 
that the use of videotapes to teach psychiatry, 
especially to teach the public, is an important area for 
development by psychiatrists. 


i ER 


TELEVISION has become a major educational medium 
for psychiatrists. In the past 20 years, the rate of appli- 
caticn of videotapes has accelerated for. teaching medi- 
cal szudents (1-10), psychiatric residents (2, 6, 11-13), 
nonpsychiatric physicians (2, 6, 10), and patients and 
the public (10, 14). The last application is important 
because psychiatrists, like other physicians, are being 
asked to participate in television presentations. A 
well-known characteristic of television is its ability to 
shap2 the educational message. Thus, psychiatrists 
. Should be aware of the issues involved in the produc- 
tion and use of videotapes. 

The purpose of this paper is to examine the issues 
surrcunding the development and use of videotapes. 
This review reflects my 15 years of experience with 
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this educational medium. In my opinion any videotape 
should have a flexibility that will.allow its use for a 
variety of educational purposes (learning and eval- 
uating.interviewing technique, learning diagnostic 
skills, and evaluating interpersonal and introspective 
factors) and for a variety of audiences (medical stu- 
dents, psychiatry residents, nonpsychiatric. physi- 
cians, and other health professionals). To achieve 
these goals the educator must plan the videotape with 
the educational purpose(s) and target audience(s) con- 
stantly in mind. The excellence of a videotape depends 
on foresight and planning. 


SPECIAL ATTRIBUTES OF VIDEOTAPES 


The ability of videotapes to convey immediacy and 
intimacy has powerful implications for their use in 
education. A videotape is not reality, however; it is a 
two-dimensional presentation of real people, whose . 
behavior is influenced by the role they are assigned, by . . 
the focus of the camera, and by the length of the pre- 


sentation. These facts about television affect but do ` . 


not cancel its special educational usefulness. 

The unique educational attributes of videotapes in- 
clude the following: 1) a wide variety of educatiorial 
materials is always available for immediate use, 2) the 
videotape may be started, stopped, or repeated if nec- 
essary, 3) it may be used individually by a student or 
by ateacher with a number of students, 4) later review 
of the material is convenient, 5) specific types of edu- 
cational instruction are assured, and 6) better usé of 
teaching time is possible, permitting the teacher to de- 
vote more time to individual student probleras, partic- 
ularly when the videotape instruction includes pro- 
gram learning. 

The development of videotapes for educational pur- 
poses is an arduous task, and excellent videotapes are 
expensive. Therefore, careful consideration must be : 
given to the technical aspects of production. The im- 
portance of developing a working alliance with a pro- 
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fessional production director is a critical factor and 
cannot be overemphasized. The educator is the au- 
thority about the content; the production director is 
responsible for conveying the educational material vi- 
sually in simple declarative statements. The educator 
should therefore inquire about the production direc- 
tor's training and experience. The production director 
must participate in the planning of the videotapes. The 
educator and director, together, should develop a 
script based on the educator's material. The produc- 
tion director has the primary responsibility for com- 
posing the camera shots in a manner that enhances the 
educator's material. Finally, the director assists the 
educator in deciding who will be the best teacher. The 
egotism of the educator is a delicate matter, but the 
fact is that some educators require considerable assist- 
.ance to learn how to become a television teacher. The 
educator may decide to ask another person to be the 
teacher for the videotape. 

A major problem in developing educational video- 
tapes is the seductiveness of its technology. Beware of 
gimmicks. The technological capabilities of videotapes 
can result in a disjointed Rube Goldberg production. 
Simple declarative statements are an educator's ideal. 
In order to attain this ideal, the purposes of the educa- 
tional material must be formulated and the methodolo- 
gy for attaining these purposes articulated before pro- 
duction begins. 

A strategic factor in production is how to focus at- 
tention on a topic and on a specific aspect of a topic. In 
general, the educational objectives should be stated 
briefly (in less than 2 minutes) by the educator at the 
. beginning of the videotape. Graphics, shots and com- 
ments of patients, or such materials as pictures, poet- 
ry, or dialogue from a play should be used parsimo- 


niously to enhance the message (6, 15). The camera : 


controls the potential for learning specific content and 
skills. For example, in teaching the signs or symptoms 
of physical and mental illness, the focus is on closeups 
of the patient's face and hands, with ample demonstra- 
tions of nonverbal as well as verbal cues. The angle of 
the camera can convey depression (an overhead angle) 
and hostility (taking the shot from below). A larger- 
than-life-size picture enables students to see material 
more easily and completely. On the other hand, inter- 
viewing technique is best demonstrated by encom- 
passing a larger space showing the interplay of verbal 
and nonverbal interaction as well as closeups of the 
interviewer and the interviewee. This last example 
highlights the importance of pictorial composition 
(foreground, middle, and background), which is al- 
ways a prime consideration. 

Finally, the development of any educational materi- 
als should take into consideration basic principles of 
learning. The learning principles highlighted at the 
1951-1952 conferences on psychiatry and medical edu- 
cation (16, 17) are applicable. These principles include 
the following: 1) the ultimate responsibility for learn- 
ing belongs to the learner, 2) people have great individ- 
uality in their needs and in their capability for learning, 
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3) material should be both related to and relevant to 
the student in a variety of roles, e.g., as a perscn and 
as a physician, 4) application of the specific course ma- 
terial to a relevant situation increases the possbilijty 
that the student will remember content and improve 
skills, 5) problem-solving construction increases the 
amount of learning, 6) materials and skills are rapidly 
forgotten if they are not used, 7) the time lag between 
learning and evaluation should be as brief as possible, 
and 8) continuing practice and reexamination are nec- 
essary reinforcers for learning. 

The keystone of learning is aspiration, which ss zen- 


erated by encouragement. The encouragement can be 


in the form of either feedback from a prepared source 
(the videotape or an instructional manual) (6, 7, 17) or 
from a teacher. There are two educational paredigms 
for a prepared feedback program. In one type the stu- 
dent receives immediate and continuous feedback as 
to the effect of his or her behavior in the learnirg pro- 
cess. This model is derived from the stimulus-res ponse 
theory. In the other type, the student contrcls the 
feedback timing by controlling the videotape presenta- 
tion. This approach has a cybernetic orientaticn. My 
experience, which agrees with the findings of other 
educators (2, 15, 18) is that these theories are most 
effective in teaching knowledge and skills but that they 
are less effective in teaching attitudes and develcp:ng a 
viewer's awareness of personal responses. 

The television teacher serves two critical education- 
al functions: he or she serves as a source of enccurage- 
ment and as a role model of aspiration. A teacker can 
most easily achieve these goals by being physically 
present with students when a videotape is shown. The 
mere physical presence of the teacher reinforces the 
students’ focus on the videotape. The teacher wio is 
actually with the students can more easily perceive 
and respond to the ambience of the learning 2xperi- 
ence. This teacher can amplify and clarify the material 
and respond to the viewers’ comments and afect. If 
the teacher appears only on the videotape, the produc- 
tion should strive to emphasize the message of encour- 
agement and aspiration. In this instance, the unique 
personal style of the teacher as a professional »erson 
and as a human being must be conveyed by the cam- 
era. 


INSTRUCTIONAL FEEDBACK VIDEOTAPES 


Videotapes that use a feedback technique are struc- 
tured in two major ways: 1) the educational material is 
preproduced in a programmed instructional format or 
2) the educational material is produced by the student 
being televised in a learning experience. Replaying the 
videotape is the basis for the feedback instruction. 

The first format has a high degree of focus. The ma- 
terial is produced with a written instructional manual 
that focuses the student's attention on the videctape to 
learn a specific task, such as diagnosis or interviewing 
techniques. The instructional manual is designed to 
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ask questons and provide answers. The student com- 
pares his or her answers with the manual's answers. 
The instrcctional manual can be a checkoff list (3, 5), a 
comparison of the student's written description to a 
teacher's written description of a person's mental state 
(7), or a comparison of alternative choices to interview 
questions (19). 

Programmed material can also be used for stimulat- 


ing a process Of self-exploration (2, 6). Kagan (2) has 


described this technique as an ‘‘interpersonal process 
recall.” The student views a patient on videotape and 
is then asked to imagine himself or herself alone with 
that person. The student is then asked to discuss his or 
her responses to that person by answering the follow- 
ing questions: How did you feel? What did you think? 
What did you want to say to the person? Have you 
ever known anyone like this person? and, Have you 
ever had similar feelings or thoughts before? 

The second technique of filming the student as he or 
she interviews another person is used to highlight pro- 
fessional skills and the students' responses (1, 2, 4, 8- 
11, 18). This method is currently widely used in medi- 
cal schools. There are many variations on the central 
theme of tne student with a patient. The patients may 
include psychiatric and medical patients (particularly 
individuals with chronic illness), simulated patients 
(actors and actresses who reproduce patients' behav- 
ior), and peers discussing personal problems. The pur- 
poses of this format are to enable the student to prac- 
tice labelirg behavior and feelings, to practice inter- 
viewing technique, to examine personal responses to 
the patient. and to overcome resistance in establishing 
an empathetic relationship. The impact on the student 
of viewing himself or herself for the first time should 
not be understated. The student's anxiety always in- 
fluences his or her ability to interview and to make 
self-observations. 

The simulated patient can be used in both of the for- 
mats described above. Actors and actresses are 
trained to reproduce a specific patient, a type of pa- 
tient, or a patient with a cluster of symptoms (6, 8, 19). 
An actor can learn to simulate a specific patient by 
seeing a viceotape of the person or by talking with the 
person. The former method is most commonly used. 
An actor can condense or abstract behaviors that the 
teacher designates as important. This fact is one of the 
values of having a simulated patient. Another ap- 
proach to teaching an actor is to give him or her a de- 
scription of symptoms, which the actor then adapts to 
his or her personality and life experiences. This proce- 
dure can often be used for preparing actors for being 
interviewed by medical students. Teaching an actor 
how to be a simulated patient requires between 1 and 4 
hours. 

A variation in filming technique is for the student to 
be an observer-participant. The student watches a 
videotape of a peer with a patient or a teacher with a 
patient. Watching another person without direct in- 
volvement decreases the student's personal anxiety. 
However, tne disadvantage of this format is that the 
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student does not have an opportunity to observe di- 
rectly his or her response to the patient. The potential 
for repression and denial of subjective responses is al- 
so enhanced by this technique. On the other hand, the 
psychological distance between the material in the 
videotape and the student, who is not a direct partici- 
pant in the interview, can provide an easy mtroduction 
to an emotionally charged topic. 

A modification in the technique of the teacher serv- 
ing as a role model in an interview is for students to 
watch an interview through closed-circuit television 
(4, 10, 13, 18). The dimensions of the learning experi- 
ence are increased when another teacher watches the 
interview with the students. The teacher acts as a 
trained observer, points out behaviors, records the 
process, comments to the students on the important in- 
terchanges, and then acts as a discussion leader. This 
technique frees the interviewer to focus on the patient 
and relieves the interviewer of the burden of con- 
sciously attempting to prepare for immediate recall of 
the session. If an observer-teacher is unavailable, the 
videotaping of a teacher and a subsequent review of 
the videotape with the teacher present serves a simi- 
lar, albeit less rich, function. 

A final variation on co-instruction is to have both 
teachers present in the interview. This approach, 
when used in teaching consultation and liaison psychi- 
atry, reinforces the concept of an alliance between 
physicians (a nonpsychiatrist and a psychiatrist). The 
therapeutic alliance between physician and patient is 
further enhanced by having the patient review the 
videotape alone with the primary physician or having 
the patient participate in the discussion of the video- 
taped interview. This technique reinforces the impor- 
tance of the patient's role as a participant ir. the health 
care team. However, it imposes limitations on the dis- 
cussion of the interaction between physicizns and pa- 
tient and the responses of the observers to the patient. 
One must be continually sensitive to the fact that when 
a patient gives permission to take part in such dis- 
cussions, he or she cannot be fully aware of what will 
take place and the feelings that will be aroused in all 
participants. 

It is advisable to plan for 3-4 minutes of discussion 
for 1 minute of videotape, or 60-90 minutes of dis- 
cussion for a 15-20-minute videotape. 


STUDENT CHARACTERISTICS AND 
EDUCATIONAL FOCUS 


Different kinds of students respond differently to 
videotapes. Medical students show the greatest inter- 
est in learning knowledge and interviewing skills that 
are traditionally designated as essential to the role of - 
the physician. Nonpsychiatric residents and psychiatric 
residents have a primary interest in learning patient 
management. Therefore, they focus on the develop- 
ment of a treatment program for the patient. They are 
less interested in reviewing the data that led to a diag- 
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ncsis. They prefer to view short videotapes or ex- 
cerpts from a longer tape. They may even resist re- 
viewing the observations that led to the management 
plan. Psychiatry residents are usually more interested 
than nonpsychiatric residents in examining issues of 
transference and countertransference. Factors that af- 
fect the ability of nonpsychiatric residents and medical 
students to examine these personal issues include a 
sense of adequacy as a neophyte physician and rapport 
with the teacher. With medical students and non- 
psychiatric residents, 3-8 hours of contact between the 
students and teacher may be necessary before an open 
discussion of transference and countertransference 
can occur. 

Established clinicians, whether physicians or other 
professionals in the field of health care, are usually in- 
terested in discussing the interpersonal aspects of the 
patient-clinician relationship. The participants sponta- 
neously present the relationship between the interview 
situation and the clinician's current and past life expe- 
riences. The primary area of learning interest is the 
patient-clinician alliance and its implications for treat- 
ment and therapeutic outcome. Most mature clinicians 
are not interested in reviewing the details of observa- 
tions that led to a specific diagnosis and tentative treat- 
ment plan. In this respect they most closely resemble 
the residents. 

In summary, when the same videotape is presented 
to medical students, residents, and established clini- 
cians, the focus of the students depends on the stu- 
dent's self-concept as a physician, which correlates 
with his or her experiences in this role. Thus, as might 
be anticipated, the established physician, who has a 
well-developed professional self-concept, is more 
comfortable with examining the nuances of feelings 
and behaviors of patients and self than the neophyte 
medical student who is incorporating the knowledge 
necessary for a physician’s identity. 

A comparison of the responses of medical students 
and family practitioners to a videotape of a patient will 
serve to illustrate the differences in educational focus 
cescribed above. The patient is Jane, a 14-year-old girl 
whose father is also the family practitioner’s patient. 
Jane’s father recently had a myocardial infarction and 
is in the intensive care unit of the local hospital. Jane is 
brought to the family physician by her mother because 
in the past week she has started to have ''spells,'' dur- 
ing which she suddenly loses consciousness and falls 
to the ground. The spells last less than a minute and 
are not accompanied by jerking or incontinence. After 
a spell Jane seems disoriented, but she quickly regains 
orientation to time, place, and person. Jane describes 
the spells: ‘‘I have these spells where I sorta jerk all 
over and then I fall down, and I can’t remember what 
. happened, The spells first started that night when the 
ambularice came to take daddy to the hospital—re- 
member that night, that awful night? Daddy came 
home that night, and he was drunk. Mother was mad at 
him because he was drunk. She didn’t want to let him 
in.” Jane turns toward the office door and asks, ‘‘Who 
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is that?" Then she resumes her story: ''Daddy kept 
pounding on the. door yelling for us to open the door 
for him and let him in.” Jane says to the physician, 
‘There is somebody there at your door. Don't you 
hear him?’’ Without waiting for an answer, she contin- 
ues, ‘‘He kept trying to get in, and there was a m. nute 
when I could have let him in because mother left the 
living room, and I was left all alone. I could have 
opened the door. But I was afraid because lots of times 
when daddy came home drunk like that he beat mother 
black and blue—he beat her all over. Well, almcst all 
over, and he could have done that to me.'' Jane pauses 
and asks, “Are you married, doctor?” Jane suddenly 
slumps forward onto the floor and lies immobilized for 
about a minute. She then gets up and sits down. She 
seems slightly confused and asks, ‘“‘What did I do?" 
She continues, ‘‘Daddy couldn't get in, and I didn't let 
him in. Then he kept pounding and pounding. He 
broke the door down. He came in, but it made him sick 
because he had a heart attack.” 

As Jane describes what was happening immed_ately 
before her father's myocardial infarction, she sits in a 
sprawled, sloppy manner. Her posture is changing 
constantly with sudden dramatic shifts. For example, 
she suddenly turns toward the door, flops back .n the 
chair, heaves her chest and torso toward the male phy- 
sician, leans forward in the chair, rocks rapidly, and 
thrusts herself toward the interviewer. This last behav- 
ior increases in intensity immediately before Jane asks 
the physician if he is married. During the recounting of 
her father's attempts to enter the house, she breathes 
rapidly and her eyes are dilated. 

This videotape was shown to a group of sophomore 
medical students who were learning the mental status 
examination. On the completion of the tape, the stu- 
dents were asked, "How would you describe Jane's 
behavior?" A male medical student answered, **Jane 
looks like a typical teenager." The student was asked 
to describe in greater detail Jane’s nonverbal behavior. 
The student's response: ‘‘She sat there with her arms 
resting on the side of the chair. She was slumped down 
in the chair until she suddenly got up and fell to the 
floor.” The teacher asked, ‘“Did anyone see any other 
behavior?" Another student said, ‘‘She was con- 
stantly moving. She interrupted the story because she 
heard noises outside of the door. She did a lot of rock- 
ing, especially just before she fell to the floor. ' The 
instructor had the tape played again in order for every- 
one to see what they might have missed in the first 
presentation. As the videotape was being replayed, the 
first male medical student began to blush. He looked at 
the instructor and said, ''I see what you mean.” In the 
discussion that followed, the instructor asked him to 
elaborate on his comment. The student said, ‘‘I missed 
how much she was moving around.'' This comment 
was said with some hesitation and blushing. Sevzral of 
the other students laughed, as did the student making 
the comment. The subsequent discussion focused on 
Jane’s sexually provocative behavior, the feelings it 
stimulated in the viewers, and the implications of the 
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effect of this type of behavior for evaluation and treat- 
ment. 

The same tape was shown to a group of experienced 
family practitioners. The majority of these physicians 
had been in practice for 20 years. The instructor 
asked, "How would you describe Jane's behavior?’ A 
male physician answered, ‘‘Were Jane and her father 
pretty close?" The instructor asked, *''What do you 
mean?” The physician responded, ''It seems as though 
her father must be very important to her. She talks as 
though she feels in control of him. She said she could 
have opened the door. It sounds like she thinks she has 
a lot of control over him, and from the way she is act- 
ing, I think it must be scary." The instructor asked, 
"What makes you think that?” ‘‘Well, as she talks 
more and more about her control over her dad in let- 
ting him in or keeping him out of the house, she is 
rocking more. Then she suddenly asked the doctor if 
he is married. Then it looks like she faints and she falls 
to the floor. I think she has a lot of mixed-up feelings 
about her dad. Do her mother and dad fight a lot?’’ The 
instructor answered, ‘‘Yes’’ and asked why the physi- 
cian thought of this possibility. The physican com- 
mented that, in his experience, if one of the parents is 
an alcoholic all of the relationships in the family are 
modified. He wondered if there was overt sexual inter- 
action between the father and the daughter, judging 
from the girl’s behavior on the videotape. The sub- 
sequent discussion focused on how mature clinicians 
rapidly evolve a diagnosis and preliminary treatment 
plan and the importance of thinking through the pieces 
of behavior that quickly lead to questions about the 
dynamics of the patient's symptoms. In some mea- 
sure, the immediate focus on understanding Jane's dy- 
namics also protected the family practitioner from 
considering the impact of the girl’s behavior on him- 
self. Therefore, the discussion also focused on the fact 
that a rapid shift to discussing the implications of her 
behavior served to protect the family practitioner from 
considering his reaction to Jane's behavior. He was 
better able than the second-year medical student to 
use an intellectual defense by an inquiry into the rela- 
tionship between Jane and her father. On the other 
hand, their years of experience in coping with this type 
of behavior resulted in the family practitioners' shar- 
ing their feelings and solutions. 

The contrast between focus and responses of these 
two groups of viewers points out the importance of the 
teacher's paying attention to the stage of professional 
development of the viewers and their years of experi- 
ence as physicians. 


PROBLEMS RELATED TO TEACHING MEDICAL 
STUDENTS 


Medical students have grown up with the medium of 
television as a source of amusement and education. 
They have developed a critical attitude toward quality, 
relevance of the material, and whether the level of pre- 
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sentation is above or. below their level of intelligence. 
The many years of exposure to highly emotional mate- 
rial on television has often fostered repression, denial, 
isolation, and reaction formation. These behavioral re- 
sponses to people or situations that are emotionally 
overwhelming may result in students' not believing 
that the patients shown on videotape are real. This re- 
action of disbelief may occur even when a real patient 
discusses his or her life and it resembles a dramatic 
film or television presentation. 

The use of videotapes in psychiatry has additional 
problems related to some medical students' biases or 
prejudices about psychiatry. Medical students may 
consider themselves experts in the observation of hu- 
man behavior. They have been observing, thinking 
about, and reacting to other people throughout their 
life. Each student has a body of knowledge, folklore, 
sensitivity, and values that reflect his or her family and 
social environment. Thus, lifelong familiarity with hu- 
man behavior, coupled with lifelong observations of 
behavior on television, may breed contempt for psy- 
chiatry and mask the student's underlying anxiety. On 
the other hand, the student's interest in scientifically 
examining the complexities of human behavior can al- 
so be a source of anxiety. This reaction occurs when 
the student has a personal confrontation with his or 
her own behavior through the observation of the pa- 
tient or of himself or herself. Questions about the 
meaning of the patient's behavior and the student's re- 
sponse pose the possibility of a demand on the student 
for a new personal adjustment. Irrational ar idiosyn- 
cratic reactions may serve as a basis for discussion 
about the range of normalcy and can be used to en- 
hance and improve the student's insight into patients' 
reactions to mental and emotional distress. 

A videotape of a 15-20-minute interview by a psy- 
chiatrist can be used to examine the resistance of stu- 
dents, particularly medical students, to taking time 
with patients. Medical students are concerned about 
the patient's open expression of feelings and thoughts, 
which confronts the student with problems that cannot 
be easily cataloged according to a problem checklist. 
Many students conceive of the physician's role as an 
active one in the care of patients. Listening is consid- 
ered to be a passive behavior and therefore antithetical 
to the practice of medicine. Listening also potentiates 
students’ becoming aware of feelings. The brief video- 
tape interview by a psychiatrist demonstrates the abili- 
ty to listen, to control exposure of thoughts and feel- 
ings, and thereby to maintain control over the inter- 
personal experience. 


EDUCATIONAL MATERIALS FOR PATIENTS AND 
THE PUBLIC 


The preparation of psychiatric educational materials 
for the public has many of the same problems as have 
been described with medical students. There is anxiety 
about emotional and mental illness and misconcep- 
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VIDEOTAPES 


tions about psychiatry and psychiatrists. These factors 
are further complicated by the fact that no teacher is 
present to interpret the videotape. Major goals of 
the videotape presentation include fostering an un- 
derstanding of emotional and mental illness, chang- 
ing attitudes toward psychiatry, and increasing the 
probability of potential patients’. seeking treat- 
ment. 

The attitude of any of the televised participants 
toward emotional and mental illness is a critical mes- 
sage. It is conveyed in nonverbal as well as verbal be- 
havior. Therefore, sufficient time must be allowed in 
the presentation for these communications to be ob- 
served by the viewer. (At least 3-4 minutes of viewing 
time are necessary.) The viewer's anxiety can be fur- 
ther mollified by specific examples or demonstrations 
of feelings and behaviors that indicate the need for 
medical and psychiatric assistance. Implicit in the be- 
havior demonstrated by the psychiatrist on videotape 
is an ability to form a partnership with the patient. 
Thus, the viewer can more easily form such a partner- 
ship with a personal physician when he knows what 
might be expected of him or her as a patient. Teaching 
the viewer how to describe the symptoms for which he 
or she is seeking assistance can alleviate anxietv about 
seeing a psychiatrist and improve the quantity and 
quality of information presented in the initial interview 
(14). 

A technique that decreases the viewer's anxiety and 
improves his or her understanding of how to develop 
an alliance is to have the psychiatrist interviewed by 
another person. If this person is another physician, he 
or she can provide a psychological bridge between the 
viewer and the psychiatrist-teacher. As another physi- 
cian, he or she can underscore items or ask questions 
that highlight the psychiatrist’s comments; as a pa- 
tient-surrogate, he or she can express the thoughts and 
feelings of the patient through questions (14). 

A common interview technique is for the psychia- 
trist to be interviewed by a nonphysician on com- 
mercial television. This is a critical opportunity for 
psychiatrists to demystify the role and practice of psy- 
chiatry. Nevertheless, it demands careful attention to 
the attitude of the interviewer toward psychiatry and 
toward the psychiatrist interviewee. The psychiatrist 
may also be adjusting to a new role as interviewee, 
which can adversely affect thoughts, feelings, and be- 
havior even in the most favorable of situations. The 
message of both the interviewer and interviewee must 
be agreed on before the filming, or the presentation 
becomes a competition at best. Furthermore, the psy- 
chiatrist must have control over the final preparation 
of the videotape that is seen by the public. A clear, 
articulate presentation can become an insensitive, 
biased comment in the process of editing. 

Finally, if the viewer's participation is one of the 
goals, an additional bridge between the presentation 
and the viewer is required. This goal can be reached by 
giving the viewer the name of a person to call or write. 
This is a more effective method than asking the viewer 
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to write or call a station because the presentation 
should encourage the development of a personal rela- 
tionship that must not be undermined or undome by 
making the viewer request further information from a 
box or telephone number. 

Public educational tapes are increasingly available 
in doctors' offices, hospitals, and other approoriate 
health care facilities. There are many sources (uaiver- 
sities, specialty societies, government libraries, phar- 
maceutical companies, and commercial companies) 
for these materials.! This recent innovation in health 
care education has the advantage of giving vizwers 
control over selection and presentation of material and 
offers them the opportunity to talk with professonals 
after viewing the videotape. Although critical evalua- 
tions of the effect of these presentations have not yet 
been carried out, it is an important area for develop- 
ment by psychiatrists. 
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Superkids: Competent Children of Psychotic Mothers 


BY CAROL KAUFFMAN, M.A., HENRY GRUNEBAUM, M.D., BERTRAM COHLER, PH.D., 


AND ENID GAMER, PH.D. i 


In a follow-up study of children of psychotic mothers, 
the authors examined a subgroup of outstandingly 
talented, colorful, and competent ‘‘high-risk’’ 
children. These children and their mothers were given 
a variety of psychological tests and were interviewed 
individually. They were then compared with a control 
group of children whose mothers had no psychiatric 
illness. The 6 most socially and intellectually 
competent high-risk children were strikingly more 
competent, colorful, creative, and talented than the 6 
highest functioning control children. They more often 
reported having a best friend and had extensive and 
positive contact with an extrafamilial adult. Another 
important variable in the prediction of high social 
competence among children at high risk is a warm 
relationship with the mother. 


IT HAS long been believed that genius is associated 
with madness. However, it is only within the past dec- 
ade that this assumption has been empirically ex- 
plored. Karlsson (1) investigated family histories of 
persons cited in Who's Who in Iceland and found that 
a higher proportion of these successful adults had a 
schizophrenic relative than persons not so cited. Hes- 
ton and Denny (2) compared a group of adopted-away 
adult offspring of schizophrenic biologic mothers with 
a matched group of adopted controls who had non- 
psychotic biologic mothers. The well offspring in the 
"schizophrenic" group showed better psychological 
health and more interesting vocations and hobbies 
than the offspring in the group with normal parents. 
Although most studies have focused on the impair- 
ments of adult offspring or relatives of psychotic indi- 
viduals, more recent studies have considered the is- 
sues of competence and creativity within this high-risk 
group. Garmezy (3, 4) described groups of children 
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with mentally ill parents who appeared to be *'in- 
vulnerable" despite the adversity with which they 
were confronted. Anthony (5) reported that 10% 5f the 
offspring of mentally ill parents in his research showed 


similar forms of unusual talent. Similarly, Rutt2r (6) 


reported findings from a British study which showed 
that in a sample of children of mentally ill parents, one 
in seven had some clear area of '*outstanding abgity.”’ 
These children seem to be a parallel population -o the 
"superphrenic'' successful adults found by Karlsson 
(1). Of course, there is a major problem in determining 
the extent of invulnerability in childhood—ch_Idren 
have not yet experienced adolescence and voung 
adulthood, the periods when psychiatric impairment is 
most likely to become evident. 

Findings regarding both children and adults who are 
the offspring of mentally ill parents raise the following 
important issues regarding the impact of parental men- 
tal illness on subsequent adjustment: 

1. How do these persoris manage to become £0 ex- 
tremely competent and successful when they have 
been confronted by such adverse circumstances? 

2. What are the unique features of the developmen- 
tal histories of those persons within the high-risk zroup 
who show unusual talent? 

3. If some of the offspring of mothers who have seri- 
ous mental illness are more creative than their zoun- 
terparts in a group with well mothers, how caa this 
subgroup of talented offspring be identified? 


THE ‘‘SUPERKID’’: A VIGNETTE 


The following vignette from our study of child-en of 
mentally ill mothers (7) illustrates the importarce of 
studying these highly competent children of mentally 
ill mothers, who may be termed "'superkids' ': 


When David (age 8) comes home from school, he and his 
best friend often go up to the attic to play. This large area 
reserved for David is filled with model towns, railroacs, air- 
ports, and castles complete with estates and formal gardens. 
He knows the detailed histories of most of his hundreds of 
models, particularly the airplanes. He knows in which bat- 
tles they were important and how they were used, the:r stra- 
tegic and structural strengths and weaknesses, and so forth. 
His latest project, carried out with the assistance of his 
uncle, involved constructing a catapult from raw materials. 
His school performance is rated as above average, and he is 
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considering taking an elective next year on war games. He 
relates well both to others of his own age and to adults. 

David's older sister Susan, now 15, is extraordinarily well 
read. Her other interests include swimming, her boyfriend, 
computers, and space exploration. She is currently working 
on a computer program to predict planetary orbits. One of 
her recent projects involved repair of the solar panels from a 
satellite donated to her school. When asked how she became 
interested in these areas, Susan discussed the significance 
both of school experiences and the interest shown in her by a 
college student who stayed with her when her mother was 
hospitalized. 


The parents of these two talented young people 
were divorced some years ago following the mother's 
hospitalization after the birth of the third and youngest 
child (who is not a superkid). Diagnosed as paranoid 
Schizophrenic, the mother works as a recreational 
therapist in a nursing home when she is well. She and 
the children live in a household characterized by both 
warmth and "organized chaos.” The children's proj- 
ects are scattered around the house. Although the 
mother attempts to set some limits, she is rather per- 
missive and gives the children extraordinary freedom 
around the house. 

The father lives nearby with relatives. He once en- 
gaged in graduate study but has since experienced psy- 
chiatric impairment. He is quite limited in his ability to 
relate to others and in the extent of his interests in the 
outside world. When he visits the children, it is gener- 
ally in the company of other family members, particu- 
larly their uncle. 

The two older children in this family show a wide 
range of interests and skills and are quite mature for 
their age. Despite their seriously disturbed parents, 
they function exceptionally well in school, at home, 
and with their friends. 

Based on observations of several families in which 
the children of mentally ill mothers showed unusual 
talent and creativity, we began a more systematic 
study of the best and worst functioning children in 
families in which the mother had been hospitalized 
previously for mental illness. These children were 
compared with a group from families in which mothers 
had not sought psychiatric treatment. 


METHOD 
The Groups 


The findings in this paper are based on data collect- 
ed during the follow-up phase of a larger study in 
which intensive home nursing aftercare was provided 
for mentally ill (psychotic) mothers with young chil- 
dren after the mother's discharge from participating 
psychiatric hospitals (8). The well comparison group 
was recruited through advertisements in local newspa- 
pers. These individuals had never received psychiatric 
treatment. Mothers in the mentally ill and well com- 
parison groups were contacted approximately 4 years 
after the original study regarding participation in the 
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follow-up study. A total of 41% of the mentally ill 
mothers and 45% of the well mothers agreed to partici- 
pate. Findings regarding the comparability of these 
two groups of mothers have been presented elsewhere 
(9). In brief, it was found that social class, intellectual 
ability, chronicity of adjustment, and degree of self- 


evaluated or staff-evaluated success in the previous in- 


tervention project did not differentiate participants 
from nonparticipants in the mentally ill group. Among 
well mothers, the only demographic factor that dif- 
ferentiated participating from nonparticipating moth- 
ers was age (t=2.94, p<.01), with participating moth- 
ers somewhat older than those who did not participate. 

Of the 30 mentally ill women in the follow-up study, 
18 had a diagnosis of schizophrenia and 12 had bipolar 
or unipolar affective psychosis. There were 22 well 
mothers. The groups of mothers were almost equiva- 
lent in terms of social status and age. The t'wo diagnos- 
tic groups of previously hospitalized mothers were 
equivalent in terms of chronicity of illness and dura- 
tion of previous hospitalizations (7). The children in 
the three groups were similar in age and verbal in- 
telligence, and the proportion of boys and girls in the 
groups was not significantly different. 

All of the children in the follow-up research had par- 
ticipated in at least one of the earlier studies. Children 
were originally chosen as ‘‘targets’’ on the basis of 
being the youngest offspring. When possible, the sib- 
ling closest in age also received the complete battery 
of tests and evaluations. In the analysis presented here 
3 of the children are siblings of the original target chil- 
dren. 


The Measures 


Ratings of current level of social functioning were 
made for fathers, mothers, and children in the men- 
tally ill and well groups. Children's competence was 
evaluated on Anthony's 6-point scale (10) in each of 
six areas: 1) psychopathology, 2) peer relationships, 3) 
academic functioning, 4) hobbies and areas of interest 
and expertise, 5) cognitive development and deploy- 
ment of attention, and 6) behavior during testing, inter- 


view, and observation. The summary competence 


score was based on all six areas of current functioning. 
These ratings were derived from a semi-structured in- 
terview administered before any extended contacts 
were made with the mother during the follow-up 
study. Ratings of maternal and paternal psychosocial 
functioning were based on the Strauss-Carpenter inter- 


. view (41-13), which reduces a large amount of infor- 


mation obtained from a structured interview to eight 
specific scales that have been shown to be reliable: 1) 
adjustment to occupational demands, 2) fullness of life 
and use of recreation and leisure, 3) frequency of inter- 
personal contact, 4) extent of satisfaction in inter- 
personal relations, 5) hospitalization during year, 6) 
ability to meet basic needs, 7) presence of symptoms, 
and 8) an overall summary evaluation of level of func- 
tioning. 
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SUPERKIDS 


RESULTS AND DISCUSSION 


Children were rank-ordered using the summary 
competence score on the interview measure, and the 6 
children ranked most and least competent in both 
groups were selected for more detailed study. In the 
group with mentally ill mothers, children in the high- 
and low-competence groups did not differ significantly 
in terms of sex, social status of the family, or age. Of 
the 6 most competent children in the high-risk group, 3 
children had schizophrenic mothers and 2 children had 
schizoaffective mothers. Only 1 child in the most com- 
petent group had a depressed mother, but 5 of the 6 
children in the low-competence group had mothers 
who were depressed. 


Comparison of the Most and Least Competent High- 
Risk Children 


Levels of functioning and competence were com- 
pared across the mother-child pairs using the summary 
ratings based on the separate interviews with the 
mothers and children. The most striking finding was 
that in the high-risk group the 6 least competent chil- 
dren had mothers who received the 6 lowest summary 
scale scores on level of functioning. To explore the sig- 
nificance of these findings, we studied the relationship 
cf maternal functioning to child competence in the 
mentally ill women and their children. When the 
mothers and children were divided into those above 
and below the median for their generation on the mea- 
sures of social competence (children) and functioning 
(mothers), there was some indication that mothers 
functioning above the median had children who were 
above the median for social competence (.10<p<.20). 
When we considered only the highest and the lowest 
quartiles, a significant association (p.01) was found 
between maternal functioning and children's compe- 
tence.! | 

In addition to the summary score for psychosocial 
functioning among the mothers, the separate areas of 
maternal functioning were compared for the most and 
least competent children. Mothers of the most com- 
petent children showed more frequent social contacts, 
higher efficiency in working outside the home, and 
greater ability to meet their own needs than the 
mothers of the least competent children (p<.005). 
They also had more satisfying social relationships and 
fewer symptoms characteristic of psychiatric illness 
‘p<.025). These findings suggest that the more com- 
petent children have mothers who are currently better 
able to function at home, at work, and in their relations 
with others. 

Current adjustment among the children. There was 
a significant association between overall competence 
and involvement in social relations. Five of the 6 most 
competent children reported extensive contact with an 
adult outside the family, whereas none of the children 
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in the low-competence group had such relationships 
(x?=9.33, p<.01). In addition, 4 of the 6 most com- 
petent high-risk children had at least one very close 
friend, and 2 reported at least moderately close 
friends. Four of the 6 low-competence children re»ort- 
ed no special friendships and 2 reported at least one 
moderately close friend, suggesting that more zam- 
petent children are better able to maintain intimate so- 
cial ties with peers (y*^-8.00, p<.02). 

The more ,competent children also demonst-ated 
greater success in relating to the interviewers. Five of 
the children later ranked as the most competent were 
rated by interviewers as showing good rapport; the 
sixth was rated as having a mixed relationship with the 
examiners. In contrast, 4 of the children in the low- 
competence group were rated as showing poor ra»port 
and 2 as having a mixed relationship with the -nter- 
viewer. The association between social compezence 
and ability to form a positive relationship with the in- 
terviewer (*—9.33, p<.01) provides additional con- 
firmation of the greater adequacy of the high-ccmpe- 
tence children in forming social relationships, irclud- 
ing those with adults. 

Family milieu and competence in high-risk children. 
Because this was a long study and the project staff 
were highly involved in the lives of the menta Iy ill 
mothers, there was much known about these farrilies, 
including detailed life histories. Comparisons cf the 
family milieus of children in the high- and low-ccmpe- 
tence groups revealed differences that were cons. stent 
with the findings based on the more systematic inter- 
view data. All of the children in the high-compeience 
group had received caring attention from their mcthers 
during the preceding 7 years, while such caring atten- 
tion was absent in the histories of the low-competence 
children. 

One of the mothers in the high-competence zroup 
told the project staff in an earlier interview tha: her 
daughter was *'the best thing that happened.” At that 
time, the relationship between the mother and Fer in- 
fant daughter was rated as warm and affectionzte, in 
contrast to her relationship with an older offspring, a 
boy, who is now severely disturbed. 

Sarah, a highly competent child, was observed at the 
age of 4'/2 years with her mother. Her mother in- 
formed the staff that Sarah got along well with all fam- 
ily members, and she commented spontaneously that 
‘in fact, we all enjoy ber.” Six years later this child 
was described by her mother as the only family mem- 
ber who was really close to her and who was rot in- 
timidated by the father's demanding nature. Sarah 
seems to have an empathic relationship with her 
mother in which each enjoys the other's companv. 

The histories of the relationships between parents 
and children in the low-competence group dd not 
show this degree of mutuality between parert and 
child. In repeated observations of mothers and chil- 
dren in this group, staff consistently noted the absence 
of parental investment in the child's life. Matermal be- 
havior earlier in the lives of all of these children was 
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described and rated as unresponsive, vague, abrupt, or 
intrusive. -Positive involvement between mother and 
child was strikingly absent among children in this 
group compared with the high-competence group. . 

Social competence in high-risk versus control chil- 
dren. To determine the relative competence of the 
children of mentally ill mothers, the 6 most competent 
children from the control and high-risk groups were 
compared. The children from well families were nei- 
ther outstanding nor as creative as those in the high- 
competence high-risk group. Much of this difference 
can be attributed to the 3 most competent high-risk 
children, who were superior in every respect to the 
most competent children with well mothers. None of 
the children in the control group could be compared to 
David, whose creative abilities were described in the 
^ first section of this article, or with Sarah, age 10, who 
scored above average on the Wechsler Intelligence 
Scale for Children (WISC) and who plays the violin, 
flute, organ, guitar, and clarinet. Sarah wants to be a 
docior when she is an adult and shows distinctively 
superior visual-spatial abilities. For example, she de- 
scribed the shape of a diamond as a ‘‘rhombus tilted 
on its side.” 

The findings we have reviewed here suggest that 
some of the children of mentally ill mothers are unusu- 
ally competent and have a wide variety of interests and 
unusual capabilities. It should be noted that these chil- 
dren were markedly superior in competence even to 
the other 3 children rated as highly competent in the 
high-risk group. 

Invulnerability and the relationship between mother 
and child. Anthony's hypothesis (5) that invulnerable 
children of mentally ill mothers have relationships 
with their mothers that are supportive and empathic 
but not intrusive was supported by our study. The 
warm relationships these children enjoyed with their 
mothers is consistent with Rutter's discussion (6) of 
factors that reduce the impact of maternal mental ill- 
ness on the child's development. It is interesting that 
even serious psychopathology does not necessarily re- 
duce the mother's ability to become involved in a 
warm and supportive relationship with the child. 

Almost all mothers of the highly competent children 
had histories of schizophrenia rather than depression. 
Earlier reports of this research group (7, 14) have 
shown a much more profound impact of severe mater- 
- nal depression than of schizophrenia on the child's de- 
velopment. The deleterious impact of severe maternal 
depression is evident in such subtle aspects of the 
child's adjustment as performance on measures of sus- 
tained and selective attention, as well as in such global 
measures as the Wechsler scales, where the mean 
score for 5-6-year-old children of depressed mothers 
was more than 12 points below that for children of 
schizophrenic and well mothers, whose scores do not 
differ significantly. 

The apathy and lethargy shown by severely de- 
pressed mothers appears to have a more deleterious 
impact on the child's development than the alterations 
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in mood and cognitive disturbance of the schizophren- 
ic mother. The depressed mothers are so intellectually 
and emotionally impoverished that they have little to 
offer their children. The schizophrenic mother sees the 
world in a very deviant way. However, when this idio- 
syncratic view of the world is combined with maternal 
warmth, it is possible that the child may gain unusual 
perspectives, which are potentially creative, in a man- 
ner akin to the concept of regression in the service of 
the ego as described by Kris (15). Itis clear that a mod- 
el which presumes that the mentally ill mother trans- 
mits to her child irrationality that inevitably interferes 
with adjustment cannot explain the extent of talent and 
competence shown by the subgroup (about 10%) in the 
present research, as well as in Anthony's earlier study 
(5). 

The mother's level of current functioning is even 
more important than her diagnosis in understanding 
the impact of her disturbance on the child's later de- 
velopment. Women who are isolated from social con- 
tacts and who cannot function effectively in their adult 


: social roles have children with lower competence. The 


mother's impaired functioning provides a poor model 
for the child's own development. These mothers re- 
quire more frequent hospitalizations, wh:ch further 
disrupt the child's adjustment. Maternal social isola- 
tion also may restrict the range of the child's social ties 
and prevent the development of extensive and in- 
tensive social relations like those enjoyed by the com- 
petent children. Indeed, as the mother becomes isolat- 
ed from social ties, she may depend increasingly on 
the child for support, leading to a symbiotic relation- 
ship such as the folie-à-deux described by Anthony 
(16) in a mentally ill mother and her daughter. 

The social environment of the competent children 
appears to be marked by the presence of ''good 
enough’’ objects for those children who have the ca- 
pacity to attract others and to maintain good relations 
with them. Consistent with this observation, Mednick 
(17) has reported that children of schizophrenic 
mothers who tended to decompensate most did not 
have the ‘‘appeal-ability’’ of their adequate peers and 
were disproportionately difficult to place in adoptive 
homes. 


CONCLUSIONS 


The overall picture of the highly competent child of 
a mentally ill mother that emerges from this study is 
one of a child with important relationships within the 
nuclear family and in the outside world with both peers 
and adults. These results do not support Anthony’s 
earlier speculation that a child at risk becomes a super- 
phrenic (i.e., gifted and creative) at the cost of main- 
taining close and satisfying relationships with others. 
The outstanding children in our study show age-appro- 
priate social skills in addition to their creative talents. 
These children also place a premium on mastery, as 
shown in their hobbies and their motivation io perform 
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well on tests of intelligence and attention. They appear 
to enjoy their successes, which further enhance their 
sense of self-esteem. The competent children in the 
study enjoyed many friends and an impressive array of 
talents, but many had brothers and sisters who were 
less adequate and less successful, often far less so. 
Particular aspects of the relationship between parent 
and child, together with innate differences in ego- 
strength and attractiveness, are responsible in some 
complex manner for these outcomes. 

Children who were less competent came from fami- 
lies in which there was a paucity of supports for their 
development. Their mothers functioned particularly 
poorly at home and in the outside world and did not 
respond appropriately to their children’s needs.. The 
children appeared to be less appealing than their more 
competent counterparts and were less likely to elicit 
caring or friendship from others. These children may 
be more likely to become enmeshed in a symbiotic 
relationship with the mother. 

Our findings suggest that at least some of the chil- 
dren of mentally ill mothers are unusually talented and 
that greater differentiation in the nature of the child’s 
coping abilities must be made when studying children 
at risk. The most competent children appear to be 
more likely to have schizophrenic mothers, while the 
least competent children are likely to have severely de- 
pressed mothers. Additional studies of social compe- 
tence and creativity among children may provide im- 
portant new information regarding factors responsible 
for emotional health throughout the life cycle. 
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On Schizophrenic Psychoses 


BY MANFRED BLEULER, M.D. 


The author traces the history of the concept of 
schizophrenic psychoses from Kraepelin's 
differentiation of dementia praecox from other mental 
illness and Bleuler's formulation of schizophrenia 
through the delimitation of the definition of 
schizophrenia to current thought on the etiology, 
treatment, and outcome of schizophrenic psychoses. 
He stresses the importance of our knowledge of both 
psychological and hereditary factors and urges that 
rather than searching only for a single, causal 
metabolic error we also accept the possibility that 
schizophrenia occurs in highly human, spiritual 
spheres and consider the schizophrenogenic 
influences in the lives and personalities of individual 
patients. 


IN 1912, very shortly after the first papers on schizo- 
phrenic psychoses were published, Adolf Meyer (1) 
called them *''a certain clearing of the relations be- 
tween Freudian and general psychopathology."' This 
proved to be true: the conception of schizophrenia be- 
came the first solid bridge between Freud's teachings 
and clinical psychiatry. Meyer continued, 


These relations promise to be more genuine and far- 
reaching in our continent [at that time North America was 
his continent] than in Europe and will, I hope . . .leadtoa 
give and take of . . . common work by persons who are 
ready to admit that they may be of different temperaments 
and capacities but that they can leave the acceptance of 
their methods to the test of trial and experience rather 
than doctrinal persuasion or dogmatic taboo. 


When Emil Kraepelin (2) and Eugen Bleuler (3, 4) 
introduced the concepts of dementia praecox and 
schizophrenic psychoses in 1896 and 1908, respective- 
ly, they intended to make a modest contribution to the 
discussions among the small number of psychiatrists 
of their time. They qualified their conception as a pre- 
liminary attempt to summarize clinical experience. 
Neither of them foresaw that their ideas would contin- 
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ue to be dynamic and controversial for the following 80 
years. I will summarize here the most important con- 
troversies concerning the concept of schizophrenic 
psychoses that have been fought out during the last 80 
years and in particular those that continue. 


THE CONCEPT OF SCHIZOPHRENIC PSYCHOSES 


The astonishing statement was made some years ago 
that schizophrenia does not exist, even though more 
than 100,000 papers have been published on this dis- 
ease, which afflicts 196 of all adults. Curiously enough, 
even those who deny the existence of schizophrenic 
psychoses use and need this designation and have not 
found a better one. However, I agree with their 
denying that schizophrenic psychosis is a disease in 
that the definition of disease is open to discussion. 
When I was a country doctor in an alpine village, I 
admitted as my patient anyone who was suffering and 
asked for my help as a doctor. His suffering was a dis- 
ease, even if it was also what we called a schizophren- 
ic catastrophe. And since I am a psychiatrist I ac- 
knowledge schizophrenic psychoses as diseases be- 
cause they are disintegrations of the most important, 
most vital functions of human life, which in healthy’ 
men and women are highly organized. This dis- 
integration extends to life itself in many cases— 
through starvation or exhaustion, for instance. 

It has been forgotten that in the first decades of our 
century there was a violent conflict regarding the justi- 
fication of Kraepelin's attempt to distinguish patients 
suffering from dementia praecox from other mental pa- 
tients. We should remember the main value of this dis- 
tinction; it has enabled the introduction of s»ecial ther- 
apeutic indications into psychiatry. If it had never 
been introduced, we would still treat patients who 
have general paresis, toxic psychoses, or psychoge- 
netic cloudy states as we treat schizophrenic patients, 
and we would be tempted to treat schizophrenic indi- 
viduals as we treat patients with pellagra psychoses or 
Basedow psychoses. The development of psychiatric 
therapy would not have been possible without Kraepe- 
lin's conception of dementia praecox. 

Eugen Bleuler defended Kraepelin with the same 
enthusiasm with which he defended many of Freud's 
teachings some years later. Kraepelin was in need of 
help at this time, when one group of psychiatrists criti- 
cized his concept as too broad and others as too nar- 
row and many as futile. Bleuler qualified his own work 
as a minor contribution to the greater work of Kraepe- 
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lin. Bleuler's contribution was the statement that the 
clinical manifestations of the psychosis are to be un- 
derstood psychodynamically and are open to psycho- 
logical influence. He did not dare, however, to explain 
the whole origin of the psychosis and he did not an- 
swer the question of why the schizophrenic individual 
tries to defend his ego in the schizophrenic way and 
not in the way of a neurotic or healthy person. Kraepe- 
lin fully acknowledged Bleuler's contribution. 

The emotional waves around Kraepelin's and Bleu- 
ler's conceptions gradually abated, and before World 
War II the diagnosis of schizophrenic psychoses had 
become commonplace in most countries. It has not 
been sufficiently considered, however, that French 
psychiatrists conceived a particular psychiatric classi- 
fication, in which a place for the concept of schizo- 
phrenia is difficult to find. The French concept is well 
represented by the gigantic work of Henri Ey (5), who 
died in 1977. It has been called ‘‘a philosophical work 
of rare and eminent nobility.” 

For many French psychiatrists there is a fundamen- 
tal difference between acute and chronic psychoses 
and therefore also between acute schizophrenic epi- 
sodes and chronic schizophrenic psychoses. They 
consider acute psychoses as a disintegration of the 
champ de la conscience—the spiritual field in which 
ego, place, time, and actual environment are in- 
tegrated—a disintegration of the actual ego. Chronic 
psychoses are considered to be a disintegration of the 
personality, the stable aspect of the ego. Each of these 
two types of disintegration is then qualified according 
to degree. Outcome and etiology are only considered 
in the third place. Langfeldt (6) in Norway arrived at a 
similar subdivision, and Meyer's teachings of reaction 
types, although independently conceived, were to 
some extent related to the French concept. According 
to my own findings, there really is a certain difference 
in the pathogenesis of some acute and most chronic 
schizophrenic psychoses, but they have also some 
pathogenetic traits in common. The integration of the 
French concept with those of the schools in other 
countries, however, remains a task for the future. 


REFINING THE DEFINITION OF SCHIZOPHRENIA 

After the designation of schizophrenic psychoses 
had been widely introduced into medical thinking, 
ihere arose extremely conflicting opinions about the 
delimitation of the concept. Eugen Bleuler had includ- 
ed mainly the same criteria as Kraepelin but stressed 
that the progression toward deterioration is not re- 
quired for diagnosis. Contrary to Bleuler's intentions, 
his interest in the psychodynamics of schizophrenia 
was temporarily followed by an undue broadening of 
the diagnosis. He had pointed out how important au- 
tism and ambivalence are in schizophrenic develop- 
ment. As both of them also have a role in most neurot- 
ic developments and even in the lives of healthy indi- 
viduals, the psychodynamic view threatened the 
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delimitation of the diagnosis, and the boundaries be- 
tween neurotic and schizophrenic development be- 
came indistinct. To retain any meaning in the diagno- 
sis, it had to be accepted that the schizophrenic patient 
does not distinguish himself from a neurotic or hea.thy 
person by psychodynamics but by the result of what 
goes on psychodynamically in him. That is to say. the 
high degree of autism and disorganization in his atti- 
tude toward reality makes it impossible for his sccial 
group to understand him and to feel with him, waich 
leads them to judge him as deeply changed and as 
mentally sick or insane. Schizophrenia can onlr be 
diagnosed when it has manifested itself as a psy- 
chosis. 

It was easier to reach general agreement on the dif- 
ferentiation of schizophrenic psychoses from psyzho- 
ses due to cerebral or other physical diseases than on 
their separation from mere psychological reaction 
types; the characteristics of the acute and chronic ce- 
rebral psychosyndrome are lacking in schizophrenic 
psychoses. The main characteristic of schizophrenic 
psychoses contrasts sharply with the severe forms of 
psychocerebral syndrome: hidden behind the psychot- 
ic manifestations there are an intact personality, imtact 
intellectual abilities, and very human and warm feel- 
ings. This impressive phenomenon of two persenal- 
ities in one patient, of the split personality, is ore of 
the justifications for the label schizophrenia. 

In a small minority of cases the psychopatholozical 
consequence of somatic disease is not a typical cere- 
bral syndrome and can hardly be distinguished “rom 
schizophrenic symptomatology, at least in certain 
phases of the disease and without very careful o5ser- 
vation. Rare cases or particular phases of most zcute 
and chronic intoxications—by amphetamines or atro- 
pine, for example —can have a symptomatology simi- 
lar to schizophrenia. The same is true for many meta- 
bolic diseases, such as hyperthyroidism, Cushing’s 
disease, or homocystinuria, and for certain cerebral 
tumors and temporal epilepsy. We have learned to dis- 
tinguish symptomatic schizophrenic psychopathelogy 
from real schizophrenia, in which we cannot prove a 
somatic background (at least not with our present 
knowledge). 

In accepting these criteria we have reached fair in- 
ternational agreement regarding the diagnostic delimi- 
tation of schizophrenic psychoses. The second World 
Congress of Psychiatry in 1957, which was devoted ex- 
clusively to schizophrenic psychoses, the increasing 
number of personal contacts between psychiatrists o£ 
different countries, and the recent multinational study 
sponsored by the World Health Organization have 
greatly contributed to this result. Experienced psychi- 
atrists now diagnose the majority of patients in the 
same way even without computers; the recent statisti- 
cal studies indicate that there is considerable diagnos- 
tic conformity. Many Russian psychiatrists, however, 
have a much wider conception of schizophrenia, and it 
is important to reach mutual understanding of tha two 
points of view. 
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Although there is fair international agreement on di- 
agnosis, there is none regarding morbid personality de- 
velopment and psychoses that are not schizophrenic 
but are suspected to be genetically related to schizo- 
phrenia. American psychiatrists have started very 
promising studies of these conditions, which they label 
“schizophrenic spectrum” conditions. In these stud- 
ies it is important to take into account the results of 
numerous careful European studies, for example, 

l. Schizoid personality developments have been 
shown to be genetically connected with schizophrenic 
personality developments. Meyer (7) suggested this 
relationship by contrasting two types of people, those 
who live in terms of ‘‘we’’ (the syntonic) and those 
who live in terms of ‘‘I’’ (the egotropic); the schizoid, 
whose personality is vulnerable to schizophrenic 
breakdown because it cannot adapt to the community, 
does not easily participate in a ‘‘we.”’ 

2. It has been demonstrated that the schizoid per- 
sonality development in schizophrenics is correlated 
with very cruel and miserable childhood conditions 
and that unhappy childhood conditions have particular 
Importance for those schizophrenics who develop a 
sch:zoid personality from childhood on. 

3. Family studies have demonstrated that inter- 
mediate states do exist between normal psychological 
reactions and some (but not all) acute schizophrenic 
episodes. The so-called schizophrenic reactions and 
many induced psvchoses belong to these intermediate 
states. 

4. It has been shown that among the psychotic rela- 
tives of schizo-affective psychotic patients schizo-af- 
fective psychoses are in the majority, but there are al- 
so more schizophrenic and manic-depressive individ- 
uals among them than among the average population. 


Etiology 


Taere has been great progress in our knowledge of 
and international agreement on the pathogenesis of 
schizophrenic psychoses. The importance of this prog- 
ress is not realized by those who do not remember the 
time before the World Congress of 1957 when there 
was great confusion on this subject; some schools re- 
garded the genesis of schizophrenia as an absolute 
mystery, adherents of somatic hypotheses contended 
with psychodynamists and vice versa, and psychia- 
trists of different schools seemed to be speaking dif- 
ferent languages. Nor is the progress we have made 
acknowledged by those who minimize the importance 
of the facts we have discovered and still seek the cause 
of a mystery. I disagree with those who say that our 
pathogenetic knowledge is still minuscule and that we 
do not have enough knowledge to formulate prelimi- 
nary etiological hypotheses. I believe that our knowl- 
edge of the facts on the nature of schizophrenic psy- 
choses has become considerable, and these facts en- 
able us to form useful ideas about the nature of 
schizophrenic catastrophes. By denying the impor- 
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tance of facts we repudiate the teachings of Adolf 
Meyer (8). 


RELATIONSHIP OF PSYCHOLOGICAL AND 
HEREDITARY FACTORS 


Today most psychiatrists of all countries would 
agree with one fundamental statement: that in the 
pathogenesis of psychosis hereditary influences and 
environmental influences are interwoven, in an indi- 
vidual way. This has been suspected for a long time, 
but we now have every reason to be certain of it. What 
is the nature of the most important psychological influ- 
ences, and what is the nature of the most important 
hereditary dispositions in the genesis of schizophrenic 
psychoses? How far have we gone toward reaching 
general agreement with regard to these questions? 


Psychological Influences 


When we study the life history of an individual pa- 
tient and observe the far-reaching psychological influ- 
ences on the course of the disease, it seems very likely 
that psychological influences are significant in the 
pathogenesis of schizophrenia. Research initially un- 
dertaken to prove that schizophrenia is a hereditary 
disease has also, curiously enough, pointed in this di- 
rection: since monozygotic twins are often discordant 
in their development of schizophrenia, environmental 
influences can no longer be questioned. 

One of the first steps toward modern psycho- 
dynamic concepts was the understanding of many 
schizophrenic symptoms as symbols—expressions of 
a so-called complex —of a bundle of ambivalent memo- 
ries and fantasies related to highly emotional and pain- 
ful life experiences. This concept was the result of the 
early mutual research of Eugen Bleuler and Carl Jung. 
Freud approved, and on December 30, 1906, he sent a 
postcard to Bleuler from Vienna. Its translation into 
English follows: 


After Jung's magnificent study on dementia praecox, 
your paper with such a wide perspective! I am confident 
we shall soon conquer psychiatry! I am certain that you 
approve of me too much as far as you agree with me. 
"*Genial,"'! for instance, has to my mind another meaning. 
On the other hand, it is fairly clear to me that our oppo- 
nents are blockheads, and I always admire you and Jung 
for your polite behavior. Prosit 1907. Yours, Doctor 
Freud. 


Ever since then the conception of psychodynamics 
in schizophrenia has developed along the same lines as 
psychodynamics in general. We are no longer satisfied 
when we discover a relationship between 4 symptom 
and a complex; we want to understand the relationship 
between the patient's whole life history and his per- 
sonal development toward schizophrenic psychosis. 


1**The work of a genius.” 
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Meyer foresaw this development. Two years after 
Freud had written his New Year's greetings, Meyer 
(9) wrote, ‘‘The mental reactions are the attitudes and 
reactions of the person as a whole... ."' 

As Meyer foresaw, most important contributions 
in broadening our psychodynamic view have been 
made by American psychiatrists. With our present 
training we believe we understand the schizophrenic 
person's morbid development to be essentially the 
same as the development of the neurotic or healthy 
individual, with one assumption: unhappiness can 
reach a threshold in human development. It is reached 
when the patient autistically withdraws from reality 
under overwhelming stress, when he thinks, acts, and 
feels as if he is not in the real world but in a world 
created by his fantasy —a world adapted to the dishar- 
mony of his own inner needs and the disharmony be- 
tween his needs and reality. 

Is there a specific psychological stress in the life his- 
tory of the schizophrenic person, a stress different 
from that in the life history of many neurotic and any 
healthy people? The importance of this question is fre- 
quently overlooked. If we cannot find a specific schiz- 
ophrenogenic stress, if the schizophrenic has essen- 
tially suffered from the same life stress as many who 
never become schizophrenic, then we must look for 
another factor in the pathogenesis. Clues to the identi- 
ty of this other factor can, as far as we know, best be 
found in hereditary disposition. 


Hereditary Factors 


Many speculations concerning special stress in the 
life history of schizophrenic patients have been dis- 
carded. My experience and that of others have shown 
it to be probable that the schizophrenic has suffered 
from essentially the same psychological distress as 
many people who never become schizophrenic—the 
schizophrenic has suffered to a severe degree, it is 
true, but hardly more than many others. This was 
Freud's belief, and the same belief is included in 

. Meyer's concept of personal reaction types of people 
undergoing the same stress. 

The scene was dramatically changed when Ameri- 
can psychiatrists started to describe stress factors, 
which appear to be specific to a certain degree. Their 
teachings started with the description of a ''schizo- 
phrenogenic mother.” It is clear today that only about 
a quarter of all mothers of schizophrenics fit into the 
picture of the schizophrenogenic mother, and the ma- 
jority of children of those mothers are never schizo- 
phrenic. We have also realized how dangerous it may 
be to designate a mother as schizophrenogenic, as it 
suggests that she is responsible. Even if we have dis- 
carded the designation from our vocabulary, we must 
not forget what great progress was made after its in- 
troduction. What Americans called a ‘‘schizophre- 
nogenic mother" had been described long before in 
Europe as a ‘‘schizoid mother," but in Europe schiz- 
oid features were considered hereditary, and the schiz- 
oid mother was supposed to transmit to her child a he- 
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reditary disposition toward schizophrenia, whereas 
the schizophrenogenic mother was supposed to zreate 
an environmental, psychological disposition toward 
schizophrenia. The confrontation with the alternative 
explanation behind the term ‘“‘schizophrenogenic 
mother” had a useful shock effect on those European 
psychiatrists who were a part of the Jaspers school 
and believed that a psychosis was by its nature not to 
be understood psychodynamically. 

A further great step forward in our knowledge of 
schizophrenogenic influences came from the American 
descriptions of disturbed relationships within the pa- 
rental families of schizophrenics: the clinical point of 
view of Lidz (10) and many other clinicians aad the 
experimental point of view of Wynne and Singer (11). 
Based on their findings, effective international cooper- 
ation on further research has occurred. Further ques- 
tions open for study are, for instance: Does the schizo- 
phrenogenic intrafamilial communication pattern de- 
scribed by Wynne and Singer exist independeatly of 
the influence of the problem child himself? Cr is it 
mainly influenced by him? Wynne demonstrated that 
there is at least a partial independence. But wha is the 
origin of the parental communication peculiarity , :f not 
difficult communication with a difficult child? Mach re- 
search is needed in regard to this question. In our ex- 
perience, the influence on his parents of a child devel- 
oping a schizophrenic psychosis is great, both clinical- 
ly and judged by so-called schizophrenic signs in the 
Rorschach test. (This is not contrary to Wynne's find- 
ings as he examines the style of communication and 
not clinical psychopathology or the usual signs in the 
Rorschach test which suggest schizophrenia.) 

Another question open to further research is, Co the 
influences of the parental family have the same signifi- 
cance for all schizophrenic psychoses? In our experi- 
ence, this is not the case. Tense, schismat c. and 
skewed climate in families has its greatest influence on 
patients who develop schizoid personality traits before 
the psychosis. Another problem has been how -o eval- 
uate the significance of the communication pa-tern or 
the family role structure as compared with the s:gnifi- 
cance of other psychotraumatic situations—in puber- 
ty, for instance, or after childbirth. 

Although effective international cooperation cn the 
environmental influences on the genesis of psychosis 
is apparent, such cooperation regarding hereditary fac- 
tors is still lacking. It is, however, widely acknowl- 
edged that heredity plays a part. This was suspected 
long ago but needed to be confirmed by the new and 
important American adoption studies. 

A new question arises: Are all hereditery dis- 
positions due to a verifiable metabolic error? Cr can 
hereditary transmissions exist without such am error? 
Whether the discovery of a metabolic error is essential 
for therapy or whether there can be an effectiv2 causal 
therapy without the demonstration of a metabolic er- 
ror depends on the answer to this question. Curiously 
enough, although the question is important, it :s rarely 
discussed and hardly even formulated. 
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For many psychiatrists it is self-evident that as he- 
reditary influences are proven, a metabolic error has to 
be discovered and that its discovery will be followed 
by the great and decisive therapy which acts on metab- 
olism. Nobody wants to discourage researchers with 
this belief. We should realize, however, that hard facts 
speak against such a conception and that there are 
many alternatives. Since I was a boy, a particular 
Mendelian transmission of schizophrenia has been 
‘‘discovered’’ nearly every year, but none of them is in 
accord with all the findings and most of them are soon 
forgotten. Many metabolic errors in schizophrenics 
have been described, but a decisive causal significance 
has not been demonstrated for any of them. On the 
other hand, many abnormalities of metabolism are 
transmitted according to Mendelian rules, but none of 
them is accompanied by typical schizophrenic psycho- 
ses. They are accompanied by feeblemindedness or in- 
fantilismus. Even many diseases transmitted accord- 
ing to Mendelian laws are far from being explained by 
errors of metabolism. Also, we must not forget that the 
Mendelian theory of schizophrenia is not compatible 
with the observation that the fertility of schizophrenic 
‘individuals is very much reduced but its frequency re- 
mains constant. 

Psychiatric geneticists should realize that the classi- 
cal discoveries of Mendelian transmission, of genes as 
chemical units, and of the genetic code are not the key 
to the understanding of every factor in hereditary 
transmission. They explain particularities and minor 

details in the ontogenesis but not the magnificent 
harmony of forms and functions of any living indi- 
vidual. 

The biologist Mohr (12) wrote in 1976, 


We believe in a genetic code ... in the gene-enzyme 
relationship, in the development as a consequence of the 
expression of genes—but the cardinal problem of develop- 
ment of a living individual is still entirely enigmatic, name- 
ly the reiationship between the synthesis of enzymes and 
the origin of the structure of a living individual. 


And, we can add, between the enzymes and psycholo- 


y. 
Thiierkauf (13) expressed the same idea in a simple 
way, ‘‘No genetic code can tell us why the offspring of 
mice are always mice and the offspring of men always 
men." 
We know in particular that the development of an 
individual depends largely on the interdependence of 


codes. Health can be threatened both by pathogenic: 


genes and by lack of adjustment or harmony between 
different genes. Many biological findings even in primi- 
tive organisms demonstrate the importance of the in- 
tegration of different chemical codes. For instance, the 
function of the regulatory, architectural, and temporal 
genes depends on their interaction with structural 
genes. Regulatory genes can only be active if they are 
adapted to the structural genes. There are even posi- 
tion effects of genes: the effect of a gene can depend, 
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for instance, on its distance from euchromatine. The 
effect of many enzymes is dependent on coenzymes 
and each of them is dependent on different genes. We . 
can watch the effect of dysharmonies of dispositions in 
hybrids. There have even been descriptions of psycho- 
logical. deviations as the result of an unhappy coinci- 
dence of normal hereditary tendencies, such as 
pseudologia phantastica. Even on biological grounds 
we must seriously consider the possibility that the he- 
reditary disposition for schizophrenia does not consist 
of a split chemical unit but of a split harmony of the : 
hereditary dispositions for the development of the per- 
sonality, of the ego. Such a statement has its practical 
consequences; it permits us to hope that we can find a 
causal therapy for schizophrenia even if we fail to find 
a metabolic error. 

I cannot accept the hypothesis that neuroleptics 
have a specific effect on schizophrenic psychoses and 
that such an effect demonstrates a specific error of me- 
tabolism. Neuroleptics are effective not only in schizo- 
phrenic psychoses; they have the same effect on many 
other psychoses and on emotional tension of any kind. 
We must remember that nearly 30% of schizophrenics 
recover without neuroleptics and about 10% remain 
severely sick in spite of long-term neuroleptic treat- 
ment. I am fascinated by the progress of research into 
the chemical processes in the synapses of neurons; 
however, I think that while this research has helped 
wonderfully in understanding emotional arousal, seda- 
tion, impulsivity, primitive moods, and biological 
phases, it has helped little in understanding the essen- 


` tial schizophrenic phenomenon. Neither the demon- 


stration of hereditary influences in the genesis of schiz- 
ophrenia nor the demonstration that neuroleptics tran- 
quilize and relieve tension in schizophrenia as in many 
other conditions proves that schizophrenia has a meta- 
bolic genesis. 


COURSE AND OUTCOME OF SCHIZOPHRENIA 


Great and internationally acknowledged progress 
has been made regarding the course and outcome of 
schizophrenic psychoses. The tragic error—the belief 
that schizophrenic psychoses are essentially a progres- 
sion toward dementia and mental death—has been cor- 
rected. Even patients with chronic schizophrenia have 
a rich and human inner life concealed by the psychotic 
mask. Nearly a third of schizophrenics recover for 
good. In general, the psychosis does not progress after 
five years from its outbreak but, rather, improves. ` 


Very late improvements are frequent and very late re- 


coveries do happen. These and other facts concerning 
the course and outcome of schizophrenic psychoses 
are certainly not characteristic of organic cerebral and 
metabolic disease, but they are compatible with the as- 
sumption that hereditary disposition to schizophrenia 
and schizophrenia itself occur in highly human, highly 
spiritual spheres to which the science of biology has 
as yet no access. 
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SCHIZOPHRENIC PSYCHOSES 


Symptomatology 


Regarding symptomatology, cooperation is in prog- 
ress between many psychiatric schools, which are 
studying a new dimension of psychopathology, the al- 
terations in attention and in the filtration of impres- 
sions and associations. It seems, however, that they 
are an aspect of the well-known dissociation of 
thoughts and the ambivalence and dissociation of af- 
fects and emotions. The splitting of attention in work- 
ing out perceptions and in thinking and in feeling might 
all be aspects of the same loss of order and harmony, 
the splitting of the personality, the ego. 


Therapy 


In respect to therapy we can now make a remark- 
able statement: therapeutic practice has step by step 
become similar in widely different countries. We have 
reached substantial international agreement as to the 
essential factors in therapy: we must create sound, 
close relationships between patient and therapist and 
between the patient and the social group; we must give 
the patient both the possibility of being active and of 
using his powers and talents and the possibility of re- 
laxing and calming down; also, activation and tranquil- 
 ization must be balanced and come at the right time. 
Very different techniques may be used, but they can 
all be efficient if directed toward these goals. 

What is effective in the treatment of most schizo- 
phrenic patients is also effective, and decisive, in the 
development of the healthy individual: clear and 
steady personal relations; activity in accordance with 
one's talents, interests, and strengths; confrontation 
with responsibilities and even dangers; and, at the 
right time and in the right rhythm, rest and relaxation. 
Exactly the same influences that form and stamp the 
healthy personality, the ego, from babyhood on and 
restrain prelogical, unrealistic, disordered, and autistic 
mental life from overflowing are effective in the treat- 
ment of schizophrenia, in the treatment of the dis- 
'rupted ego—and hardly anything else is. 


CONCLUSIONS 


Fifty-five years ago Adolf Meyer was visiting his na- 
tive country, and my father was walking with him on 
the hill of the Burghólzli Clinic while discussing schiz- 
ophrenia. They were in agreement as to the impor- 
tance of psychological influences on the origin and 
course of schizophrenic psychoses. Finally Bleuler re- 
marked, ‘‘All this is good to know, but we should also 
discover the primary process, which determines that 
psychological reactions are of a schizophrenic na- 
ture." At this point Meyer got excited and said, 
‘Spare me such hypothetical processes! Let us dis- 
regard speculations and let us keep to what we see and 
observe." My father was deeply impressed by this 
outburst, and I have not forgotten a word of it. 

It is still possible that an error of metabolism will be 
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discovered in the future, but Meyer would want ts to 
consider the alternative: that we never will discover 
such an error because it does not exist. We watck the 
development of schizophrenia in highly human, hizhly 
spiritual spheres whose somatic correlations are far 
beyond our understanding. We cannot even try tc ex- 
plain neurotic developments or the character develcp- 
ment of healthy human intellectual reasoning, human 
talents for art or mathematics, for instance, or human 
generosity and human love by structural changes or 
metabolic processes. Even though all this humar life 
exists and develops on the groundwork of hered'tzry 
dispositions (under the influence of life experience) we 
must accept the possibility that schizophrenic morzidi- 
ty occurs in these same highly human spheres (14). 

Good knowledge of our patients becomes essential 
for understanding schizophrenic development when 
we view it as a human rather than a metabolic process. 
A patient who has suffered from contradictory, unhar- 
monious personality traits, from a weak ego, has seen 
oversensitive to a contradictory, unharmonious sacial 
environment. When the tension between his own 
drives and between his drives and his social env ron- 
ment become overwhelming he retires into an aut stic, 
fantastic, contradictory world that is better adapted to 
his contradictory self than reality. Such a conception 
of schizophrenia is certainly not the clue to the umder- 
standing of each problem. Other explanations are nec- 
essary for the understanding of schizo-affeztive 
phases, for instance. This conception, however, sum- 
marizes well our present knowledge of schizophrer:ia. 
It tallies well with the symptomatology and with :he 
course of the psychosis. It tallies particularly well with 
what has been proved to be essential in therapy: the 
same influences that develop the personality, the ego, 
in the healthy are the essential therapeutic influences 
for reorganizing the split ego, that of the schizoparen- 
ic. 

This conception, provisional as it may be, has great 
practical sense. It stresses the importance of clinical 
research: the importance of studying the schizoshre- 
nogenic influences during the whole life of every schiz- 
ophrenic, of studying the individual significance of 
these influences, and of comparing them with the pa- 
tient's unique personality. On the basis of this concep- 
tion, patients and their relatives need no longer suffer 
from the nightmarish feeling that they are tainted by 
heredity; they may realize that their hereditary dis- 
positions are not morbid in themselves but com»ined 
in an unfavorable way. 

We need no longer consider the schizophreng pa- 
tient as someone altered by a degenerative or mystical 
disease. We can consider him as someone like us. who 
has broken down because of the tensions we all are 
confronted with, tensions arising from our unhar- 
monious soul and the impossibility of fulfilling all our 
desires. He was overwhelmed by the human tempta- 
tion to retire from reality to an unrealistic wozld, a 
temptation that is familiar to us. The schizophrenic pa- 
tient has been defeated in the same struggle in which 
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the healthy person is continually involved. It is good 
for the patient to feel that in the mind of his therapist 
he is not alien. We as doctors need no longer fear that 
our therapy is "only" symptomatic and is not directed 
at the primary process. Quite the contrary, the therapy 
that has proved to be efficient may be the great causal 
therapy adapted to the nature of the psychosis. This 
knowledge may increasingly encourage us to improve 
our present therapy and to fulfill our everyday duties 
with schizophrenics with greater hope, zeal, and en- 
thusiasm than at a time when schizophrenia was con- 
sidered to be due to an undiscovered mystical somatic 
process and our therapeutic endeavor was thought to 
be provisional and of minor importance. Our work 
with schizophrenic patients is difficult, so we need 
such encouragement. | 

The conception of the schizophrenic psychosis as 
due to a somatic disturbance that may be discovered in 
the future opens the way to laboratory research. It is 
important that some of us devote their lives to this re- 
search. The conception, however; of schizophrenic 
psychosis as a breakdown in the fight for the intact ego 
points in another direction, toward being beside and 
with the patient. In my opinion, it is the main and 
noble duty of a doctor to stay near and be with his 
patient. 


Ld 
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Combined Use of Molindone and Guanethidine in Patients with 


Schizophrenia and Hypertension 


BY LANCE L. SIMPSON, M.D. 





Human sympathetic nerves have a high-affinity 
norepinephrine uptake system. This uptake system is 
inhibited competitively by chlorpromazine but not by 
molindone, which suggests that molindone will not 
interact adversely with guanethidine, an 
artihypertensive drug that enters sympathetic nerves 
via the high-affinity uptake system. Accordingly, 
patients with concomitant schizophrenia and 
hypertension were treated simultaneously with 
molindone and guanethidine; there was no evidence of 
an adverse drug interaction. The data indicate that 
molindone and guanethidine can be used in 
combination safely and effectively. 


AMONG THE many antipsychotic drugs available, none 
emerges as being superior to the others in terms of 
clinical effectiveness. To the contrary, all antipsychot- 
ic drugs are viewed as being equally efficacious. Be- 
cause of this, factors other than the magnitude of the 
anticipated therapeutic response serve as criteria for 
matching particular drugs to particular patients. Up- 
permost among these criteria are the abilities of vari- 
ous drugs to evoke adverse side effects or to partici- 
pate in adverse drug interactions. 

One of the adverse drug interactions in which anti- 
psychotic medications can participate involves the 
antihypertensive medication guanethidine (1). In order 
to exert its antihypertensive effects, guanethidine must 
enter postganglionic sympathetic nerves via the high- 
affinity norepinephrine uptake system. A variety of 
psychoactive compounds, including the major antipsy- 
chotic drugs, block the norepinephrine uptake system 
and thus prevent guanethidine from reaching its site of 
action. Therefore, patients treated concomitantly with 
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antipsychotic drugs and guanethidine may not d2rive 
the antihypertensive benefits of the latter agent. 

In view of the prevalence and persistence of dis- 
eases such as schizophrenia and hypertension the 
identification of a noninteracting antipsychotic drug 
would be desirable. The purpose of this study is to re- 
port that molindone, a clinically useful antipsychotic 
drug, can be administered safely and effectively in 
combination with guanethidine. i 


METHOD 
In Vitro Studies 


Experiments were performed to determine the rate 
and extent of [?H ]|-norepinephrine uptake into haman 
sympathetic nerves. Both heart (ventricular free wall) 
and vasculature (saphenous vein or umbilical vein) 
were used. Tissues were removed from patients during 
surgical procedures that included excision of czrdiac 
or vascular tissue as an integral part. No tissue was 
removed solely for research purposes. Approoriate 
mechanisms for obtaining informed consent were 
used; the protocol was approved by the institutional 
review board. 

During uptake studies, minces of tissue weze in- 
cubated in physiological medium (37?C; bubblec with 
95% Os, 5% CO;). After a 15-minute incubatior: peri- 
od, [?HY-norepinephrine was added to the mediar to 
produce a final concentration of 1x 1077 M, 2x 1€-* M, 
or 1X 1079 M. Tissues were exposed to radioactiv2 nor- 
epinephrine for 5 minutes, after which they were 
washed, weighed, and homogenized. Extractec nor- 
epinephrine was quantified by liquid scintillation spec- 
trometry. The details of the procedure are presented 
elsewhere (2, 3). 

Estimates of high-affinity norepinephrine uptake 
were obtained by doing experiments at 37°C (total up- 
take) and at 0°C (nonspecific uptake) and then sub- 
tracting the latter values from the former. The affinity 
of norepinephrine for the uptake system and the ability 
of antipsychotic drugs to impair norepinephrire up- 
take were determined graphically (4). 


Patient Studies 


Seven patients (four men, three women) rartici- 
pated in the study. All patients had hypertension (dias- 
tolic pressure greater than 100 mm Hg and/or srstolic 
pressure greater than 160 mm Hg) and had experi- 
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FIGURE 1 
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*The inverse of the velocity of uptake (V arbitrary units) is plotted against the inverse of the substrate, or [3H]-norepinephrine, concentration (S21x 1077, 
2x107*, and 1x 1078 M). The difference between the two hearts in terms of their affinities for [?H J-norepinephrine is highly significant (p<.001). 


enced (antipsychotic drug use was intended to be pro- 
phylactic) or were experiencing (antipsychotic drug 
use was intended to be therapeutic) a schizophrenic 
episode. Patients gave informed consent to participate 
in the study; the institutional review board approved 
the protocol describing the study. 

Patients admitted to the study were maintained 
drug-free for at least 10 days. At the end of this time, 
the dosage of guanethidine was titrated for each pa- 
tient. The therapeutic goal was to produce an accept- 
able fall in blood pressure without producing unac- 
ceptable side effects. When blood pressure had stabi- 
lized (5-15 days), the dosage of molindone was titrated 
for each patient. When titration with both drugs was 
complete, daily dosages of guanethidine for the seven 
pa-ients ranged from 50 to 95 mg; daily dosages of mo- 
lindone ranged from 30 to 120 mg. 

Blood pressure was measured at least three times 
per day during each of three experimental phases: 
drug-free phase, guanethidine titration phase, and 
combined molindone plus guanethidine phase. Blood 
pressure was measured while the patient was in the 
standing position. Data are reported as mean diastolic 
blcod pressure. 


Data Analysis 


All data points represent mean values. Experiments 
were repeated until the standard error of the mean was 
less than or equal to 10% of the mean. Statistical sig- 
nificance was measured by using Student's t test. 
Curves that are fitted to kinetic data were obtained by 
linear regression analysis; the method of least squares 
was used. 


RESULTS 


Human heart and certain types of human vascula- 
ture possess a high-affinity norepinephrine uptake sys- 
tem. These tissues show an apparent affinity (Km) for 
norepinephrine of approximately 5x 107? M (figure 1, 
part A). The kinetic features and structure-activity 
relationships of the uptake system will be described in 
detail elsewhere. 

The high-affinity uptake system appears to involve 
postganglionic sympathetic nerves. Several pieces of 
evidence support this comment. For example, slices of 
human heart taken from certain patients with con- 
gestive heart failure appeared to be completely, or 
nearly completely, denervated (tyrosine hydroxylase 
activity was immeasurably low, tissue levels of norepi- 
nephrine were less than 50 ng/g, and p-sensitive 
adenylate cyclase was almost wholly unresponsive to 
B-agonists). In these tissues, there was no high-affinity 
uptake system (figure 1, part B). Additional evidence 
derives from studies. on vascular tissue. Unlike most 
vasculature, the umbilical vein is noninnervated. Um- 
bilical vein, like denervated heart, did not possess a 
high-affinity uptake system (figure 2). 

The effects of chlorpromazine and of molindone on 
tissues possessing a high-affinity norepinephrine up- 
take system were examined. Chlorpromazine was test- 
ed because it is the most commonly prescribed anti- 
psychotic drug and has been shown in preclinical (3) 
and clinical (1) studies to antagonize guanethidine. 
Molindone was tested because when studied pre- 
clinically (3) it did not block the high-affinity uptake 
system or interact adversely with guanethidine. 
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FIGURE 2 
Lineweaver-Burk Plot of Uptake of [3H-Norepinephrine to Minces of 
Saphenous Vein and Umbilical Vein? 
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aSee footnote to figure 1 for explanation. The difference between the two 
tissues in terms of their affinities for (?H]l-norepinephrine is highly signifi- 
cant (p<.001). 


FIGURE 3 
Effects of Molindone and Chlorpromazine on [?HY -Norepinephrine 
Uptake into Minces of Innervated Heart? 
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FIGURE 4 


Representative Data (Patient 3) Illustrating Effect of Combined Lise of 
Molindone and Guanethidine? 
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Chlorpromazine was a competitive inhibitor of 
[?H]/|-norepinephrine uptake into sympathetic nerves 
in human heart (figure 3) and saphenous vein (not .llus- 
trated). By contrast, molindone had virtually no effect 
on [*HY-norepinephrine uptake, even at concentra- 
tions of 1x10^* M (figure 3). These data suggest that 
molindone does not impair the high-affinity uptake sys- 
tem in human tissues and thus may not impair the anti- 
hypertensive effects of guanethidine. This possioility 


. was tested by coadministering molindone and guaneth- 


idine to seven patients. In all seven cases, the outzcme 


‘ was the same: there was no indication of an adverse 


drug interaction. Representative data illustrating this 
point are shown in figure 4 (patient 3). During the drug- 
free period, the patient's diastolic blood pressure was 
approximately 137 mm Hg. When the patient was 
placed on incrementing doses of guanethidine, diastol- 
ic pressure fell to approximately 90-100 mm Hg. When 
the patient received concomitant doses of molindone, 
there was no evidence that the antihypertensive 2ffect 
of guanethidine was diminished or abolished. The data 
obtained from this patient, and from all other patients 
in the study, indicate that molindone and guanethidine 
can be used concomitantly. 


DISCUSSION 


Two well-known adverse drug interactions occur 
within the realm of psychiatry: 1) the adverse inter- 
action between some psychotherapeutic drugs and 
guanethidine, and 2) the adverse interaction be:ween 
monoamine oxidase inhibitors and certain sympa- 
thomimetic amines. The data in this study bear direct- 
ly on the first interaction and indirectly on the second. 
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In 1963, Leishman and associates (5) reported that 
tricyclic antidepressants interact adversely with guan- 
ethidine. In this interaction, the antidepressant proper- 
ties of the tricyclics were unaffected, but the anti- 
hypertensive properties of guanethidine were dimin- 
ished. Since 1963, the interaction with guanethidine 
has been demonstrated not only for tricyclic antide- 
pressants but also for stimulants (6) and antipsychotic 
agents (1). 

The mechanism that underlies the adverse inter- 
action has been determined. Postganglionic sympa- 
thetic nerves possess a high-affinity uptake system that 
binds extraneuronal norepinephrine and pumps it into 
the nerve cell (7, 8). This uptake system has a recogni- 
tion site for which 8-phenylethylamine can be viewed 
as a model substrate (9). Many small molecules that 
possess structural features similar to those of 8-phen- 
yleihylamine (i.e., a phenyl or comparable cyclic 
group that is properly, spatially separated from an 
amine group) are either substrates or inhibitors of up- 
take. Guanethidine possesses such structural features, 
and it is a substrate for uptake. Indeed, the ability of 
guanethidine to exert its antihypertensive effect hinges 
on its ability to enter sympathetic nerves via the up- 
take system. On the other hand, a variety of psycho- 
active drugs possess structural features that make 
them competitive inhibitors of uptake (9). Thus, nu- 
merous psychoactive drugs interact adversely with 
guanethidine by competitively inhibiting it from reach- 
ing its intraneuronal site of action. 

The adverse interaction with guanethidine is one 
that has a rational solution. More precisely, identifica- 
tior: of drugs that lack the structural features necessary 
to interact with the uptake system should be synony- 
mous with identification of drugs that do not interact 
with guanethidine. When this approach was used pre- 
clinically to identify noninteracting antipsychotic med- 
ications, molindone was found not to antagonize the 
effects of guanethidine (3). These preclinical findings 
warrant confirmation in a clinical setting. 

The purpose of this study has been to answer three 
related questions, all of which have clinical relevance: 
1) Do sympathetic nerves that innervate human heart 


and vasculature possess a high-affinity uptake system? ` 


2) Does molindone interact with the uptake system? 
and 3) Can molindone be used jointly with guanethi- 
dine? It has been found that sympathetically im 
nervated human tissues possess an uptake system with 
a high affinity for norepinephrine (K,,= approximately 
5x10-7 Mj. The affinity shown by human tissues is 
comparable to that reported for a variety of animal tis- 
sues. Uptake is apparently associated with post- 
ganglionic sympathetic nerves, because denervated or 
noninnervated tissues lack a high-affinity system. The 
finding that human sympathetic nerves possess a high- 
affinity uptake system has numerous implications. 
Among these implications, it appears that viable hu- 
man nerves can be used to study therapeutic effects 
and adverse side effects of various psychopharmaco- 
logical agents. 
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In relation to adverse effects, I found that chlor 
promazine is a competitive inhibitor of the high-affinity 
uptake system. A similar finding has been reported by 
Sachs and Jonnson (10), who studied uptake by human 
atria, uptake presumably occurring in sympathetic 
nerves that innervate the atria. In contrast to chlor- 
promazine, molindone had virtually no ability to inhib- 
it uptake. The latter result prompted a trial of com- 
bined molindone and guanethidine use in patients with 
both schizophrenia and hypertension. This work re- 
vealed that molindone does not impair the anti- 
hypertensive effects of guanethidine. When viewed in 
a narrow sense, the data indicate that molindone can 
be used safely and effectively in combination with 
guanethidine. When viewed in a broader sense, the 
data indicate that in vitro studies with human sym- 
pathetic nerves may be valuable predictors of experi- 
mental outcome in patient studies. 

A second and potentially more serious interaction 
occurs between monoamine oxidase inhibitors (e.g., 
tranylcypromine) and indirectly acting sympa- 
thomimetic amines (e.g., tyramine) (11, 127. A combi- 
nation of these drugs can produce a hvpertensive 
crisis. This interaction was previously believed to 
have two underlying mechanisms. First, monoamine 
oxidase inhibition leads to increased stores of norepi- 
nephrine in postganglionic sympathetic nerves that in- 
nervate the vasculature; therefore, more norepineph- 
rine is available to be released onto vascular receptors 
when an indirectly acting amine is administered. Sec- 
ond, certain.indirectly acting amines are substrates for 
monoamine oxidase; therefore, inhibition of mono- 
amine oxidase increases the plasma levels and plasma 
half-lives of these amines. As a result, evoked release 
of norepinephrine onto vascular receptors is en- 
hanced. . 

A recent study (13) showed that the first of these two 
mechanisms is more important. This suggests that 
there is a rational solution to the adverse drug inter- 
action. Any procedure that prevents indirectly acting 
amines from gaining access to intraneuronal norepi- 
nephrine should abolish the potential for hypertensive 
crisis. Interestingly enough, all indirectly acting amines 
enter sympathetic nerves via the high-affinity uptake 
system. Therefore, blockade of this system will pre- 
vent indirectly acting amines from reaching their intra- 
neuronal site of action. Ironically, the mechanism 
that underlies the adverse interaction with guanethi- 
dine is the same mechanism that may solve the ad- 
verse interaction with indirectly acting amines. 

The coadministration of a monoamine oxidase inhib- 
itor and a potent blocker of high-affinity uptake should 
immunize patients against hypertensive crises caused 
by indirectly acting amines. A number of potent block- 
ers of uptake are already known, e.g., the tricyclic 
antidepressants. However, more desirable than the 
routine administration of tricyclic antidepressant 
drugs would be the development of a peripherally act- 
ing drug that 1) does not cross the blood-brain barrier 
to evoke behavioral or neurological effects, 2) does not 
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evoke unacceptable systemic reactions, but 3) does 
block the high-affinity uptake system. Several such 
drugs are currently being tested on the uptake system 
in human sympathetic nerves. This: work should ulti- 
mately lead to the elimination of hypertensive crises as 
a possible consequence of the administration of mono- 
amine oxidase inhibitors. 
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Subtypes of Depression Identified by the KDS-3A: A Pilot Study 


BY PATRICIA NEELY WOLD, M.D., AND KIRBY DWIGHT 





To devise a system of classifying depression subtypes 
at intake, the authors administered the Kupfer Detre 
Scale (KDS-3A) to depressed outpatients at intake and 
after one, three, and six months of treatment with 
tricyclic antidepressants or lithium carbonate. None 
of the 10 tricyclic responders scored below 8 on the 14- 
point chronic anxiety scale at intake while 7 of the 12 
lithium responders did, suggesting that any patient 
scoring below 8 is a probable candidate for lithium 
therapy. Patients scoring 8 or above on the chronic 
anxiety scale fell into two categories, those who had a 
low impulsivity score and responded to tricyclic 
antidepressants and those who had a high impulsivity 
score, responded to lithium, and had cyclothymic 
disorder or emotionally unstable character disorder. 





THE PROBLEM of classifying and predicting successful 
treatment of depression is still unresolved. Several re- 
searchers have explored biological predictors of re- 


sponse to antidepressant medication. Goodwin and as- 


sociates (1) summarized the results of several studies 
of urinary 3-methoxy-4-hydroxyphenylglycol (MHPG) 
in depressed patients. It was found that bipolar pa- 
tients. have a pretreatment level consistently lower 
than that of controls. Unipolar patients subdivide into 
imipramine-responsive (low MHPG) and amitriptyline- 
responsive (high MHPG) groups. Carman and associates 
(2) reported that lithium responders tend to have a high 
serum ratio of calcium to magnesium, i.e., over 2.6. 
Lithium responders have increasing levels of plasma 
calcium and magnesium during the first five days of 
treatment. Mendels and Frazer (3) showed that bipolar 
patients have a higher lithium concentration in RBCs 
than unipolar patients. However, these chemical tests 
require further confirmation and are not readily avail- 
able to the clinician. Thus for the present it is neces- 
sary to rely on descriptive-phenomenological ap- 
proaches and well-designed psychometric devices for 
classifying depression subtypes. 

Bowden (4) described the problems of diagnosing 
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bipolar disease and pointed out that mild degrees of 
hypomania may be overlooked because they have pos- 
itive adaptive value for the patient and are not dis- 
ruptive to friends and relatives. He stated that such 
people may have apparently unipolar depression 
which is in fact responsive to lithium and during de- 
pression is characterized clinically by psychomotor re- 
tardation and hypersomnia. A mild degree of bipolar 
disease may also be overlooked because it mimics var- 
ious character disorders. Cyclothymic disorder as 
characterized by Akiskal and associates (5) differs 
from hysteria and sociopathy in that emotional out- 
bursts are ego-dystonic and are often fcllowed by 
guilty rumination. There is marked unevenness in 
work and study. Rifkin and associates (6) described 
the syndrome of emotionally unstable character dis- 
order, which is allied to the affective disorders and is 


responsive to lithium. He differentiated it from cy-: 


clothymic disorder by the prominence of socially un- 
acceptable traits. Both syndromes have hypomanic 
periods lasting hours to days alternating w:th depres- 
sions that are not related to life events. Given the diffi- 
culty of making such differential diagnoses, it is easy 
to understand why when a patient seeks help for de- 
pression it is all too often necessary to try first one 
class of antidepressants and then another. This pro- 
longs the misery of depression and the risk of suicide. 

Kupfer and associates (7) used a paper and pencil 
test to differentiate subtypes of depression. Their test, 
the Kupfer Detre Scale (KDS-3A), contains 40 ques- 
tions and is designed to elicit the patient's view of his 
or her usual response to life situations. The data on 
which Kupfer and associates based their conclusions 
were collected during illness-free periods of patients 
known to respond to either tricyclic antidepressants or 
to lithium carbonate. They found that responses to the 
questions measuring chronic anxiety differentiated 
unipolar depressions which respond to tricyclic antide- 
pressants from those which respond to lithium carbon- 
ate. These 6 questions (appendix 1) each have a val- 
ue of 1, 2, or 3, adding up to a possible maxi- 
mum score of 14. Tricyclic responders had an average 
score of 6.78, whereas those on lithium carbonate had 
an average score of 4.84, distinguishing between these 
two groups at the .05 significance level. 

The work of some other authors (8-10) with the 
Maudsley Personality Inventory suggests that some 
personality traits change during the course of affective 
disorder. Perris (8) found that neuroticism scores re- 
main higher in patients recovering from reactive de- 
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pressions than in those recovering from endogenous 
depressions. Julian and associates (9) compared a 
group of recovered depressed women with normal 
women and found a significantly higher neuroticism 
szore for the formerly depressed persons. Kerr and as- 
sociates (10) noted that for patients with endogenous 
depressions the extraversion scores were higher and 
the neuroticism scores were lower than for those with 
neurotic depression. The instructions for the KDS-3A 
request patients to respond the way they have felt 
most of their lives. However, there is a question about 
whether patients in the midst of depression accurately 
perceive themselves as they were before their illness. 
If they do not, the chronic anxiety measurement on the 
KDS-3A might parallel the pattern of neuroticism 
scores in the aforementioned studies. In that case, the 
chronic anxiety measurement for both tricyclic re- 
sponders and lithium responders might be high at in- 
take, but the scores for the latter would drop as treat- 
ment progressed. 

The purpose of our study was first to determine if 
Kupfer and associates' scale (7) could be applied to 
depressed patients during the intake procedure at a 
mental health clinic. Secondly, we wondered whether 
patients in the midst of depression respond to the 
questions in the same manner as during illness-free pe- 
riods. Finally, we desired to test the hypothesis that 
tricyclic responders would retain high chronic anxiety 
scores and lithium responders would have lower 
scores as the illness was controlled by medication. 


METHOD 


This study was carried out during routine clinical 
work. All of the patients who came to our outpatient 
‘clinic with depression were asked to fill out the KDS- 
3A. Patients were considered depressed if they dem- 
onstrated a dysphoric mood, alteration of patterns of 
sleep and appetite, and feelings of hopelessness or 
confusion. They were medicated according to accept- 
ed medical practice without reference to the KDS-3A 
chronic anxiety scores. Those whose history included 
hypomania or impulsivity were given lithium carbon- 
ate; the others were given tricyclics. If an adequate 
trial did not result in clinical response, the other anti- 
depressant was tried. The patients had supportive 
therapy as part of their psychiatric treatment, but only 
one of them was able to give up medication during the 
six-month period without relapse. Thus, medication 
appears to be the dominant factor in their improve- 
ment. | 

Eighty-one patients filled out the KDS-3A at intake. 
They were asked to fill out the test again at the end of 
1 month, 3 months, and 6 months. At the end of the 
6-month period, 27 patients were still in contact with 
the clinic and all of them showed improvement, which 
was defined as the absence or moderation of the de- 
pressive symptoms described above as determined by 
clinical interview. However, 5 of these 27 patients 
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were diagnosed at this point as schizo-affectiv2 and 
therefore were not grouped with the depressed pa- 
tients. This left 10 patients who responded to trizyclic 
antidepressants and 12 who responded to lithium. Of 
those patients who were not with the clinic at 6 
months, 16 were known to have improved and not to 
have required further medication, 8 had difficulties 
with side effects, and the remaining patients were lost 
to follow-up. 


RESULTS AND DISCUSSION 


When all of the patients had completed six rronths 
of therapy, the chronic anxiety scores at each irterval 
were calculated. The results are given in table .. The 
increase in the chronic anxiety scores among lI thium 
responders and the decrease among the tricycic re- 
sponders were contrary to our expectations. Never- 
theless, because no tricyclic responder scored blow 8 
at intake and 7 of the lithium responders did, it would 
seem reasonable to consider anv patient scoring lower 
than 8 a probable candidate for lithium therapy. 

It is confusing that there were 5 lithium responders 
with chronic anxiety scores of 8 or above at intake. It 
might be argued that an error was made in classifying 
them as lithium responsive or that they might have re- 
sponded equally well to a tricyclic antidepressant. 
However, 3 had been given a tricyclic drug amd had 
not responded. Furthermore, it can also be seea from 
table 1 that none of these patients showed a decrease 
in chronic anxiety at the end of 1 month. 

In examining the responses of these patients to indi- 
vidual items, we noted that all 5 of them responded 
positively to the fifth question on the KDS-3A impulsiv- 
ity test (appendix 2), 1.e., the question which refates to 
a fear of loss of control. Only three tricyclic respond- 
ers answered this question positively. This finding led 
to an examination of the impulsivity scores. The high- 
est possible score is 15. Among the tricyclic respond- 
ers, the scores ranged from 0 to 11 at intake (see table 
1). There was only 1 patient with a score of 11; the rest 
were 7 or below, and the group averaged 4.3. Dn the ` 
other hand, the 5 lithium responders with chrorric anx- 
iety scores above 8 had an average impulsivity score of 
8.6, with a range of from 7 to 14. The average for the 
patients with low intake chronic anxiety scores was 
5.7. Thus the lithium responders with a high chronic 
anxiety score (8 or above) at intake seem to have a 
higher impulsivity score than both the lithium respond- 
ers with low chronic anxiety and the tricyclic respond- 
ers. | 

Using the t-test of significance for small samples 
(11), we made comparisons of the means of the zhronic 
anxiety scores of the tricvclic responders and those of 
lithium responders at intake, 1 month, 3 months, and 6 
months. At intake the two means differed with a signif- 
icance level of .03. However,. contrary to our ex- 
pectations, at 1 month the mean of the tricyclic re- 
sponders had dropped and that of the lithium respond- 
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TABLE 1 
KDS-3A Chronic Anxiety and Impulsivity Scores for 10 Tricyclic Responders and 12 Lithium Responders at Intake and Follow-Up 
Chronic Anxiety? Impulsivity^ 
Patient Intake i Month 3 Months 6 Months Intake — 1 Month 3 Months 6 Months 
Tricyclic 
responders 
1 . 14 12 9 14 11 4 8 8 
14 12 12 12 6 9 3 3 
3 14 8 il 14 3 6 I 3 
4 13 8 5 5 3 0 0 0 
5 12 I 5 0 5 7 3 12 
6 12 — — 13 4 — -— 3 
7 11 2m = 9 0 = = 0 
8 8 7 — 13 1 7 — 3 
9 8 8 — 12 7 5 — 5 
10 8 — — 8 3 — — 3 
Total 11.4 8.0 8.4 10.0 4.3 5.4 3.0 4.0 
Lithium 
responders 
lI 14 14 12 7 7 — 5 
12 14 — 4 ii 14 — 15 12 
13 14 14 14 10 7 - 7 8 7 
14 11 12 — 9 8 7 — 9 
15 8 — — 7 7 — — 12 
Subtotal 12.2 13.3 14 9.8 8.6 7 12 8.8 
16 6 6 9 8 8 8 6 - § 
17 6 11 0 6 14 14 12 12 
18 6 — 6 6 0 — 0 0 
19 6 4 6 6 5 0 4 3 
20 5 — 9 9 2 — 6 8 
21 5 i 3 2 5 7 0 0 
22 0 oe 9 lI 6 — 8 9 
Subtotal 4.8 5.5 5.8 6.8 5.7 1.4 5.1 5.3 
Total 7.9 8.9 7.7 8.1 6.9 7.1 6.5 6.8 


e Possible score of 14, 
b Possible score of 15. 


ers had risen, eliminating any significant difference 
between them. This continued throughout the 6-month 
period, and, although the means were farther apart 
again after 6 months, the difference did not reach the 
.05 level of significance. The impulsivity means of the 
tricyclic responders did not significantly differ from 
that of all of the lithium responders at intake or at 6 
months. However, when the mean of the impulsivity 
scores of the tricyclic responders was compared to the 
impulsivity mean of the 5 lithium responders with high 
chronic anxiety scores, the difference was significant 
at the .02 level at intake and at the .03 level at 6 
months. It would seem, therefore, that the impulsivity 
score can serve to separate tricyclic responders from 
those lithium responders who also have a high chronic 
anxiety score. 

Akiskal (5) emphasized that patients suffering from 
cyclothymic disorder usually manifest mixed states 
and that individual patients will not show all of the 
characteristic behaviors. Thus cyclothymic disorder 
may easily be confused with character disorder. Rifkin 
(6) differentiated emotionally unstable character dis- 
order from cyclothymic disorder by the presence of 
socially unacceptable traits in emotionally unstable 
character disorder. Patients with this disorder are de- 
scribed as having mood swings and difficulty in accept- 
ing reasonable authority and in being appropriately 


self-reliant. They often abuse drugs, avoid school or 
work, and are sexually promiscuous. Akiskal charac- 
terized patients having cyclothymic disorder as dis- 
playing irritable periods lasting a few days and demon- 
strating explosive aggressive outbursts that are ego- 
dystonic and often followed by guilty rumination. 
These features differentiate cyclothymia from hysteria 
and sociopathy. There may be repeated buying sprees 
and extravagance that often lead to financial disaster. 
Repeated shifts in line of work, study, or future plans 
and impulsive zeal in joining new movements give the 
impression of chaotic and disorganized lives. Such pa- 
tients may have episodically promiscuous behavior or 
extramarital affairs that occur in an ego-dystonic fash- 
ion and often lead to self-reproach during periods of 
depression. 

It can be seen that in individual patients there may 
be an extremely fine line between these two variants of 
ambulatory bipolar disorder. Whether or not the be- 
haviors characteristic of each are deemed socially un- 
acceptable may be a matter of opinion or of the stan- 
dards of the community. The important issue is to 
make the diagnosis of bipolar illness and to institute 
medical treatment. 

The five lithium responders in our study with the 
high chronic anxiety and high impulsivity scores may 
very well belong to the category of cyclothymic dis- 
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order. These patients are characteristically highly anx- 
ious but seem to have better control of themselves 
while on lithium. The difference between lithium re- 
sponders with high and low chronic anxiety scores is 
typified by the 2 patients described below. 


Case Vignettes 


Case 1. Mr. A, a 30-year-old depressed man, came to the 
clinic; he was unemployed and having severe marital diffi- 
culties. His mother had died when he was 2, and he had been 
placed in a treatment center for children because of his fa- 
ther's illness and depression. He was a severe discipline 
problem during his school years and was frequently ex- 
pelled. He managed to graduate from a parochial boarding 
high school and went into the Army. He spent 1 of his 3 
years in the Army in prison because of a fight with his ser- 
geant. After being discharged he had several jobs as a labor- 
er but had been laid off. His violent temper was a problem in 
his marriage; he had punched holes in the wall at times and 
was concerned about hurting his son. Mr. A was treated with 
- lithium carbonate, which he felt enabled him to have better 
centrol. At one point he cut down on his medication for fi- 
nancial reasons. During this time his 2-year-old son irritated 
him, and he responded by knocking the child across the 
room. He was charged with child abuse, to which he re- 
sponded with a great deal of guilt and self-blame. He was put 
on medical assistance, which enabled him to have adequate 
medication. During the next year he enrolled in business 
school and did well in his courses. 


. Case 2. Ms. B came to the clinic with depression and alco- 
hol abuse. She was the youngest of three children. She de- 
scribed her father as strict and religious; she was close to her 
mother. She had gotten along well in school and had finished 
high school and business school. She married after a year's 
engagement and had three daughters. Her husband began to 
have a severe problem with alcohol, to which she attributed 
the episodes of depression that had begun in her 20s. When 
she first came to the clinic, at age 52, Ms. B was in the midst 
of a marriage crisis and had decided to divorce her husband. 
She herself was abusing alcohol. When the social worker 
made some practical suggestions, Ms. B referred to her as 
"Saint Anne.” At this time she responded to chlorproma- 
zine, got a job, separated from her husband, and stopped 
drinking. She was discharged as having made excellent im- 
provement. Ms. B was next seen at the clinic 5 years later, 
having supported herself and continued to work without 
medication. She came because her daughter, a registered 
nurse, believed Ms. B was manic-depressive; for several 
weeks she had frequently stayed up all night doing house- 
work. This episode had been preceded by depression. She 
was treated with lithium carbonate and has maintained an 
even performance. 


It can be seen from the first case that the problem of 
self-control can lead at times to unacceptable social 
behavior and legal difficulties. When Mr. A was put on 
lithium he was able to achieve goals that had pre- 
viously been unattainable. The explosive aggressive 
outbursts followed by guilt and self-reproach ex- 
emplify cyclothymia as described by Akiskal (5). 
However, the antisocial consequences might appear to 
merit the diagnosis of emotionally unstable character 
disorder. Thus it is easy to see the difficulty in distin- 
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guishing between these two disorders in an indiv dual 
case. 

In contrast to the chronic impulsivity shown by Mr. 
A, Ms. B, who had a low anxiety score, had a diszrete 
episode of hypomanic behavior followed bv 5 years of 
good adjustment without medication, which is more 
typical of classical bipolar disorder. 


CONCLUSIONS 


On the basis of this studv it seems possible to con- 
clude that, despite the fact that patients' perception of 
the way they usually react is influenced by ther af- 
fective state, the KDS-3A can be used at intake as a 
guide to the choice of medication for depressed pa- 
tients. Patients scoring below 8 on the chronic anxiety 
scale should be considered probable candidates for 
lithium therapy. Patients scoring 8 or above apparently 
have one of two syndromes. Tricyclic responders were 
characterized at intake by a chronic anxiety score of 8 
or above and a low impulsivity score and a drop in 
chronic anxiety score after one month of treatment. 
Persons having emotionally unstable characte- dis- 
order or cyclothymic disorder were characterized at 
intake by a chronic anxiety score of 8 or above and a 
history of impulsive behavior with a high impubivity 
score (7 or above). Furthermore, their chronic anxiety 
score remained the same or was higher afte- one 
month of treatment. When patients seen at intake have 
already been medicated by referring physicians, allow- 
ance must be made when using the KDS-3A for 
changes in the chronic anxiety score that may have 
already taken place. 
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APPENDIX 1 
KDS-3A Chronic Anxiety Scale 


Question 


Do your mucles tighten up when you become anxious? 

Do vou get anxious when you have to ask someone for a 
favor? 

Do vou get anxious when you meet new people or go to a 
new place? 

Do vou often get a headache when you feel tense? i 

Do vou feel bad for a long time when someone criticizes 
ycu? 

Do vou often worry that something bad is going to hap- 
pen? 


Weight 


—ÀáÓ—Ó— —MMÀMáÀ— 


3 


3 


3 
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APPENDIX 2 i 
KDS-3A Impulsivity Scale : 


Question 


Do you like being in the midst of excitement? 

Do you like making quick decisions? 

Do you tend to lose your temper when you don’t get your 
way? 

Do you get into fights with people you love? 

Are you often concerned that somehow you are going to 
lose controi and hurt yourself or somebody else? 

Do you usually try to be the center of attention or the life 
of the party? 

Do you get bored with almost everything you do? 





15 
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Unipolar Mania: A Distinct Clinical Entity? 


BY JOHN NURNBERGER, JR., M.D., STEVEN P. ROOSE, M.D., DAVID L. DUNNER, M.D., 


AND RONALD R. FIEVE, M.D. 


Of the 241 lithium clinic patients at the New York 
State Psychiatric Institute with bipolar I affective 
disorder, 38 (15.7%) had never been hospitalized or 
somatically treated for depression. These ''unipolar 
manic” patients had a significantly lower incidence of 
rapid cycling and suicide attempts than other bipolar I 
patients. No differences were found, however, in risk 
of illness in first-degree relatives. Lithium was an 
effective prophylactic agent in these patients. Some 
patients originally classified as ''unipolar manic’’ 
were found to have depressive episodes with 
additional information and clinical observation. 
‘Unipolar mania” appears to be a subgroup of 
bipolar I illness, but there are no data to support the 
hypothesis that it is a separate entity. 


THE PURPOSE of this study was to determine whether a 
relatively homogeneous subgroup of affectively ill pa- 
tients (bipolar I patients who had been hospitalized for 
mania) (1) could be further separated into patients who 
had only mania (unipolar manic patients) and those 
who had mania and depression. Several groups of re- 
searchers (2-6) have mentioned the possibility of a dis- 
tinct psychiatric illness involving manic episodes with- 
out accompanying depression. In his extensive study 
of 294 patients with mood disorder in Sweden, Perris 
(5) included 17 persons with one or more manic epi- 
sodes and no depressions. He found that the relatives 
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of these probands had a morbid risk of 7.6% for bipolar 
disorder and no measurable risk for unipolar depres- 
sion; thus they were similar in heredity to the bi»olar 
probands, who had a risk of 10.1% for bipolar illness 


- and 0.5% for unipolar depression. It should be pointed 


out that Perris required 3 episodes for the diagnosis of 
unipolar depression, and therefore the figures on mor- 
bid risk for unipolar depression are generally lower 
than are those found elsewhere. 

In a study of 50 manic probands, Abrams and Tavlor 
(6) identified 14 (28%) who had never suffered a de- 
pressive episode. They compared this group with the 
remaining 36 probands in terms of psychopathology on 
index admission, selected demographic and character- 
ological variables, family history, and response to 
"doctor's choice” treatment during the index admis- 
sion. The unipolar manic subjects had a significantly 
later onset of illness (average age of 37 as opposed to 
25 for the bipolar subjects) and a significantly lower 


incidence of first-degree relatives with affectiv2 dis- 


order or alcoholism. Morbid risk (age-corrected) data 
were not reported, but when age at onset was con- 
trolled by excluding probands with early onset, family 
history data were similar. Abrams and Taylor con- 
cluded that there was no evidence to identify unspolar 
mania as a separate entity, and they suggested that age 
at onset was the more clinically significant variable. 

In this report we will discuss the incidence cf uni- 
polar mania in the bipolar I affectively ill patients seen 
at the New ‘York State Psychiatric Institute Lithium 
Clinic and compare these patients with other tipolar 
patients in terms of selected demographic and clinical 
variables. We will also present data on morbid risk for 
various types of psychiatric disorder in the relatrves of 
these patients. In addition, we will report data r2gard- 
ing the outcome of lithium prophylaxis in these pa- 
tients. 


METHOD 


The study was conducted in the Lithium Cl nic of 
the New York State Psychiatric Institute. The clinical 
and research records of all patients who had ever deen 
evaluated or treated in the clinic up to May 1. 1977, 
were examined. The study included all 258 patients 
who were diagnosed as having primary affective dis- 
order (7) and who had been hospitalized spec fically 
for a manic episode and thus met the criteria for a diag- 
nosis of bipolar I illness (1, 8). Patients participated in 
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TABLE 1 
Clinical Characteristics of Three Groups of Bipolar | Patients 


Age When First Seen 


Sex at Clinic (years) 
Subgroup M E Mean SD 
` Unipolar mania (N=38)} 25 13 38.6 11.8 
Treated but not hospitalized 
for depression (N=63) 32 31 41.4 16.] 
Hospitalized for depression 65 75 41.5 15.8 
(N—140) 


2x2—6.261, p<.05. 
54^—8.392, p«.05. 


the study on a voluntary basis. Most of the patients 
were diagnosed as bipolar I prospectively, and about 
80 patients, who attended the clinic before 1971, were 
diagnosed as bipolar I on the basis of a prior record 
review (9). 

Charts were studied by one of us (J. N.) to separate a 
subgroup of patients who will be referred to as ''uni- 
polar manics.’’ Our criterion for unipolar mania was 
one or more hospitalizations for mania with no hospi- 
talization or somatic treatment for depression (a his- 
tory of depressive symptoms or treatment of depres- 
sion with psychotherapy was not sufficient to exclude 
a patient from the diagnosis of unipolar mania). We 
subdivided the remaining bipolar I patients into two 
other groups—patients who had been treated for de- 
pression and those who had been hospitalized (or re- 
ceived outpatient ECT) for depression. Chart data 
were corroborated and supplemented by structured in- 
terview (10) in 87 cases. Twelve patients were ex- 
cluded because insufficient data were available to as- 
certain whether they met the criterion for unipolar 
mania, and 4 were excluded because the course of 
their illness after clinic admission showed their origi- 
nal diagnosis of primary affective disorder to be in- 
accurate. 

The subgroup of patients with unipolar mania was 
then compared with the rest of the bipolar I sample 
‘with regard to age, sex, age at first treatment for af- 
fective illness, the presence of rapid cycling, and the 
presence of suicide attempts. The groups were also 
compared for efficacy of lithium prophylaxis using the 
life-table method (11); data through March 1, 1976, 
were examined. 

We studied the incidence of psychiatric illness in 
parents and full siblings using family history data; in 75 
cases this was supplemented by data from interviews 
of the relatives (done blindly to proband diagnosis). A 
relative was diagnosed as having a psychiatric illness if 
he or she satisfied the criteria of Feighner and associ- 
ates (7) on interview or if, in the judgment of the 
raters, family history data were sufficient to make 
a diagnosis. In the case of relatives, treatment for de- 
pression was considered to.be sufficient for a diagnosis 
of unipolar illness; treatment for depression plus evi- 
dence of hypomania were considered to be sufficient 
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Rape Percent with 
Age When First Treated Cyclers History of 
for Illness (years) (N-241), ae y 
a aA accede Eger Suicide Attempts 
Mean .$D . N % (N=64) 
27.6 10.0 1 26 | 0? 
30.0 10.4 8 127 24.0 
28.2 10.9 26 18.4 SES 


for a diagnosis of bipolar II illness. Data were age-cor- 
rected using the Stromgren method (12), based on our 
clinic population's age at onset (D.L. Dunner, unpub- 
lished observation). Because patients dropped out of 
the clinic at various times, data were not available for 
all patients on every factor studied. Differences among 
means were tested with Student's t test ard frequency 
distributions, with chi-square (using Yates' correc- 
tion). | 


RESULTS 


Of the 241 patients studied, 38 (15.7%) had unipolar 
mania according to our criteria; 63 (26.2%) had been 
treated but not hospitalized for depression, and 140 
(58.1%) had been hospitalized (or treated with out- 
patient ECT) for depression. Table 1 presents data on 
age when first seen at the clinic, age at onset of illness, 
and sex distribution. There were no differences be- 
tween patients with unipolar mania and other patients 
regarding age at onset or age when first seen at the 
clinic. There was a disproportionate representation of 
men in the unipolar mania group, but this fell short of 
statistical significance. 

Patients who had four or more affective episodes per 
year were termed rapid cyclers (13). Patients with uni- 
polar mania had a significantly lower incidence of this 
clinical variable (see table 1). 

Table 1 also presents data on previous suicide at- 
tempts. These data were available for 64 patients, and 
the presence of clinically significant suicide attempts 
(score of two or more on the scales for intent and dan- 
gerousness of the Schedule for Affective Disorders 
and Schizophrenia [SADS]) was related to incidence 
and severity of depression. 

Table 2 presents the results of lithium prophylaxis in 
the patient groups. Life-table data were analyzed for 
108 patients who had been treated with lithium and 
who were euthymic for at least four weeks. The proba- 
bility of remaining well with lithium treatment was 
similar in unipolar manic patients and those hospital- 
ized for depression, and both of these groups did sig- 
nificantly better than patients treated for depression 
but not hospitalized. 
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TABLE 2 
Lithium Prophylaxis in"Subgroups of Bipolar | Patients? 


Probability of 
Remaining Well 


Initial Week Week Week 
Subgroup Number 16 52 104 
Unipolar mania 20 1.00 .73 =} 
. Treated but not hospitalized 
for depression" 32 .62 .39 33 
Hospitalized for depression 56 .86 .64 .57 


‘Data are from actuarial life-table analysis. Chi-square was calculated accord- 
irg to the Mantel method (12). 

"Insufficient number of patients. 

Significantly less probability of remaining well than unipolar manic patients 
(74.71, p<.05) and patients hospitalized for depression (y7=5.31, p<.05). 


TABLE 3 
Morbid Risk of Psychiatric Disorder in the 469 Parents and Full Sib- 
lings of Bipolar | Patients 


Risk for Relatives, by Proband Diagnosis? 


Treated But Not Hospitalized 
Unipolar Hospitalized for for 
Mania Depression Depression 

Fsychiatric Disorder (N=54) (N= 130) (N=285) 
Bipolar I illness 0 1.8 2:9 
Bipolar II illness 2.6 5.8 4.7 
Unipolar depression 15.6 14.0 16.9 
Frimary alcoholism 5.6 6.9 6.7 
Suicide* 1.8 0.8 0.4 
Other psychiatric 1.8 0.8 2.5 

disorder including 

schizophrenia? 
Undiagnosed? 0 2.3 1.4 


aNone of these differences is statistically significant. 
"Not corrected for age. 
“In the absence of another psychiatric diagnosis; not corrected for age. 


Table 3 presents the results of our study of the pa- 
tients’ parents and full siblings. Unipolar manic pa- 
tients tended to have a morbid risk of psychiatric ill- 
ness in their families that was similar to that of the 
other bipolar patienis. Although none of the relatives 
of unipolar manic patients had bipolar I illness, this 
was not significantly different from the relatives of pa- 
tients treated or hospitalized for depression. 

Of the 38 unipolar manic patients, 17 (45%) had ex- 
perienced no more than two manic episodes. Only 10 
(26.3%) were still active clinic patients, compared with 
28 (44.5%) of the patients treated for depression and 57 
(40.4%) of the patients hospitalized for depression. In 
an original sample (based on chart diagnoses) of 45 
unipolar manic patients, 13 (29%) were reclassified 
based on additional information or on conversion dur- 
ing the time that the study was actively conducted 
'March-July 1977). 

Seven of the unipolar manic patients were asked 
about depressive symptoms during the course of a 
SADS interview; 4 patients gave a history of four or 
more symptoms (out of symptom groups including ap- 
petite disturbance, sleep disturbance, lack of energy, 
decreased libido, feelings of guilt, decreased ability to 
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concentrate, suicidal thoughts, and psychomotor re- 
tardation). 


DISCUSSION 


Our study supports most of the previous findings re- 
garding unipolar mania and presents new data regard- 
ing lithium's efficacy in this group. Our family daza in- 
dicate no significant differences in morbid risks for 
various psychiatric illnesses, including bipolar illness 
and alcoholism, among the relatives of patients with 
unipolar mania and the relatives of other bipolar I pa- 
tients. These data are similar to Perris's (5) but are 
somewhat different from the data of Abrams and Tay- 
lor (6). The differences may be due to the small sample 
sizes studied by our group and Abrams and Tavlor's 
and the concomitant possible sampling error. Further, 
we cannot confirm the unipolar manic patients' later 
age at onset of illness that Abrams and Taylor report- 
ed. It is possible that the smaller family risk for af- 
fective illness noted in the Abrams and Taylor study 
reflects their sample’s later age at onset of illness <12). 

It is not surprising that few patients with un:polar 
mania had suicide attempts, since suicide attempts 
during mania are rare (4). The lack of association be- 
tween unipolar mania and rapid cycling 1s interesting 
and bears further investigation. 

" Lithium in bipolar patients is a better agent for pro- 
phylaxis of mania than depression (13, 14). Thus it 
would be predicted that patients with unipolar mania 
should have a good lithium prophylactic response, and 
this is indicated in our data. What is surprising, how- 
ever, is the statistical difference in lithium prophylaxis 
between bipolar I patients who had been treated but 
not hospitalized for depression and those who had 
been hospitalized for depression (with the former 
group worse at follow-up). Prior attempts to use the - 
life-table method to reveal clinical prediction cf lith- 
ium prophylaxis failure have been unsuccessful (15). 
Most of the differences in prophylactic response be- 
tween the group hospitalized and the group treated for 
depression apparently occurred during the initia. six 
months of lithium treatment, when the overall pro»hy- 
lactic failure rate 1s highest. Further study of this inter- 
esting observation will be necessary. 

The separation of patients with unipolar mania from 
other bipolar I patients is not supported by our data. 
Unipolar manic patients do at least as well on lithium 
prophylaxis as other bipolar patients, and their rela- 
tives have similar risks for affective disorder. V/hen 
tested with structured interviews, many patients with 
unipolar mania do have some depressive symptoms. 
Twenty-nine percent of the patients initially thought to 
have unipolar mania, based on their clinical his-ory, 
were reclassified because they showed signs of depres- 
sion that required treatment. 

There has been some confusion in the use of the 
term ‘‘unipolar.’’ Perris (5) applied the term to patients 
who had three or more depressive episodes or one 
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manic episode. However, although patients with uni- 
polar mania are apparently ‘‘unipolar,’’ they share 
many clinical and genetic characteristics with bipolar 
patients rather than with unipolar depressive patients 
(5, 6). It is apparent that the common link between pa- 
tients with unipolar mania and other bipolar I patients 
Is severe mania and that a history of mania is the trait 
which produces the relative homogeneity in the bipo- 
lar I subgroup of affective illness. Thus bipolar I pa- 
tients can be thought of as having mania with a contin- 
uum of severity of associated depressive episodes. 
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REM Architecture Changes in Bipolar and Unipolar Depression 


BY WALLACE C. DUNCAN, JR., KAREN D. PETTIGREW, M.A., AND J. CHRISTIAN GILLIN, M.D. 


The authors compared total night sleep measures and 
REM sleep architecture values for normal control 
subjects (N —36), unipolar depressed patients (N —36), 
and bipolar depressed patients (N —22). The unipolar 
and bipolar patients had significantly greater 
fragmentation of REM periods than control subjects, 
and bipolar patients showed greater fragrnentation of 
REM periods than unipolar patients. In both the 
unipolar and bipolar samples, the duration of 
successive REM periods was related to the total 
number of REM periods during sleep. 


THE POLYGRAPHIC quantification of human sleep 
adapted to the study of manic-depressive illness by 
Diaz-Guerrero and associates (1) in 1946 may be a use- 
ful physiological measure in characterizing several 
subtypes of affective disorders. Recent studies have 
suggested that sleep patterns distinguish primary from 
secondary depression (2, 3), psychotic from nonpsy- 
chotic depression (4), and medical-depressive syn- 
dromes from primary affective disorders (4, 5). Addi- 
tional evidence suggests that polygraphic sleep data 
may differentiate sleep disorders of primary depression 
and primary insomnia (6). 

There is little evidence comparing the sleep of bipo- 
lar depressed patients with that of unipolar depres- 
sives. Some studies have suggested that the sleep of 
unipolar patients is typified by a more extreme hypo- 
somnia than is seen in bipolar patients (7), but other 
research has described hypersomnia in some bipolar 
patients (8) and normal sleep duration or hypersomnia 
(9, 10) in unipolar patients. 

The unipolar-bipolar dichotomy of primary affective 
illness is supported by genetic, biochemical, neu- 
rophysiological, pharmacologic, and clinical evidence 
(11). In the present study, we compared the sleep of 
patients with unipolar and bipolar depression to deter- 
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mine whether this dichotomy is further indicaced by 
polygraphic sleep evidence. 


METHOD 


The subjects were 36 normal volunteers (16 men and 
20 women), 36 patients with unipolar depression (26 
women and 10 men, 27 nondelusional and 9 deiusion- 
al), and 22 patients with bipolar depression (15 women 
and 7 men, 17 nondelusional and 5 delusional). All sub- 
jects were monitored by the sleep laboratory at the 
National Institute of Mental Health Clinical Cemter and 
were participants in a previous study (6) in wh ch our 
methodologies were discussed. 

The patients were hospitalized on the research 
wards of the Clinical Center. All subjects met Re- 
search Diagnostic Criteria (RDC) for primary affective 
disorder and were clinically depressed at the -ime of 
the study. A discharge diagnosis of unipolar or bipolar 
depression was determined independently by tuc psy- 
chiatrists. All patients had been free of all psycho- 
active medication for a minimum of 2 weeks be^ore the 
study. Subjects were prepared for sleep studr in the 
usual manner (12); sleep records were scored by stan- 
dard criteria (13) and evaluated according to previous- 
ly described parameters (6). 

REM efficiency, as defined by Zarcone and Hoddes 
(14), was expressed as a percentage calculated by di- 
viding the actual minutes of REM time in a REM peri- 
od by the total duration of the REM period. RZM effi- 
ciency was expressed as the average efficiency of all 
REM periods within a night. A REM period was de- 
fined as at least 2 minutes of REM sleep separated 
from previous or subsequent REM periods by at least 
25 minutes of waking or non-REM (NREM) sleep. 
Similarly, total night NREM efficiency was expressed 
as the average efficiency of all NREM periods during 
the night. We excluded from analysis terminal REM 
and NREM periods that were interrupted when pa- 
tients were awakened by nurses at 7:00 a.m. or awoke 
spontaneously. 

Total night group means were tested for homogene- 
ity using one-way analysis of variance (ANOV A). 
When group variances differed significanly, the 
ANOVA was adjusted by the Welch approximation 
(15). Significant results from ANOVA testiag were 
then subjected to pairwise analysis by Bonferrori t sta- 
tistics (16). 

The architecture of the first four REM periods was 
analyzed for REM period duration, minutes of REM time 
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TABLE 1 
Total Night Sleep Measures in Normal, Unipolar, and Bipolar Subjects n 
Group Bonferroni t Statistic 
M : = ; = Normal Normal Unipolar 
Normal (N=36) Unipolar (N=36) Bipolar (N=22) One-Way Versus Versus Versus 
Measure? Mean SE ` Mean SE Mean SE ANOVA Unipolar Bipolar Bipolar 
Sleep latency 20.6 1.8 48.3 8.6 48.9 10.2 p<.01 p<.01 p<.05 n.s. 
Total sleep 375.3 6.6 299.2 12.6 334.6 16.6 p<.001 p<.001 n.s. n.s. 
Total recording period 433.4 5.6 433.7 12.7 454.8 7.0 n.s. — — — 
Sleep efficiency 87.7 1.1 67.7 3.0 73.4 3.3 p<.001 p<.001 p<.01 n.s. 
Early morning awakening 5.9 1.6 42.1 7.3 29.9 7:5 p«.001 p«.001 p<.05 nis. 
Intermittent awakening 31.0 4.1 52.2 6.9 41.1 9.1 p<.05 p«.05 n.s. n.s. 
Delta 23.5 3.7 6.7 2.4 20.0 5.8 p«.001 p<.01 n.s. n.s. 
REM time 91.9 3.2 77.4 4.6 87.1 7.6 p<.05 p<.05 n.s. n.s. 
Total number of REM periods 3.5 .11 3.3 .14 3.7 .15 n.s. — — — 
REM latency 77.2 4.9 50.6 5.4 39.9 4.7 p<.001 p<.001 p«.00i n.s. 
REM percentage 24.4 0.7 26.0 1.4 25.5 1.8 n.s. — — — 
REM index 160.8 10.5 168.6 13.6 187.4 20.2 n.s. — — — 
REM density 1.8 .10 2.3 0.1 2.2 0.2 p«.01 p<.05 n.s. n.s. 
REM efficiency 94.3 0.8 90.6 1.3 82.0 2.8 p«.001 p<.05 p<.001 p<.05 
NREM efficiency 92.5 1.07 86.0 1.88 89.8 2.41 p<.016 p<.05 n.s. n.s. 


aSleep latency, total sleep, total recording period, early morning awakening, intermittent awakening, delta sleep, REM time, and REM latency are in minutes; 
REM index and REM density in units; and sleep efficiency, REM efficiency, and NREM efficiency are in percentages. 


within each REM period (termed ''REM time”), and 
REM efficiency. REM architecture values were used 
only if data for at least 2 nights were collected for a 
specific REM period per subject. Averages for REM 


period duration, minutes of REM time, and REM effi- . 


ciency were determined independently for each sub- 
ject, and group means for each REM period were test- 
ed by one-way ANOVA and Bonferroni t statistics. 


RESULTS 
Total Night Group Differences 


The data are summarized in table 1. The normal 
group mean differed from the unipolar group mean for 
11 of the 14 variables; unipolar patients had longer 
sleep latency, less total sleep, more early morning 
awakening, more intermittent awakening, less delta 
sleep, shorter REM latency, less REM time, higher 
REM density, lower sleep efficiency, lower REM effi- 
ciency, and lower NREM efficiency. 

The normal group mean differed from the bipolar 
group mean for 5 of the 14 variables: bipolar patients 
had longer sleep latency, more early morning awak- 
ening, shorter REM latency, lower sleep efficiency, 
and lower REM efficiency. ` 

Bipolar patients differed from unipolar patients for 
only one total night variable, REM efficiency, which 
was lower for the bipolar group. 


REM Period Architecture 


REM period duration, REM time, and REM effi- 
ciency of REM periods 1-4 are shown in figure 1. 
Compared with normal subjects, unipolar patients 
showed significantly lower REM efficiency during pe- 
riod 3 and a greater REM period duration at period 1. 
Compared with normal subjects, the bipolar group had 


FIGURE 1 
REM Period Structure of Normal, Unipolar, and Bipolar Subjects? 
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REM EFFICIENCY 
(percent) 


F2:3,92 F=5.42 F=13.12 F=4.22 
p«.027 p«..008 p«.001 p«.028 
l 2 3 4 


REM PERIOD NUMBER 


2 One-way ANOVA F ratios and p values are shown at each REM period. 
Significant pairwise group REM architecture differences, determined by 
Bonferroni t statistics, are shown by asterisks and daggers. 

*p«.05 versus normal subjects. 

**p»«.01 versus normal subjects. 

tp<.05 versus unipolar subjects. 
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REM ARCHITECTURE CHANGES 


TABLE 2 

REM Structure Related to the Number of Nightly REM Periods 
Groapand Number of REM Efficiency (percent) 
Periods Measured? 1 2 3 4 
Three REM periods? 


Normal (N 225) 95.7 93,9 96.0 
Unipolar (N=25) 91.1 93.2 87.0 
Bipolar (N= 13) 77.9 82.3 84.9 
Four REM periods‘ 
Normal (N =26) 94.3 94.6 91.7 94.4 
Unipolar (N=21) 88.4 89.1 90.6 94.0 
Bipolar (N= 16) 87.4 82.5 77.4 80.7 
ive REM periods? 
Normal (N=8) 87.1 98.2 99.3 96.8 
Unipolar (N=9) 88.7 91.3 86.7 87.5 
Bipolar (N= 10) 91.7 85.0 71.0 81.0 
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REM Duration (minutes) 
5 l 2 3 4 5 


18.5 28.9 35.7 

31.9 22.3 32.0 

28.4 33.5 35.2 

20.0 28.8 25.1 28.7 

24.1 24.9 26.7 28.8 

Zi 26.1 35.4 37.8 
90.2 12.5 20.5 19.6 33.6 22.2 
90.6 19.1 15.7 18.2 21.6 26.0 
84.2 12.2 25.4 28.5 Zit 2I 


"There were insufficient nights with 1, 2, 6, or more REM periods to include these data in the analysis. 

"Significant group effect for REM efficiency (F=6.38, df=2, 60, p<.005) and interaction effect for REM duration (F—4.11, df=4, 120, p<.005). 
“Significant group effect for REM efficiency (F=8.48; df=2, 60, p«.001) and measure effect for REM duration (F=5.55, df=3, 189, p«.005). 
3Significant group effect for REM efficiency (F=3.55, df=2, 60, p«.05) and measure effect for REM duration (F=3.07, df=4, 104, p.025). 


fewer minutes of REM time in period 2, and a lower 
REM efficiency in periods 2, 3, and 4. Bipolar patients 
showed lower REM efficiency than unipolar patients at 
periods 3 and 4. 

Compared with normal subjects, unipolar and bipo- 
lar patients had a significantly reduced first NREM pe- 
riod duration (REM latency); however, no group dif- 
ferences were observed for the durations of the sec- 
ond, third, or fourth NREM periods. 

We performed an additional analysis to determine if 
the total number of complete REM periods within a 
night influenced the architecture of REM sleep. Re- 
cordings for the three groups were analyzed according 
to the number of complete REM periods. Repeated 
measures ANOVA across successive REM periods in 
nights with 3, 4, or 5 REM periods reinforced the re- 
sults of our previous analyses by indicating significant 
group effects for REM efficiency (see table 2). Except 
for REM period 1 on nights with a total of 5 REM peri- 
ods, REM efficiency was lower for bipolar patients 
than unipolar patients and control subjects in all REM 
periods. 

_REM periods increased in duration throughout 
nights with 4 and 5 REM periods for normal, unipolar, 
and bipolar groups. Significant measure effects were 
observed on nights with 4 and 5 REM periods (table 2). 
A similar trend was noted for minutes of REM time on 
nights with 4 and 5 REM periods. 

significant interaction effects on nights with 3 REM 
periods were found for REM period duration (table 2) 
and REM time. 


i 


DISCUSSION 


The major significant difference in sleep between 
unipolar and bipolar patients was in REM efficiency. 
REM periods were significantly more fragmented in 
bipolar depression than in unipolar depression. REM 
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periods showed significantly less fragmentation in nor- 
mal subjects than in unipolar or bipolar patien:s. 

Sleep of unipolar patients deviated from normal 
more than did sleep of bipolar patients. Compared 
with normal subjects, unipolar subjects differed on 11 
of the 14 total night sleep variables examined. 3ipolar 
subjects differed similarly from normal subjects on 5 of 
these 11 variables. 

To examine the relative frequency of hyposomnia 
and hypersomnia in unipolar versus bipolar patients, 
we compared the total sleep time of depressed patients 
with that of normal controls who were in the same dec- 
ade of age as the patient. Bipolar patients showed a 
greater incidence of hypersomnia (defined as more 
sleep than the normal age-corrected mean) then uni- 
polar patients (y?=3.81, p<.05). In addition, subjects 
with unipolar depression had significantly less total 
sleep time than normal, while the sleep of bipolar de- 
pressed patients did not differ from normal arrounts. 

The first REM period of the night showed less frag- 
mentation than subsequent REM periods in unipolar 
and bipolar depression. The fragmentation of sub- 
sequent REM periods is apparently not related to an 
early morning arousal phenomenon as measured by 
early morning awakening. In contrast to the bipolar 
group, the unipolar group tended to have moze early 
morning awakening (table 1) but less fragmentation of 
early morning REM periods. 

Reduced REM efficiency has previously b2en de- 
scribed in abstinent alcoholics (14) and therefcre does 
not appear to be unique to primary depression. In sup- 
port of a hypothesized hypoactivity of indoleamine in 
alcohol withdrawal, Zarcone and Hoddes were able to 
normalize low REM efficiency in alcoholics by admin- 
istering 5-hydroxytryptophan, the biosynthe-ic pre- 
cursor of serotonin. The fragmentation of REM sleep 
may reflect a common serotonergic dysfunction in uni- 
polar depression, bipolar depression, and alccholism. 

Previous studies have reported unusually long first 
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REM periods in primary depression (4) and endoge- 
nous depression (17). We report similar findings in uni- 
polar and bipolar depression. However, our results 
suggest that the duration of.the first REM period is 
inversely related to the number of REM periods in nor- 
mal subjects and in patients with unipolar or bipolar 
depression. While the first REM period duration ap- 
pears normal in unipolar and bipolar populations in 
nights with 4 and 5 REM periods, a prolonged first 
REM period in both the unipolar and bipolar groups 
was observed in nights with 3 REM periods. It is pos- 
sible that the duration of early REM periods may an- 
ticipate the number of REM periods and the total 
length of sleep. 

Additional clinical evidence suggests that bipolar 
depression may be more responsive than unipolar de- 
pression to lithium (18) or to the serotonin precursor 
tryptophan (19). Recently, Knapp and Mandell (20) 
have suggested that lithium increases the activity of 
the serotonergic neuron by chronic stimulation of 
tryptophan uptake and by augmenting the conversion 
of tryptophan to serotonin. Preincubation of synapto- 
somes with L-tryptophan had similar effects (20). That 
REM fragmentation is greater in bipolar subjects than 
in unipolar subjects may suggest that hypoactivity of 
the indoleamines is greater in bipolar than unipolar 
depression. 

Considerable evidence suggests that REM sleep 
may be related to clinical and physiological changes 
accompanying depression. A short REM latency, al- 
though not specific to depression (21), is more reduced 
in severe depression than in mild depression (22). 
REM activity (similar to REM index) may reflect 
changes in mood (23), and REM sleep deprivation has 
been reported to have antidepressant effects (24). We 
have determined that REM period fragmentation may 
reflect differences between the sleep of unipolar and 
bipolar illness and that the duration of the initial REM 
period may predict the quality of subsequent sleep ar- 
chitecture. 
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The Right.to Treatment Suit as an Agent of Change 


BY EDWARD KAUFMAN, M.D. 





Right to treatment suits can serve as agents of change 
in the standards and function of psychiatric 
institutions. The author evaluated five state 
psychiatric institutions as an expert witness in right to 
treatment suits. He found that changes for the better 
were made in most of these institutions as a result of 
the suit, whether it was settled or unsettled. Although 
he enumerates the problems caused by such suits, he 
concludes that they can be a positive force for 
improving mental health care. 


THE LEGAL CONCEPT of the individual's right to treat- 
ment in psychiatric hospitals, prisons, and facilities for 
young people has grown in importance since its in- 
troduction in 1960. Recent right to treatment suits 
have generated controversy within psychiatry as to the 
value or harm of such legal actions. My intent in this 
article is to illustrate some positive values that may ac- 
crue from right to treatment suits, which serve as an 
agent of change in the structure and function of institu- 
tions. I recently evaluated five psychiatric institutions 
as an expert witness in right to treatment suits. In this 
article I will describe the circumstances and con- 
sequences of these evaluations and of the related legal 
suits and discuss the positive implications of such legal 
actions. I cannot name the specific hospitals because 
several of the suits are not yet totally resolved. 


HISTORY OF RIGHT TO TREATMENT SUITS 


The concept of a patient's constitutional right to 
treatment was first suggested by Birnbaum (1) in 1960. 
He stated that patients committed to a state mental 
hospital are constitutionally entitled to treatment. He 
envisioned suits to guarantee this right as a solution to 
the problem of worsening conditions in state hospitals. 
The first case to test this concept was Rouse v. Cam- 
eron (2) in 1966. Judge Bazelon ruled in this case that 
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not only was a right to treatment contained in tte stat- 
utes of the District of Columbia, but the conditons in 
the hospital involved violated the Eighth Amend- 
ment's prohibition against cruel and unusual punish- 
ment (3). Other important cases followed, particularly 
Nason v. Bridgewater (4), Wyatt v. Stickney (5).! Don- 
aldson v. O' Connor (6), and Dixon v. Weinberger (7). 
The Nason case confirmed the patient's right tc an in- 
dividualized treatment program. In Wyatt v. Stackney, 
Judge Johnson established detailed standards cf men- 
tal health care that would fulfill the patient's ccnstitu- 
tional right to treatment and that were not cruel and 
unusual punishment. In Donaldson v. O'Conror the 
Supreme Court ruled that mental illness alone cannot 
justify locking a person up against his or her wiil if the 
person is not dangerous to himself or others. Ir Dixon 
v. Weinberger it was ruled that committed patients 
have a statutory right to the least restrictive appropri- 
ate facility and that such facilities should be created if 
they do not exist. 


STANDARD OF CARE CRITERIA 


I evaluated the five hospitals by comparing the pa- 
tient care in them with the standards established by 
Wyatt v. Stickney (5). These standards emphasize a 
humane psychological and physical environment, an 
adequate number of qualified staff, and individualized 
treatment plans. According to Wyatt, important as- 
pects of a humane environment include 1) the patient’s 
right to privacy and dignity, 2) the right to the least 
restrictive conditions necessary, 3) the right to vis- 
itation, to use the telephone, and to send and receive 
sealed mail, 4) the right to be free from unnecessary 
physical restraint and isolation, 5) the right to in- 
formed consent and consultation before being sub- 
jected to experimental research or hazardous treat- 
ment procedures (e.g., lobotomy and adverse rein- 
forcement), 6) the right to regular physical exercise, 
time outdoors, and socialization with the cpposite 
sex, and 7) monetary compensation for therapeutic la- 
bor. The Wyatt criteria stipulate that physical facilities 
are to be designed to make a positive contribution to 
treatment goals, and that the number of people in a 
room should not exceed 6, with a minimum of 80 


"When Stonewall B. Stickney was discharged he was reslaced by 
Charles L. Aderholt, who was also forced to resign after one year. 
The suit was renamed Wyatt v. Aderholt and then Wyatt v Hardin. 
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square feet per person and screens to provide privacy. 
Standards were also established for toilet facilities, 
day room and dining space, temperature regulation, 
and nutrition. 

Judge Johnson's ruling required the following num- 
ber of treatment personnel per 250 patients: 2 psychia- 
trists, 4 other physicians, 12 registered nurses, 6 li- 
censed practical nurses, 92 aides, 4 psychologists, and 
so on. He set the total staff-patient ratio at 207.5:250. 

The Wyatt criteria also required that an individ- 
ualized treatment plan be implemented for each pa- 
tient no later than 5 days after admission. This plan is 
to include the nature of the patient's specific problems 
and needs, intermediate and long-range goals and how 

to achieve them, and a specification of the staff respon- 
sibility and involvement needed to attain these goals. 


HOSPITAL EVALUATIONS 


I evaluated two hospitals, hospital A and hospital B, 
in one southwestern state. These two hospitals were 
quite different from each other, and, despite serious 
deficiencies in both, the attributes of one emphasized 
the problems of the other. 

Hospital A had 500 patients housed in attractive, 
well-spaced buildings. The superintendent was a well- 
trained, Board-certified psychiatrist. Hospital B had 
1,000 patients housed in dreary buildings. The superin- 
tendent's only specialty training was in surgery. These 
basic facts contributed to the differences between the 
two hospitals. What they had in common was that they 
both had problems that required substantial changes. 

Hospital A had no psychiatrist providing clinical 
services. This most likely accounted for several prob- 
lems at this hospital, including 1) the use of high doses 
of intramuscular chlorpromazine on a p.r.n. basis 
without monitoring of vital signs, 2) the lack of ade- 
quate maintenance doses of antipsychotic medication, 
3) the use of seclusion as punishment, 4) the lack of 
integrated, individualized treatment plans, 5) the use 
of ECT without careful review, and 6) the lack of ade- 
quate professional leadership at the ward level. 

Hospital B's problems were more widespread. The 
buildings did not provide for personal privacy. Poly- 
pharmacy was rampant, and drugs were often used in- 
appropriately. Seclusion was used punitively and for 
prolonged periods of time without appropriate mon- 
itoring or reevaluation. There were serious staffing 
deficiencies according to the Wyatt standards. Particu- 
larly lacking were psychiatrists (28% of the standards) 
and physicians (14% of the standards). Wyatt stan- 
dards are relatively low when compared with the staff- 
ing patterns of general hospital psychiatric units, Vet- 
erans Administration hospitals, and private mental 
hospitals (8): the average number of psychiatrists for 
250 patients is 21 in general hospitals, 23 in private 
hospitals, and 7.5 in Veterans Administration mental 
units. Treatment plans at hospital B were not based on 
the patient's psychosocial history and lacked long- 
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term goals, particularly planning for the patient after 
discharge from the hospital. : 

The third hospital I evaluated, hospital C, is a maxi- 
mum security mental hospital in the midwest. At this 
hospital I evaluated a form of therapy called ‘‘reality 
therapy, which was used on two wards. Reality ther- 
apy, developed by William Glasser (9), has recently 
been adopted for use with psychotic patients. The bas- 
ic principles of the therapy theoretically include pa- 
tient-staff involvement, emphasis on current behavior, 
planning responsibility, accepting no excuses, and dis- 
ciplining rather than punishing. | 

Although these principles appear theoretically 
sound, they were grossly abused at hospital C. Many 
highly punitive and destructive practices were used 
and excused because they were called ''reality thera- 
py." Physical restraints, particularly leather belts and 
cuffs that restrained a patient's four limbs and waist to 
a bed, were used excessively and continuously with- 
out appropriate reevaluation (10). All patients were se- 
cluded for 24 hours at the time of admission to the 
ward. Although waist cuffs were used rarelv, hand and 
leg cuffs were very common. Many patients had be- 
come dependent on wrist cuffs and kept them on for 
self-control long after staff felt this was necessary. 
When these patients developed sufficient self-control 
to function within their limited reality (e.g., to roll up 
their toilet paper, make their beds, and not strike oth- 
ers), they were permitted out of their cells for gradu- 
ally increasing intervals, starting with 30 minutes in a 
sparsely equipped day room. 

Although the unit was designed for 2-3-month stays, 
most patients were there much longer. One reason for 
this was that patients were given no training in han- 
dling the responsibilities necessary for existence on 
less restrictive wards, let alone in a noninstitutional 
environment. The wards were run by paraprofession- 
als; input from anyone with more than a bachelor's de- 
gree was almost nonexistent. 

The ward staff generally were pleased with *'reality 
therapy'' because it gave them a system for restraining 
and dealing with patients that could be learned in a few 
short workshops. However, dissension caused by the 
inhumanity of this ‘‘reality therapy’’ had led to the 
psychiatrists and psychologists leaving the wards. The 
remaining psychiatrist was never present on the ward 
but stated that he lent his name to whatever orders the 
staff suggested as long as they were ‘‘in line." The two 
wards that used ‘‘reality therapy’’ were highly coer- 
cive and restrictive in their physical planning and their 
treatment of patients. These wards met almost none of 
the standards of Wyatt, but I did not need these stan- 
dards to evaluate the gross mistreatment of patients in 
these wards. 

The fourth hospital I evaluated, hospital D, is a large 
state hospital with more than 1,000 patients in a north- 
eastern state. Here I limited my evaluation specifically . 
to chemotherapy and psychotherapy. I asked the hos- 
pital to prepare a list of the number of patients in regu- 
larly scheduled individual and group psychotherapy 
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with each therapist. There were no Board-certified 
psychiatrists working with adults at this hospital, and 
most of the psychiatrists here had caseloads of 100- 
200 patients. Almost all of the psychotherapy at this 
hospital was conducted by psychologists, many of 
whom were foreign-trained; this created an insur- 
mountable cultural and linguistic disparity between 
therapist and patient. One therapist, who led an intact 
continuing psychotherapy group, commented with a 
great deal of frustration that there was only one such 
group in operation in a section of more than 200 pa- 
tients. The hospital was able to document that 20 pa- 
tients were receiving regular individual psychothera- 
py. All of the therapists who were interviewed, includ- 
ing the psychiatrists, stated that they felt that much 
more psychotherapy was indicated but that they were 
unable to do it because of huge caseloads, other time 
demands, patient unavailability, and hospital bureauc- 
racy. Polypharmacy was rampant at hospital D: exclu- 
sive of antiparkinsonian agents, 65% of the patients 
were receiving more than one psychotropic drug. 


However, much more striking was the fact that 6096 of . 


the patients had their dose set on the first day of hospi- 
talization with no subsequent change throughout the 
duration of their hospitalization. 

The fifth hospital I evaluated, hospital E, is located 
‘n a Western state. I evaluated this hospital on two sep- 
arate visits at 3-month intervals. The maximum secu- 
rity unit at this hospital was decidedly superior to any 
unit in the other four hospitals. This hospital used the 
concept of the therapeutic community in a refined and 
advanced manner. Here disturbed patients learned to 
assume responsibility for themselves and their fellow 
patients. Thus, psychotic behavior was controlled and 
frequently reversed without the aid of undue physical 
or chemical restraints. 

During the first visit, I noted that the hospital was 
beginning to deteriorate because of budgetary cuts and 
the imminent removal, for political reasons, of the su- 
perintendent who had done so much to create a thera- 
peutic atmosphere. A nonpsychiatrist administrator 
was to replace him. By the second visit, I noted a de- 
cline in excellence. The therapeutic milieu was com- 
promised to a point where difficult patients were not 
admitted and the ward was threatened with closure. 
Intramuscular chlorpromazine was used frequently on 
a p.r.n. basis and at higher doses than I observed dur- 
ing the first visit. Verbal orders had not been counter- 
signed for the preceding 10-day period. However, 
there was optimism among the staff that budget cuts 
would be reversed and that the ward would cycle back 
to its previous state. 

A trend that I observed in all five of the state hospi- 
tals I visited was a de-emphasis of the role of the psy- 
chiatrist, particularly as team leader. Many psychia- 
trists reacted to this trend by withdrawing from the 
team except to perform minimal functions or by re- 
signing. The replacement of the psychiatrist superin- 
tendent at hospital E with a nonphysician administra- 
tor may also be reflective of this trend. 
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All five hospitals were generally inadequate in struc- 
ture and function. There was insufficient impetus to 
change these conditions before the implementation of 
right to treatment suits. It is doubtful that these grossly 
inadequate treatment programs would have improved 
or changed without some legal action. 


POSITIVE EFFECTS OF RIGHT TO TREATMENT 
SUITS 


Detailed reports evaluating the extent to which pa- 
tients’ constitutional rights to treatment were v-olated 
by the care at these hospitals have been submi-ed to 
the judiciary. The suit involving hospitals A anc B has 
not been settled. However, the legislature of the- state 
has allocated a considerable increase in funds to its 
state hospitals. "Reality therapy’? has been totally 
stopped, at least in name, at hospital C, and a monitor 
has been appointed to see that court recommendations 
are enforced there. The settlement of the suit at nospi- 
tal D specified that 1) patients shall be protected from 
physical harm, 2) ECT shall not be administered with- 
out informed consent, 3) individual and personzl civil 
rights will be afforded, 4) physical facilities wil pro- 
vide safety, dignity, and privacy, 5) patients shell have 
the right to the least restrictive conditions necessary to 
achieve the purposes of treatment, and 6) all patients 
shall have the right to a humane psychologicai and 
physical environment. The implementation o^ these 
rights, standards, and services is overseen by a seven- 
member committee that includes a former paent at 
the hospital and two mental health profess:onals. 
These four hospitals are all advertising aggressively 
for new psychiatrists, and many new psycLratrists 
have arrived recently at hospital D. 

My experience at hospital E was quite differext from 
that at the other four institutions. Here a program ex- 
isted that provided adequate treatment without re- 
strictive and inhumane conditions. At the time of my 
inspection this program was seriously threatemed by 
funding cuts and administrative shifts. As a result of 
the right to treatment suit, the state conducted lis own 
inspection of the hospital using the staff of tk» local 
university college of medicine. As a result of this in- 
spection many defects were given the needed p. blicity 
to ensure the appropriations necessary to correct 
existing problems and continue adequate prozrams. 
Thus, the right to treatment suit in this setting helped 
provide the funding necessary to prevent the deterio- 
ration of an excellent program. 

The Wyatt decision has resulted in many c-csitive 
changes in Alabama. In 1972, the year of that d2cision, 
$6.50 per day was the average spent on each pazient in 
institutions for the mentally ill. According to Judge 
Johnson (11), that figure is now eight times zreater. 
The staff-patient ratio was .47:1 for 8,000 patients in 4 
facilities. There are now 4,000 patients in 10 fzcilities 
with a staff-patient ratio of 1.4:1 (11). The quality of 
care in these institutions.in Alabama has improved, 
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but, according to Judge Johnson (11), full compliance 
with Wyatt standards ‘‘has not been attained.” 


PROBLEMS WITH RIGHT TO TREATMENT SUITS 


Although right to treatment suits have resulted in 
substantial changes, they have also created many 
problems. Psychiatrists who are working in good faith 
in institutions with limited resources may be sued for 
monetary damages (12). Some of the negative publicity 
about the inadequacy of state hospitals has damaged 
leaders of proven excellence in the mental health field. 
Thus, these suits have driven away those psychiatrists 
who have worked hard toward positive changes in 
these institutions. 

There are other problems as well. These suits permit 
attorneys and judges rather than psychiatrists to set 
standards for mental health care. Even if the suits are 
won, there is a strong possibility that funds will not be 
made available to enact their recommendations, or, if 
money is made available, it may be at the expense of 
other equally worthy mental health causes. Pouring 
money into large, poorly run institutions perpetuates 
them; they should be dismantled in favor of smaller, 
community-based institutions. Even when additional 
funding is made available, the difficulties in recruiting 
well-trained staff for such institutions are substantial. 
If staff-patient ratios and quantity of specific types of 
staff are dictated by legal restraints, treatment flexibili- 
ty could be severely limited. Right to treatment suits 
also add one more force impinging on patient care to 
the already burgeoning list of regulatory agencies (13), 
and the demands of these suits add to the rapidly in- 
creasing burden of paperwork (13). They also add to 
the threats of political investigation that prevent work- 
ers from pursuing their careers nondefensively (14). 
They mav make research difficult, if not impossible. 

The right to adequate compensation for therapeutic 
work by patients has resulted in a marked diminution 
in the number of patients assigned to potentially reha- 
bilitative tasks in all five of the state hospitals I eval- 
uated. At hospital B the number of patients so em- 
ployed since the implementation of their right to com- 
pensation dropped from 200 to none for more than a 
year until funds were allocated for patient employ- 
ment. At the time of my evaluation, 30 patients were 
employed at rates ranging from $.25 to $1.75 an hour. 
Thus, steps have been taken to right the wrongs 
created by legislation; if properly implemented with 
full funding, these steps will be to the ultimate advan- 
tage of patients. 

There is no guarantee that court-mandated changes 
will be made. Mechanisms to ensure that they will be 
made have included continued access to grounds and 
records by the plaintiff's attorneys, ombudsmen and 
lay advocates, human rights committees, review pan- 
els, and special masters with broad powers to evaluate 
compliance and, when necessary, take over responsi- 
bility for implementing the order of the court (15). 
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However, even these measures will not be enough un- 
less they are implemented in a way that considers and 
alleviates those forces within state hospitals which in- 
herently resist change (16). 


CONCLUSIONS 


The legal profession's setting of standards for men- 
tal health care is fraught with difficulty. However, ac- 
cording to Kopolow (13), the conditions in many state 
hospitals over the past century have ‘‘warranted the 
public demands for increased accountability and judi- 
cial purview.” More specifically, the conditions at the 
five hospitals described here before my evaluations 
ranged from a need for minimal improvements to gross 
inhumanities. The changes that have been made since 
right to treatment suits have been initiated have result- 
ed in improvements in these and other state hospitals. 
These suits will continue to play an important role in 
creating further needed changes. Recognizing the po- 
tential helpful role of right to treatment suits, the staff 
psychiatrists employed at a California state hospital 
recently implemented such a suit on their own to bet- 
ter conditions in their institution. I hope that most if 
not all institutional psychiatrists will become less de- 
fensive about such suits and will use them to further 
their own program goals (17). 

So many other events have occurred that it is diffi- 
cult to attribute these results directly to right to treat- 
ment suits. However, I think that these suits, whether 
settled or unsettled, have been an important step in 
establishing adequate standards of care and the re- 
sources to provide them. 
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Community Support Programs: Program Evaluation and Public 


Policy 


BY HERBERT C. SCHULBERG, PH.D. 





The plight of chronic psychiatric patients in the 
community has led to a major federal effort to resolve 
fragmentzd and disorganized care. The Community 
Support Programs (CSPs) recently funded by NIMH 
offer the promise of reducing these difficulties by 
creating comprehensive human service systems at the 
local and state levels. However, the author points out 
that these demonstration projects should be evaluated 
lest they continue to operate on the basis of rhetoric 
rather thcn fact. He presents an evaluation framework 
whereby indexes pertinent to each program goal of the 
CSPs can be measured and the resulting data used for 
public poiicy purposes. 


FEW ASPECTS Of psychiatric programming have re- 
ceived as much attention in the past two decades as 
the needs of the chronic mental patient. In the interval 
between publication of the 1961 report of the Joint 
Commission on Mental Illness and Health (1) and the 
1978 repart of the President's Commission on Mental 
Health (2, chronic mental patients have been the sub- 
ject of a voluminous professional and lay literature, 
countless meetings and conferences, and a sociopoliti- 
coclinical movement known as deinstitutionalization 
(3). Nevertheless, psychiatric and other human serv- 
ices for the chronic patient remain fragmented, dis- 
organized, or nonexistent. The President's Commis- 
sion on Mental Health concluded that ‘‘an adequate, 
humane system of mental health care cannot exist until 
the specie] need of Americans with long-term and se- 
vere mental disabilities are met, and until Federal, 
State, and local governments share the responsibility 
for meeting this goal’’ (2, p. 22). 

The significance of this statement will stem not from 
its rhetoric but from the long-term commitments it 
generates for the chronic patient. One crucial test of 
public backing for the efforts to be exerted in behalf of 
this population will occur in the federal government's 
decisions about the future of the community support 
programs (CSPs), a series of NIMH-sponsored dem- 
onstration projects designed to comprehensively meet 
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the needs of severely disabled people (4). Reacting to 
criticism by the United States Comptroller General (5) 
and others that federal programs lack a planned, 
coordinated, and systematic approach to meet the 
needs of the chronically ill, NIMH worked for several 
years to formulate guidelines and definitions of the 
services required by this group. Out of these deliber- 
ations emerged a consensus that if mentally ill adults 
are to function in communities, they must be provided 
a far more extensive range of services than simply 
medical and psychiatric care. A community support 
system must include, in addition to the basic amenities 
of daily living, such other services as case manage- 
ment, 24-hour crisis assistance, psychosocial rehabili- 
tation, and supportive care. The planners of this new 
federal initiative postulated that when organized as an 
integrated system, the 10 human services ccmprising a 
CSP would develop the potential of its clien-s in a flex- 
ible, holistic, and personalized way. 

NIMH has contracted for a series of state and local 
demonstration projects to test the concepts and prac- 
tices it deems integral to community support of the 
mentally ill. These pilot efforts have already generated 
excitement among professionals and lay people. In 
fact, the model is being heralded by some as the solu- 
tion to the ills of deinstitutionalization in that it re- 
quires mental health professionals to negotiate and or- 
ganize a total caregiving network rather than a frag- 
mented one. 

In view of anticipated growth in CSPs, we must be- 
gin to develop evaluation strategies now to avoid the 
inevitable assertions that CSPs are just the latest fed- 
eral initiative to generate expectations without provid- 
ing evidence of effectiveness. Community mental 
health programs have been criticized on these grounds 
(6). Given the CSPs' relatively nascent form and the 
likelihood that their evolution can be influenced by the 
data provided to policy makers, we must design and 
conduct meaningful evaluations immediately. 

Although opportunities to influence the direction a 
program will take with evaluative data are potentially 
extensive, the methodological and political challenges 
of evaluation are equally formidable. It is exceedingly 
difficult to evaluate with any precision the CSP format, 
i.e., broad-scaled, multilevel interventions designed to 
alter the structure of caregiving systems and the 
course of people's lives. A reasonable differentiation 
of the unique or interactive contributions of the 10 
service components of a CSP to improved functioning 
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in its clients requires highly sophisticated "'treatment 
protocols" and research designs, which are likely 
beyond the control of most administrators and evalua- 
tors. 

The political ethos of a newly established CSP also 
challenges those who seek to generate and use eval- 
uative information. Given congressional pressures to 
remedy the pervasive problems depicted by the U.S. 
Comptroller General (5) and NIMH's need to assure 
continued as well as increased funding for the pro- 
grams, data collection timetables and the information 
produced must serve contradictory needs. NIMH will 
require immediate and striking documentation of the 
programs' accomplishments to support budgetary 
requests. Local program directors, sympathetic to this 
national need and desirous of maintaining their own 
resources, will nevertheless seek to avoid the evalua- 
tion of activities whose consequences may well not be 
evident for a year or two. 

Within this consiellation of opportunities and chal- 
lenges, what evaluation strategies can best give NIMH 
a national perspective on the CSP's ability to meet its 
intended purposes? What questions should be posed, 
‘what data should be collected, and what policy issues 
should be addressed? j 


CSP GOALS AND EVALUATION STRATEGIES 


The goal of the CSPs is to establish a comprehensive 
range of services that will alleviate the distress experi- 
enced by chronically mentally ill people who live in the 
community and to improve the quality of these peo- 
ple's lives (4). Since this goal is relatively abstract, 
more specific objectives must be defined. NIMH mate- 
rials indicate that CSPs will pursue the following pur- 
poses: 1) identifying the total population-at-risk in a 
pilot project community as well as statewide and de- 
termining the proportion served by the CSP, 2) estab- 
lishing the 10 services essential to the community ten- 
ure of chronically ill people and determining the costs 
of providing these services individually or collectively, 
3) working with the local, state, and national policy 
makers and administrators who control human and 
other services so that changes in the system can be 
facilitated, and 4) producing benefits for participating 
clients, their families and communities, and for staff. 

These purposes and their operational components 
serve as a logical framework within which to construct 
a CSP evaluation plan. I will therefore analyze each 
purpose and component in terms of assessment cri- 
teria, procedures for data collection, and uses of eval- 
uative data. 


POPULATION-AT-RISK 
The definition of clients who are eligible for CSP 
services varies among the initially funded demonstra- 


tion projects. Definitions seem more related to local 
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caregiving arrangements and precedents regardirg the 
chronic patient than to the clinical and social needs of 
the individuals served. Given ambiguous federal 
guidelines, population-at-risk estimates of CSP c.ients 
could well cover a wide range. 

Assessment criteria. The characteristics and s ze of 
the population-at-risk could be determined from either 
prevalence or incidence data. Prevalence data indicate 
the total number of clients eligible for service at a giv- 
en time.or over a period of time. Criteria for assessing 
the prevalence of clients eligible for CSP service could 
include 1) the number of discharged mental hcspital 
patients living in the community, 2) the number of 
people living in identified community residences for 
the mentally ill (e.g., boarding homes and 2roup 
homes), 3) the number of people receiving Supplemen- 
tal Security Income (SSI) benefits who have a psychi- 
atric diagnosis, 4) the number of people receiving med- 
ication or other treatment at aftercare clinics, and 5) 
the number of people found through community sur- 
veys to bave low levels of social and vocational func- 
tioning. 

Incidence data indicating the number of peopke who 
become eligible for CSP services during given periods 
of time could be determined by such criteria as 1: num- 
ber of people admitted to a mental hospital, 2) number 
of people admitted to day hospitals, and 3) number of 
people diagnosed as having schizophrenia and as hav- 
ing sufficiently low scores on a functional assessment 
inventory. 

Prevalence and incidence data generate com- 
plementary but different information. Planners con- 
cerned with the magnitude of current need fcr CSP 
services should use prevalence data; planners con- 
cerned with the future need for CSP services would 
find incidence data more pertinent. The prevalence or 
incidence index chosen depends on the planner' s need 
for sensitive or specific screening criteria. Sensitive 
measures (e.g., discharge from a state hospital) have a 
high probability of identifying clients who are eligible 
for CSP services. Specific measures (e.g., funztional 
assessment inventories) have a high probability of 
eliminating ineligible clients. 

Procedures for data collection. 'The records cf zom- 
munity and state agencies constitute prime date 
sources. Although their format and reliability may 
present difficulties, their easy accessibility and low 
cost compensate. Fresh attempts to generate pertinent 
data, e.g., through community surveys, are expensive 
and should be undertaken only when absolutely neces- 
Sary. 

Uses of data. Policy makers in executive and legis- 
lative branches of government are legitimate-y con- 
cerned about the fiscal costs of community support 
services. Haunted by financial disasters creeted by 
such human services programs as medical care for the 
indigent and aged, policy makers rightfully irsist on 
assessments of need that accurately project future 
funding levels. A meaningful projection of the true size 
of a CSP's population-at-risk is therefore vita. to the 
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mental health planner's purposes. Seeking to justify 
higher expenditures for increased services to the 
chronically ill, planners can use properly developed 
need assessment data to demonstrate that the func- 
tional level and size of the CSP population warrants 
greater funding but costs will not bankrupt the govern- 
ment. 

Having specified these uses of data on assessment of 
need, we must also acknowledge that funding for a 
program rarely attains adequate levels even when sup- 
ported by highly valid and persuasive data. A cost- 
benefit decision must be made as to whether investing 
funds to generate more valid and reliable descriptions 
of the population-at-risk will produce higher appro- 
priations than less valid, less reliable, and less costly 
estimates. Unless the CSP is exceptional, the latter 
could serve planning and budgeting purposes equally 
well. 


POPULATIONS SERVED 


Evaluating the adequacy of the CSPs involves com- 
paring the people who are served by CSP demonstra- 
tion projects with the total population-at-risk. This 
analysis may be limited to the absolute number of 
people being served or may consider the representa- 
tiveness of the treated people relative to the popu- 
lation-at-risk. Either approach requires obtaining in- 
formation about the specific people being served. Data 
about client characteristics are also needed to evaluate 
a CSP's level of effort. Administrators and policy 
makers are concerned about how many clients are re- 
ceiving which services, and regularly collected data 
are needed to answer this query. 

Assessment criteria. In evaluating a CSP's scope of 
effort, the clients' demographic and clinical character- 
istics should be related to the services they are receiv- 
ing. This is best accomplished by using simple and 
consistent procedures for classifying individual vari- 
ables and service categories. An individual's demo- 
graphic characteristics generally can be readily deter- 
mined and classified. However, clinical character- 
istics, such as level of community adjustment, are 
more complex and therefore difficult to measure and 
classify. Clinical data generally are not available; to 
the degree that they exist, interrater reliability is low. 
Procedures for recording the CSP services provided 
clients also vary among agencies. Reliable classifica- 
tions have been established for existing services but 
not for newly established ones. 

Procedures for data collection. Information systems 
of differing sophistication exist in most agencies, but 
we must establish consensus regarding how patient 
variables and service definitions will be measured. 
Once this occurs, data pertinent to a CSP's scope of 
effort can be routinely supplied to evaluators. Al- 
though data on effort should be available through regu- 
lar information collecting practices (7), specialized 
data collection procedures may be needed to obtain 
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information about the level of clinical, social, and vo- 
cational functioning of CSP clients. ' 

Uses of data. Measures of CSP effort portray the 
volume of services provided eligible clients. These 
data can be used to evaluate how adequately local pro- 
grams are meeting the service needs of such people. 
When data are available regarding the level of services 
provided the population before the CSP was estab- - 
lished, better analysis is possible of whether CSP 
chents are being more fully served. However, effort 
evaluations do not necessarily indicate whether clients 
are benefiting. The latter can be determined only 
through evaluations of effectiveness. 


AVAILABILITY AND COST 


Studies of the community tenure of:clients who are 
eligible for CSP services have found that maladjust- 
ment results from or is exacerbated by the lack or in- 
accessibility of the many services these people require 
(8). CSPs, therefore, have the explicit goal of increas- 
ing needed services. Determining the extent to which 
service expansion occurs must therefore be a prime 
evaluative concern. 

A related concern is whether shifts occur in funding 
sources. Specifically, is a greater share of the cost of 
providing CSP services supported by. mainstream 
sources rather than by mental health funds alone? A 
still further fiscal perspective is determining how cost- 
efficient CSP services are. Administrators are being 
pressured to generate such data and to assess whether 
services of similar quality can be provided at lower 
costs (9). Degree and type of program growth and the 
costs for achieving this expansion are linked eval- 
uative pursuits. 

Assessment criteria. Studies of CSP availability re- 
quire pertinent operational definitions for each of the 
10 service components. Thus, definitions should be es- 
tablished about such factors as a service's sponsor, lo- 
cation, staffing pattern, and hours. It is more difficult 
to specify measures of shifting funding sources and the 
cost efficiency of given services. Human services in 
general are vague in ascertaining the fiscal bases and 
true costs of meeting their clients' needs, and few good 
accounting models exist for a CSP to build on. Com- 
munity mental health centers have made considerable 
progress toward accurately identifying sources of pro- 
gram funding and have installed cost-accounting pro- 
cedures that make cost efficiency studies possible (10). 
However, these procedures are not readily transferred 
to a CSP because it includes clinical as well as non- 
clinical components. Some of its services are highly 
labor intensive and others less so, and its activities are 
conducted in a variety of settings under a hetero- 
geneous array of organizational auspices. each of 
which likely uses differing cost-accounting proce- 
dures. Identifying the funding sources and costs of a 
CSP, therefore, requires considerable preparatory 
work. 
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Procedures for data collection. After the operation- 
al definitions of 4 CSP are established, demonstration 
projects can compile inventories of the initial availabil- 
ity or nonavailabilitv of the 10 CSP services. Annual 
evaluations should then be conducted to determine de- 
gree of program growth. This assessment involves the 
updating of initial information to determine whether 
each service is more, equally, or less available, consid- 
ering such criteria as staffing pattern and hours during 
which the service is offered: 

Most organizations could not currently undertake 
data collection to determine shifts in CSP funding 
sources and the cost efficiency of available services 
without considerable technical assistance. Crude esti- 
mates of unit service costs could be generated by 
many demonstration projects, but obtaining more pre- 
cise and valid information requires excessive skills and 
resources. The strategy for this evaluative component, 
therefore, should be that of accepting estimates from 
most projects and undertaking detailed fiscal analyses 
only at selected sites. 

Uses of data. Information regarding degree of CSP 
program growth is useful for determining whether per- 
tinent services are readily available to the people who 
need them. However, such inventories contain no in- 


formation on whether CSP clients are using these serv- 


ices appropriately and benefiting from them. Such con- 
clusions can be derived only from outcome studies. 
Nevertheless, inventory changes, i.e., greater service 
availability, are readily communicated to lay people 
and have potential public relations value. 

Data regarding a CSP's fiscal bases are useful for 
determining whether care of the chronically mentally 
ill is being financially mainstreamed or remains primar- 
ily within the mental health sector's budget. Accurate 
information, even when gathered only at selected 
sites, is useful for budgeting and negotiating purposes. 
Data about the cost efficiency of CSP components 
have many uses, including planning the least expen- 
sive arrangement for organizing and staffing needed 
services. Thus, although cost comparisons among 
projects are likely to create political difficulties, they 
are vital in determining future program directions. 


STRATEGIES FOR SYSTEM CHANGE 


CSP planners have recognized that effort must be 
directed at expanding boundaries and altering the 
structure of systems that serve the mentally ill. Since 
mentally ill clients are repeatedly frustrated in gaining 
access to many of the system's components (11), the 
CSP's strategic focus is on achieving system change. 
The related evaluative focus should be that of deter- 
mining 1) whether the system's operations have 
changed to accommodate CSP clients, 2) more and 
less appropriate strategies for achieving this change, 
and 3) what obstacles in the system continue to block 
achieving CSP goals. 

Assessment criteria. Studies of the manner in which 
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local and state CSPs achieve system change ca: ana- 
lyze such variables as role clarity among particirzting 
organizations; competition versus sharing o- re- 
sources, facilities, clients, and data; the ability of CSP 
clients to permeate organizational boundaries; inter- 
organizational sharing of goals; the stability or turbu- 
lence of the CSP's environment; obstacles creai2d by 
government regulations and funding requirements; and 
feedback mechanisms used to rectify system imbal- 
ances. Models focusing on organizational readiness or 
resistance to change can also be used to select assess- 
ment criteria (12). 

Procedures for data collection. Although daca re- 
garding the developmental history of demons:-ation 
projects are useful, local agencies have little disc-etion 
and autonomy in altering system relations; these are 
usually controlled by higher level bureaucracies. Stud- 
ies of changes in the system should therefore focus on 
state government. Evaluative analyses should consid- 
er how federal regulations are interpreted, executive 
decisions reached and implemented, resources allo- 
cated, and interdepartmental responsibilities 3egoti- 
ated. 

Uses of data. If planners are to improve servize de- 
livery to the mentally ill, it is essential that they identi- 
fy the opportunities for and obstacles to system 
change. Assuming that reasonably comparable inter- 
state data can be obtained, planners could detzrmine 
which obstacles are unique to a local effort and which 
are troublesome nationally. Technical consvcERation 
could be used to resolve the former, and plenners 
could initiate administrative or legislative remed:es for 
the latter. 


CSP BENEFITS 


Although rationales ranging from the clinical-hu- 
manitarian to the fiscal-political are useful in laumching 
a new program, the CSP ultimately must be justsied in 
terms of the benefits derived by its clients, the:r fami- 
lies and communities, and the staff working with the 
clients. Administrators and legislators faced with com- 
peting claims on limited public funds may ultimately 
determine appropriations on the basis of political or 
other criteria, but outcome data are integral :o the 
mental health planner's case for continued or ex- 
panded funding. 

Assessment criteria. The CSP model is very difficult 
to evaluate using standard assessment criteria. Each 
service could be assessed on various indexes: vhen a 
client simultaneously obtains several services, the per- 
tinent outcome criteria could be the sum of those for 
each service or an entirely different combinatioa. For 
example, clients receiving psychosocial rehabil tation 
as well as supportive services of indefinite duration 
could be assessed on outcome criteria pertinent to 
both services. However, the interactive effect o? these 
two services could require that outcome also be mea- 
sured on such additional criteria as level of psychiatric 
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symptoms. Thus, outcome measures should be se- 
lected for each CSP client on the basis of his or her 
specific service profile rather than assessing all clients 
on uniform outcome criteria. Unless there is reason to 
predict that exposure to any single CSP service will 
affect the client's overall functioning, the use of global 
outcome measures should be minimized. Such in- 
struments as the Global Assessment Scale (13) are use- 
ful for describing the CSP's clientele but less so for 
evaluating the change produced by a specific CSP 
service. Although client-geared rather than criterion- 
based outcome studies are methodologically complex 
and require unique pre-post change scores for each 
evaluated service, conceptually they are far sounder 
than a strategy that ignores the CSP's multiple ap- 
proaches to having an effect on its clientele. 

some assessment criteria for CSP services can be 
more easily defined and measured than others. For ex- 
ample, the service of assistance to clients applying for 
benefits should produce tangible benefits, such as 
more rapid processing of claims and increased sums of 
money allotted CSP clients. Medical and mental health 
care should produce such benefits as reduced physical 
and psychiatric symptoms and an increased number of 
days in the community rather than in 24-hour inpatient 
care facilities. On the other hand, outcome criteria for 
a service such as backup and assistance to family and 
community are more difficult to specify. They may in- 
clude measures of the family's comfort when relating 
to the CSP client and amount of time spent with the 
client. However, positive change on these indexes 
may stem as much from improved client functioning 
produced by psychosocial rehabilitation as from the 
backup and assistance provided directly to the family. 
. In general, assessment criteria should be directly re- 
lated to the CSP service, minimizing the need to infer 
causal links between service and outcome and reduc- 
ing interactive effects with other CSP services. 

Procedures for data collection. Choosing outcome 
criteria and collecting data require a methodological 
sophistication that varies among demonstration proj- 
ects. If outcome studies are to be performed and bene- 
fits measured by all projects, those with newer data 
collection systems must be provided technical assist- 
. ance. The focus of locally directed outcome studies 
generally should be on criteria selected by their admin- 
istrators as meaningful to local goals. In all likelihood, 
these studies will take 18-24 months because service 
impact occurs at different rates. Some benefits may 
show a clear linear pattern; others may peak very early 
or only after a considerable length of time. 

Uses of data. Although outcome data can be dis- 
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torted and used to discredit a program, the risk of los- 
ing funding is greater when benefit data are continually 
lacking. If the outcome studies generate positive find- 
ings, planners can espouse a continued funding prior- 
ity from a factual foundation rather than on the basis of 
rhetoric alone. In addition to the vital political uses of 
CSP benefit data, they can also contribute to our con- 
ceptual understanding of the relationship between a 
mentally ill person's cognitive and social deficits and 
community tenure. Much speculation abounds as to 
whether such people can survive in contemporary so- 


. ciety and the scope and cost of the "behavioral engi- 


neering” needed to sustain them outside of institu- 
tions. Well-designed outcome studies can help clarify 
such questions and can advance our comprehension of 
the ecological balance between a person's intrinsic 
abilities, community supports, and public policy. 
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Intolerance and Extremism in a Correctional Institution: 
A Perceived Ethnic Relations Approach 


BY N.I. DISHOTSKY, M.D., AND ADOLF PFEFFERBAUM, M.D. 


i 


The authors used an ecological approach to analyze 
the interaction of ethnicity, environment, personality, 
and ideology that led to racial intolerance, ethnic 
strife, and the existence of a self-styled neo-Nazi 
group in a correctional institution for youthful 
offenders. Staff members completed a questionnaire 
on which they rated the behavior of each of 320 
inmates toward his own and other ethnic groups. The 
inmate's membership, if any, in a "power" subgroup 
was also noted. Results indicated a correlation 
between antagonistic patterns of ethnic relations and 
receptivity to racial propaganda and ideology. Further 
research focusing on the perceived ethnic relations 
climate is necessary to determine whether the patterns 
found in this institution are typical and to ascertain 
explanations for this correlation. 


AN INCREASE in the intensity and frequency of ethnic 
conflict has been reported over the: past 20 years by 
Observers in diverse environments (1, 2). However, ra- 
. cial intolerance and its relationship to ethnic conflict, 
extremist ideology, and the formation of extremist 
groups have received limited consideration in the psy- 
chiatric literature (3-5). An overview of trends in psy- 
chiatric research from 1963-1972 revealed an absence 
of ecological concerns and a paucity of research on the 
social causes of psychiatric impairment (6). This anal- 
ysis is still applicable to our understanding of the 
causes of intolerance and extremism. 

The absence of new constructs to explain social fac- 
tors in the psychopathology of racism is all the more 
striking when contrasted with the psychiatric literature 
of the 1940s and early 1950s. The nature and causes of 
racial intolerance and the issue of human adaptation to 
extreme situations such as imprisonment were deep 
concerns during World War II and the postwar period. 
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By 1943, depiction of life in concentration camps 
had revealed the harrowing impact of unmanageable 
social environments on all levels of personality (7). Be- 
havioral changes among battlefield soldiers, prsoners 
of war, and concentration camp survivors were docu- 
mented in a stream of reports (7-12). The unavoidable 
theoretic implication of these accounts of adap:ations 


‘to extreme situations was that behavior could n» long- 


er be viewed as independent of social reality. Social 
structure came to be accepted as an independent fac- 
tor rather than merely the projection of uncorscious 
fantasies or the reproduction of familial relaticnships 
(13). 

Of particular relevance to the present report is & 
study of ethnocentrism among prison inmates con- 
ducted 30 years ago. Extreme hostility toward minor- 
ity groups and support for the use of force to suppress 
minorities were expressed by a subgroup of con"icts in 
San Quentin prison (14). The racist attitudes o? these 
prisoners, reported verbatim in The Authoritaricn Per- . 
sonality (14), were nearly identical to opinicns es- 
poused by the neo-Nazi prison inmates studied in the 
present research. 

The authors of The Authoritarian Personality devel- 
oped a psychosocial survey to assess personality fac- - 
tors underlying susceptibility to totalitarian valLes and 
solutions (15), an area that had been largely neglected 
in previous research. However, :this approach has 
since been faulted for seriously underevaluating the ef- 
fects of environment on personality (16, 17). 

We decided to study racist attitüdes and behaviors 
among prison inmates from an ecological perspective, 
emphasizing the interaction of persons and emviron- 
ment. Our survey strategy focused on observed »ehav- 
ior rather than self-reported attitudes, opiniors, and 
values. This method of assessing the relational dimen- 
sion of the perceived environment derives from re- 
search in social ecology (18, 19). Using this method, 
we demonstrated a correlation between antagonistic 
patterns of ethnic relations and receptivity ta racial. 
ideology. 


METHOD 
Background 


Several hundred hours of direct observation and in- 
terviews revealed that the events of everyday life in 
the Karl Holton School (described below) were dic- 
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teted by a code of ethnic separatism. Inmates of dif- 
ferent ethnic backgrounds refused to share food, 
drinks, cigarettes, and bathroom facilities. To a lesser 
extent they avoided one another in the television- 
viewing area, in the classroom, and on the playing 
field. Standards for behavior were rigidly defined and 
enforced by power factions within each ethnic group. 
Of particular concern was the emergence from the 
white power subgroup of a self-styled neo-Nazi fac- 
tion. Inmates had access to a propaganda sheet, 
“White Power," founded in 1967 by George Lincoln 
Rockwell and published by the American Nazi Party 
(ANP). This.literature emphasizes objectives and be- 
liefs of interest to white inmates: self-defense, white 
sclidarity, and the racial inferiority of blacks. Curios- 
itv about or understanding of German Nazism was 
minimal, distorted, or nonexistent among the inmates. 
Interviews and observations suggested that the ANP 


propaganda provided rationalizations and reinforce- 


ment for hostile affects and actions. We attempted to 
demonstrate quantitatively whether this correlation 
between ideology and behavior existed. 


Setting 


Almost 12,000 young offenders were under the juris- 
diction of the California Youth Authority (CY A) at the 
time of this study. The majority were on parole, but 
approximately 4,000 lived in institutions. Of the insti- 
tutionalized male wards, 31% (1006/3832) lived at the 
Northern California Youth Center (NCYC). NCYC 
consists of three autonomous minimum security facili- 
ties that house youthful offenders, aged 14-21, from all 
sections of California. The Karl Holton School, one of 
the NCYC facilities, housed at the time of the study 
352 adolescent prisoners on 8 separate living units with 
a maximum population of 50 inmates. In most cases 
previous efforts to alter the youths' patterns of crimi- 
nal behavior at the community level had failed. Ado- 
lescent offenders who required a high school or junior 
co.lege education and were considered likely to benefit 
from a highly structured behavior modification pro- 
gram were placed at Holton. The average length of 
stay was 1 year. There had been a marked increase in 
the percentage of juveniles committed for crimes of vi- 
olence, i.e., homicide, assault, and rape: in 1966, only 
15% of first-time commitments to CYA involved vio- 
lent offenses, but by 1976 this figure had increased to 
mcre than 40%. 

The extension of due process and equal protection 
to prisoners in the late 1960s led to the development of 
the Disciplinary Decision Making System (DDMS) at 
CYA. This set of rules and procedures governed dis- 
ciplinary actions and sanctions and evolved into the 
guidelines for a behavior modification program at Hol- 
ton. The more serious the violations of these rules, the 
more severe were the sanctions. Specified amounts of 
time were added to inmates' sentences for a variety of 
unacceptable behaviors, such as group disturbances, 
injury to persons, use of weapons, and drug abuse. 
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Prosocial behaviors were reinforced by *'time cuts." 
The system was implemented by staff teams, who 
made daily quantitative evaluations of inmates' ag- 
gressive and cooperative behaviors. These evaluations 
were central to parole board decisions. There were 
genuine efforts at due process, including an effective 
prisoner grievance procedure with outside arbitration. 


Procedure 


Because of their extensive experience in evaluating 
behavior, the staff teams were considered the most re- 
liable and expert source for data collection. The lead- 
ers of the 8 staff teams were parole agent social work- 
ers. Holton's Director of Clinical Services introduced 
us to these team leaders at one of their weekly meet- 
ings and explained we were doing research that might 
help to ameliorate some of the ethnic strife at Holton. 
We then asked the staff to act as raters by calling on 
their experience in evaluating inmate behavior. 

Each rater received a packet of 40-45 identical one- 
page questionnaires, 1 for each youth on his or her liv- 
ing unit. Staff raters were asked to identify each youth 
in terms of primary ethnic group, i.e., Caucasian, 
black, Mexican-American, etc. They were also asked 
“Is the ward a member of any of the following sub- 
groups—'white power, black power, neo-Nazi, 
etc." ?" (These designations were the commonly used 
terms within the institution.) Raters were also asked to 
identify youths who had body tattoos symbolic of 
group membership. Responses to the question ‘‘How 
does the ward relate to his own and other ethnic 
groups?” were on a series of 5-point scales (1=coop- 
erative, 5 hostile). 

Upon completion of the questionnaires, the team 
leader returned to his unit and asked the next in com- 
mand, the senior youth counselor, to go <o the direc- 
tor's office to participate in our study. The procedure 
was repeated several times, i.e., senior youth counsel- 
ors were followed by youth counselors and so on. Sev- 
eral counselors who were unable to come to the direc- 
tor's office because of staff shortages completed the 
survey on the unit. This process was repeated when 
the shifts changed. 

The degree of cooperation was high, although a few 
staff members on the second shift required more de- 
tailed explanations of the purpose of the study and ex- 
plicit guarantees of confidentiality. A total of 40 staff 
members (5 from each living unit) served as raters: 
62.5% (N=25) were white, 17.5% (N=7) were black, 
17.5% (N=7) were Mexican-American, and 2.5% 
(N=1) were Asian-American. For a subject to be in- 
cluded in the sample, it was required that 4 of the 5 
raters concur about the youth’s ethnic group. If there 
were fewer than 5 completed questionnaires, unanimi- 
ty was required. Most of those youths not included in 
the final sample (30 of 350) were recent arrivals not 
well known by the staff raters. A subject was consid- 
ered to be a member of a power subgroup only if a 
majority of raters (3 or more) agreed on his subgroup 
affiliation. 
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RESULTS : 

Major survey findings, which will be discussed in 
greater detail below, included the following: 

1. White prisoners were perceived as significantly 
less cohesive than their black and Chicano counter- 
parts. 

2. Whites were seen as the most hostile and blacks 
as the least hostile toward other ethnic groups. 

3. White power and black power subgroups were 
the primary carriers of perceived ethnic conflict. 

4. The major carrier of cohesion among white in- 
mates was the white power subgroup. 

5. The neo-Nazi faction of the white power sub- 
group demonstrated very high cohesion and showed 
the most hostility toward other ethnic groups, espe- 
cially blacks. 

Of the 320 subjects, 33% were black, 47% white, and 

-20% Chicano. Power subgroup membership was as fol- 
lows: black power, 2826 (29 of 104); white power, 4476 
(66 of 151); and brown power, 44% (29 of 65).! The 
neo-Nazi faction consisted of 26 subjects, 1796 of the 
white inmates. Of these, 23 had at least one of the fol- 
lowing tattoos: the words ‘‘White Power,” a swastika, 
the double lightning bolt symbol of the SS, or the acro- 
nyms ‘‘NSWPP”’ or “SWP” (for National Socialist 
White People's Party or Socialist White People's Par- 
tyi. Chicano youths had tattoos such words as ‘‘La 
Raza” or the name of their barrio. Few black inmates 
had tattoos. ] 

Ethnic relational behavior (ERB) scores were de- 
rived for members of each ethnic group from the sur- 
vey data. We then obtained intra-ethnic and cross-eth- 
nic ERB scores for each ethnic group and for all com- 
binations of groups. Low ERB scores indicate 
cooperation; high scores indicate actively conflicted or 
hcstile behavior (see figure 1). 

Ethnic cohesion was examined by comparing intra- 
ethnic and cross-ethnic cooperation. Friedman analy- 
sis of variance by ranks revealed significant differenc- 
es (p«.001) in the ERB scores of the three ethnic 
groups. A sign test demonstrated that the intra-ethnic 
ERB scores were always significantly lower (p«.001) 
than the cross-ethnic ERB scores.? It was assumed 
that highly cooperative behavior among members of 
the same ethnic group (indicated by a low ERB score) 
reflected group cohesion. A significantly greater de- 
gree of cohesion in the Chicano and black groups 


'The identification criteria produced an overall white power group of 
65 subjects, with 31 subjects identified by the white power prompt 
only, 12 by the Nazi prompt only, 14 subjects identified as both 
white power and Nazi, and 9 when white power and Nazi prompts 
were considered cumulatively. The questionnaire did not provide 
an adequate prompt for the identification of a Chicano power 
group, but there were many write-in responses to the prompt desig- 
nated ''other." A two-rater identification criterion produced a 
brown power subgroup with 29 members. 


?Details of the Friedman analysis of variance by rank and the Krus- 


kal-Wallis group average rank scores are available from the authors 
upon request. 
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FIGURE 1 
Cumulative Frequency Distributions of Group Ethnic Relationz! Be- 
havior Scores? 
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compared with the white group was demonstrated 
by Kruskal-Wallis ordered contingency anélysis 
(p<.001). The white power subgroup revealed the 
same level of intra-ethnic cohesion as the total black 
and total Chicano groups (see figure 1). Of the three 
power subgroups, only the white power faction Jem- 
onstrated significantly more cohesion than the remain- 
der of their ethnic group (see table 1). Thus the white 
power subgroup was a major carrier of cohesion within 
their ethnic group. 

Cross-ethnic relational behavior differed among eth- 
nic groups. The black inmates demonstrated the most 
positive and the white inmates the least positive crass- 
ethnic relations (figure 1). Blacks related more posi- 
tively to whites than whites did toward them (p<.001, 
Kruskal-Wallis analysis). Of the three power sub- 
groups, only the brown power faction could not be dis- 
tinguished from the remainder of their ethnic group on 
measures of cross-ethnic behavior. Black power and 
white power subgroups both showed high cross-ezhnic 
hostility. The black power subgroup had greater cross- 
ethnic hostility than the rest of their ethnic group 
toward both Chicano and white inmates (p<.01). The 
white power subgroup compared with the remaincer of 
their ethnic group revealed significantly higher l=vels 
of cross-ethnic hostility toward black inmates 
(p<.001) and Chicano inmates (p<.05). Hostility was 
greater in the white power subgroup than the black 
power group, but this difference did not reach stztisti- 
cal significance (p=.07). However, the neo-Nazi sub- 
group showed significantly more hostility (p«.01) than 
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TABLE 1 


Ethnic Relational Behavior of Ethnic and Power Subgroups Toward 

Target Groups? 

n ————————ÀC—— 
Target Group 


Group White Chicano Black 
Black (N= 104) 
Black power (N=29) 68° 67° 50 
Other blacks (N=75) 47 47 53 
Chicano (N=65) 
Brown power (N =29) 32 29 32 
Other Chicanos (N=36) 34 37 34 
White (N=151) 
White power (N=66) 52° 854 96* 
Other whites (N=85) 95 69 61 
Neo-Nazi (N=26) 48° 961 109* 
Other whites (N 7125) 82 72 69 


aData are the average group rank from ordered contingency analyses. Low 
ranks indicate cooperative behavior; high ranks indicate hostile behavior. 
series higher (i.e., more hostile) than the remainder of the group, 
p<.01. 


“Significantly lower (i.e., more cooperative) than the remainder of the group, 
p.001. 


"Significantly higher than the remainder of the group, p« .05. 
*Significantly higher than the remainder of the group, p<.001. 


the black power subgroup. The neo-Nazi faction com- 
pared with the rest of the white inmates had very high 
group cohesion and the most hostile behavior toward 
both Chicanos (p<.025) and blacks (p<.001) (see table 
1) Thus, black power and white power subgroups 
were major carriers of perceived cross-ethnic conflict, 
and the neo-Nazi faction revealed the most extreme 
levels of conflict behavior. 


DISCUSSION 


Possible explanatory hypotheses for this spectrum 
of relational responses and the conflict behavior of the 
. Nazi faction are numerous and complex. The follow- 
ing discussion, which focuses on the personal-environ- 
ment interaction and on situational and personality 
factors, will call on direct observation, interviews, and 
the relevant social science literature (areas of specula- 
tion will be noted). 

The studies reported 30 years ago in The Author- 
itarian Personality supported a personality pre- 
disposition hypothesis of racial intolerance. The ''au- 
thoritarian syndrome” was characterized by a rigid ad- 
herence to conventional values and a tendency to 
punish perceived violations of these values. Fear of 
weakness, exaggerated assertions of strength, hostili- 
ty, manipulativeness, and projection of unconscious 
impulses were all suggested as features of the poten- 
tially fascist personality, conceptualized as a sado- 
masochistic resolution of oedipal strivings. In one of 
the authoritarian personality studies, a subgroup of 
white convicts revealed extremely prejudiced attitudes 
and opinions and had very high scores on the F scale, a 
quantitative survey measure of ethnocentrism. This 
convict group was viewed as a specific psychopathic 
subtype of the ‘‘authoritarian syndrome," described 
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as “embryonic stormtroopers . ., whose aggression 
could be readily mobilized” by the ideologic appeal of 
a cunning leader. 

The racist sentiments of these psychopathic con- 
victs bear a striking resemblance to the beliefs es- 
poused by the neo-Nazi subgroup in our study. How- 
ever, in planning our research and in considering pos- 
sible comparisons, we were concerned about the 
controversy regarding the validity of the findings re- 
ported in The Authoritarian Personality. The personal- 
ity assessments therein were based on the convicts' 
written responses to questionnaire items; actual be- 
havior in diverse settings was not measured. Further, 
correlations between the F scale and various non- 
questionnaire measures of interpersonal behavior are 
typically low (16). Thus these studies seriously under- 
evaluated the effects of environment on personality 
(16, 17). 

We focused on observed behavior rather than self- 
reported attitudes, opinions, and values. This focus on 
the relational dimension of the perceived environment 
leads us beyond a personality predisposition hypothe- 
sis toward an ecological hypothesis of racial intoler- 
ance. Examination of relational variables led to the 
concept of the perceived ethnic relations climate, a 
systematic measure of individual, group, and collec- 
tive relational responses. 

The differences in aggressive responses we ob- 
served between ethnic groups cannot be explained by 
our survey data alone. We will consider most of these 
differences in hostile behavior as situationally adaptive 
aggressive responses in the service of reality-based 
self-protection. 

Overt ethnic strife did not emerge within the penal 
system until the early 1960s and at Holton until the 
early 1970s. Ethnic strife was particularly pronounced 
in institutional settings where environmental reality 
forced a compressed intimacy on individuals of dif- 
ferent ethnic backgrounds. Further, the prison situa- 
tion, with the attendant loss of personal freedom and 
mobility, makes it impossible for inmates to withdraw 
from the arena of racial confrontation. 

Social structural conditions are not constant. The 
shifting racial composition of the inmate population, 
characterized by increasing proportions of black and 
Hispanic individuals and decreases in the white popu- 
lation, occurred during a period of heightened ethnic 
consciousness. The civil rights movement, black na- 
tionalism, and the presence of ethnically exclusive 
"super-gangs'' led to the organization of highly cohe- 
sive groups among black and Hispanic inmates, while 
the white prisoners remained disunited and vulnerable 
to the shifting balance of power (20, 21). Thus the in- 
tensified ethnic conflict we observed derived from so- 
cial structural conditions that seem impossible to con- 
trol. These social realities are significant environmen- 
tal determinants for hostile ethnic relational behaviors. 
In this context, the marked hostility of white inmates 
and the emergence of a white power backlash can be 
understood as a situationally adaptive group response 
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to decreasing ethnic power in a setting that offered no 
retreat. 

We have already noted that the social climate of the 
American penitentiary system was transformed in the 
late 1960s by judicial review of prison administration 
and procedure. The extension of due process and 
equal protection to prisoners in the late 1960s trans- 
formed the social climate of penal institutions. The 
courts ruled that Muslim inmates could not be denied 
access to religious literature or to the newspaper Mu- 
hammed Speaks. These historic decisions opened the 
prisons to the influence of a variety of previously ex- 
cluded literature, including ‘‘White Power," the 
American Nazi Party propaganda sheet. 

In our sample, approximately one-sixth of the white 
inmates revealed a susceptibility to this neo-Nazi 
propaganda. Of these 26 youths, 23 had body tattoos 
symbolic of commitment and group membership. The 
extremely hostile cross-ethnic behavior of this neo- 
Nazi clique, whose members were significantly more 
hostile than the white power group, suggested aggres- 
sion far beyond the situational necessities. 

The correlation between extreme ethnic hostility 
and receptivity to ethnocentric ideology cannot be ex- 
plained in terms of environmental factors alone be- 
cause five-sixths of the white inmates behaved less ag- 
gressively and resisted the ideological appeal. At this 
point, we can only restate (in a different form) and sug- 
gest approaches to the question put forth in The Au- 
thoritarian Personality. If the determinants of racial 
intolerance are not simply a function of the social envi- 
ronment, then in a specific environment are there 
types of personality organization peculiarly suscep- 
tible to totalitarian ideology? 

Like most extremist ideologies, neo-Nazism as- 
cribes simple and single causes to complex human 
events (historical simplism) and asserts that these 
events are totally shaped by the supremacy of good 
intentions over bad (historical moralism). The intoler- 
ance for ambiguity and difference of opinion, as well as 
the inability to accept human imperfection; leads to an 
absolutist distinction between right and wrong (22). 
Ethnocentric. ideology is based on rigidly stereotyped 
outgroup and ingroup imagery and equally stereotyped 
positive ingroup imagery. Ingroups see themselves as 
rightly dominant over outgroups (23). 

The propaganda sheet *' White Power'' uses degrad- 
ing racial stereotypes to encourage its readers to per- 
ceive minority group members as the embodiment of 
evil. The ideology supports the splitting of peoples and 
perceptions into all good (i.e., white) and all bad (other 
ethnic groups). The highest priority of the ANP, an 
“all-white America," is to be achieved by ‘‘shipping 
the black back to Africa." This intent to blot out the 
wrongdoer suggests a longing for limitless power and 
an underlying need for total control over a threatening 
environment. Aryan supremacist ideology encourages 
the longing to merge with the awesome power of the 
idealized human and symbolic objects of National So- 
cialism. 
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We speculate that threats to personal safety, ethnic 
pride, and self-esteem in a setting without retreat in- 
duce a regression to primitive defensive operati-ns 
and interpersonal processes in many inmates, part:cu- 
larly those with vulnerable character structures. Tkese 
threats may activate a yearning for invulnerability =nd 
omnipotence through the protection of powerful sth- 
ers, which might explain how these infantile, asccial 
individuals could form a cohesive group. The thrzat- 
ened delinquent may express contempt for most ~al- 
ues and ideals, yet idealize those from whom he hopes 
to receive protection and support. Such idealization 
could form the basis for personal and ideologica. at- 
tachments (24). Aryan supremacist propaganda wzuld 
then function as a form of symbolic gratification. F2el- 
ings of inferiority and insecurity could be compenszted 
for by ideologically induced feelings of greatness and 
invulnerability. The profound absence of empathy, the 
need for revenge, and the inflexibility of grudges. be- 
come codified as an ideology that provides rational- 
ization for the aggressive actions which inflame the 
prison environment. We further speculate that cextain 
other prisoners would find in the neo-Nazi propag=nda 
an ideology unusually congruent with their need to 
segregate people into all good and all bad stereotypes 
(25). Split-off aggression would then be projected onto 
the black and Chicano inmates, amplifying the reality 
threats with exaggerated perceptions of danger. While 
the extreme cohesion of the neo-Nazi subgrouz re- 
quires explanations that go beyond the indivicual's 
pathologic mechanisms of defense, the externalizetion 
of aggression onto other ethnic groups enables -aese 
youths to deny intragroup hostility and more readily 
forge a cohesive brotherhood. 


CONCLUSIONS 


This study raises more questions than it can answer. 
Perhaps the most useful finding is the methodolcgy it- 
self. Emphasis on observed behavior should pro" ide a 
solid experimental basis for studying both environ- 
mental and personality determinants of racial imtoler- 
ance. To date, quantitative ecology has emphz sized 
environmental rather than personality determinants of 
behavior. We suggest that administration of złe F 
scale to subjects grouped in terms of perceived ethnic 
relational behavior could help to clarify the hypothesis 
of a personality predisposition to racial intoleratce. 

The perceived ethnic relations climate ccacept 
could be applied to a variety of institutional se-tings 
with different ethnic group proportions, varying de- 
grees of compressed intimacy, and limitations -n re- 
treat, etc. This approach could be used to test specific 
elements of the ecological hypothesis of racial imtoler- 
ance and to evaluate the efficacy of intervertions 
aimed at enhancing favorable patterns of ethnic rela- 
tions. 

In concluding, we should mention several of tke bas- 
ic questions raised by this study. The neo-Nazi fection 
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at Holton consisted of 26 subjects, 17% of the white 
inmates. If our sample is representative of the institu- 
tionalized population of the California Youth Author- 
ity, then each year hundreds of young men who are 
potential recruits for political cults leave the correc- 
tional facilities and return to their local communities 
throughout California. Once removed from the. prison 
environment how many of these youths will maintain 
their attachment to neo-Nazism? How atypical is the 
prison ecology? Do other institutions serve as breed- 
ing grounds for political extremism? What is the cli- 
mate of ethnic relations in multicultural institutions, 
including schools, universities, the military, and occu- 
pational settings? Under what precise set of conditions 
would racial intolerance and ethnic strife thrive in our 
society? 
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Drug Abuse.and Criminal Behavior in Delinquent Boys 


Committed to a Training School 


BY JOHN F. SIMONDS, M.D., AND JAVAD KASHANI, M.D. 


To determine drug use or drug abuse status according 
to DSM-III criteria, the authors interviewed 109 
delinquent boys who had been committed to a training 
school. They categorized each boy as an offender 
against a person or as an offender against property 
oniy. They found that person offenders were 
significantly older, came from larger communities, 
abused a greater number of drugs, had higher asocial 
index scores, and had lower full-scale IQ scores than 
property-only offenders. The IQ score and the number 
of drugs abused were the most important variables 
predicting whether a subject belonged to the person 
offender or property-only offender group. 


STUDIES HAVE INDICATED that there is a relationship 
between the use of certain drugs and criminal behavior 
in young adults (1-5). Amphetamine use has been as- 
sociated with unpredictable anger and aggression (3, 
6-8). Use of cocaine has been reported to be related to 
crimes against property (3). Tinklenberg (9) summa- 
rized the studies that have linked acute and chronic 
alzohol use with crime, violence, and suicide. Tink- 
lenberg and Woodrow (10) found that alcohol and 
barbiturate use was associated more with older adoles- 
cents and young adult offenders who committed vio- 
lent crimes. In a study of heroin addicts, Kozel and 
associates (2) found that addicts were more likely to 
commit crimes against a person (usually robbery) than 
were nonaddicts. 

It has been estimated that 4% of high school stu- 
dents use drugs frequently (11), and a much higher per- 
centage of students use drugs casually. Since drug use 
by young teenagers as well as crime rates in the same 
age group have increased recently, it is important to 
know the relationship between drug use and abuse and 
different types of criminal behavior. Infrequent use of 
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drugs at low doses may not have the same effects as 
constant abuse of the same drugs. We need to distin- 
guish between drug users and drug abusers and tc de- 
termine if crimes against people and crimes agzinst 
property are related to drug effects. We hope that the 
findings of such studies will lead to prevention nea- 
sures to ameliorate the seriousness and frequency of 
juvenile offenses. 

The purpose of this study was to investigate the rela- 
tionship between drug abuse and documented criminal 
behavior in juvenile delinquents. We used the strict 
definition of drug abuse given in the draft versicn of 
DSM-III (12). When a particular definition seemed too 
adult-oriented, we adapted the definition to sui- the 
adolescent population, e.g., we considered goirg to 
school the equivalent of having a job. By using zhe 
DSM-III definitions we could make clear distinc-ions 
between drug use and drug abuse. We dichotomized 
criminal behavior into crimes against a person versus 
crimes against property. We included only criminal of- 
fenses that were officially documented. The objective 
of this research was to determine if there were dif- 
ferences between drug-abusing and drug-using delin- 
quents who committed crimes against a persor and 
those who committed crimes against property orly. 


METHOD 


The sample population was a group of boys between 
12 and 18 years of age who had been adjudicatsc as 
delinquent and committed to the Missouri State Train- 
ing School for Boys. This facility was the main center 
for committed male delinquents in the state of Msssou- 
ri. The boys were first admitted to a reception ccttage 
for a period of time and later transferred to a trea- ment 
cottage or to group homes or park camps in other parts 
of the state. The boys admitted to the reception cot- 
tage were from rural areas and from inner city areas; 
some had committed crimes against property onky and 
some had been violent against people; some had com- 
mitted many crimes and some had committed one 
criminal action or no criminal actions (status offeases). 
Young men who had been extremely violent azainst 
people were usually not committed to the training 
school but were turned over to an adult court fcr trial 
and prosecution. 

We mailed forms to the parents and guardizns of 
boys who were admitted to the reception cottage dur- 
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ing a 3-month period. These forms described the re- 
search project and asked for permission to interview 
the boy. As soon as permission was obtained, the boys 
were told about the project and asked to volunteer. 
The permission of the parents and of the subjects was 
required by the University of Missouri Medical Center 
Committee for Research Involving Human Subjects. 
The boys were assured that no one in the juvenile 
court system or in the training school would be given 
information gained during the interview. 

Permission forms were mailed to the parents of 166 
boys who were consecutively admitted to the recep- 
tion cottage. One hundred sixteen parents (7096) gave 
permission. Two of the boys whose parents gave per- 
mission were excluded from the study because they 
were status offenders (i.e., they had been truant or had 
run away). Two other boys whose parents gave per- 
mission could not be interviewed because they were 
sent to a distant facility before they could be inter- 
viewed. Three parents refused to give permission, and 
47 did not return the permission form. The interviewed 
group included 112 subjects (67.5% of the original 
sample) who had been found guilty of at least one non- 
status offense. All qualified subjects whose parents 
gave permission agreed to participate. Thirty-nine 
boys in the study group were black (35%) and 73 were 
white (65%). Thirty of the boys whose parents did not 
give permission to participate in the study were black 
(60%) and 20 were white (40%). There were signifi- 
cantly more black subjects in the group that was not 
interviewed (y?=7.96, p«.01). The mean age of the 
subjects in the study group was 15.28 years, and the 
mean age of the group that was not interviewed was 
15.36 years (t=.43, n.s.). 

Subjects were interviewed for 30 minutes by a psy- 
chiatrist (J.F.S. or J.K.) to obtain information about 
- past drug use. Interviews were structured to collect 
*data regarding type, duration, frequency, dose, and ef- 
fects of drug use. The need to deny drug use was mini- 
mal because the boys were interviewed after com- 
mitment to the training school and because con- 
fidentiality was assured. In addition, the interviewers 
had no relationship to the training school staff or pro- 
gram. Most of the subjects were interviewed at. the 
training school shortly after they were admitted. How- 
ever, in some cases parental permission forms arrived 
after the boys were sent to a group home or a park 
camp. We arranged trips to these facilities to conduct 
interviews that were similar to the interviews done at 
the training school. Each of us conducted about an 
equal number of interviews. We made our final deci- 
^ sions regarding categorization into drug abuse versus 
drug use groups and person offender versus property- 
only offender groups jointly. 

. We reviewed each subject’s training school files 
with the permission of the superintendent of the insti- 
tution. Past delinquency violations and the communities 
the subjects came from were verified. Intelligence test 
scores and Jesness Inventory scores (13) were summa- 
rized. 
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Drug abuse for particular drugs*was d2termined ac- 
cording to the criteria in the draft of DSM-I/T (12). We 
based our definition of abuse of volatile substances on 
the definitions of cannabis abuse; codeine abuse was 
determined from the criteria for opioid abuse; and the 
definition of hallucinogen abuse was usec to determine 
phencyclidine (PCP) abuse. 

Boys were regarded as abusers if they rad abused at 
least one drug at some time. Those boys who did not 
meet the criteria for drug abuse of any drug were con- 
sidered users, and those who had never used drugs 
were considered nonusers. Three boys did not admit 
to using any drugs; this category was to» small to be 
used for comparison purposes. The remaming 109 sub- 
jects were the core study group. 

Criminal actions were defined as actions against per- 
sons or property for which there was an oficial record. 
Accordingly, there were two groups of offenders: 1) 
those who committed offenses against a person (e.g., 
murder, assault, rape, or robbery); these subjects usu- 
ally committed crimes against property as well, al- 
though 7 subjects did not commit property offenses (5 
were black and 2 were white; 4 were abusers, and 3 
were users), and 2) those who committed offenses 
against property only (e.g., burglary, aut) theft, van- 
dalism, or stealing). | 

We categorized the subjects according to their abuse 
or use of drugs and their history of offenzes against a 
person or offenses against property only. Comparisons 
involving nominal data were made by usinz 2X2 tables 
and chi square tests for levels of significance. The re- 
sults of the mean values of continuous data and stan- 
dardized test scores such as intelligence tests and Jes- 
ness Inventory tests were compared by using Stu- 
dent’s t test (two-tailed) for independent means. A 
discriminant analysis was done using five variables 
(IQ, Jesness asocial index score, age, community size, 
and number of drugs abused) to predict membership in 
the person-offender or property-only offerder group. 


RESULTS 


We reviewed the records of the 50 boys who were 
not interviewed to determine if they were significantly 
different from the interviewed subjects. As noted. 
above, there were significantly more black subjects in 
the group we did not interview. In addition. there were 
$ status offenders, 22 person offenders, anc 23 proper- 
ty-only offenders in this group. The group we did not 
interview did not include significantly more or less per- 
son offenders or property-only offenders than the 
group we interviewed (y?=.24). However, there were 
15 black person offenders and 14 black property-only 
offenders in the noninterviewed group, compared with 
the interviewed group, which included 32 black person 
offenders and 5 black property-only offenders (y?=9.58, 
p«.01). 

Intelligence tests and Jesness behavior inventories 
were routinely given by the staff at the training school 
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except when the boys were transferred to other re- 
gions of the state before testing could. be completed. 
Forty of the 50 subjects who were not interviewed 
were given WISC or WAIS tests; their mean full-scale 
IQ score was 85.18. Intelligence testing was completed 


on 103 subjects who were interviewed (9 left the. 


school before testing could be completed); their mean 
full-scale IQ score was 87.76. The difference in IQ 
scores between interviewed and noninterviewed sub- 
jects was not significant (t=.97). 

Jesness Inventory tests were administered to 40 of 
the subjects who were not interviewed and 103 sub- 
jects who were interviewed. The Jesness Inventory is 
a standardized test with proven reliability. It is based 
on 155 true and false items that cover a wide area. 
The test contains 10 derived subtest scores, one of 
which, the asocial index, relates closely to delinquent 
behavior. 

The mean Jesness asocial index score for 40 of the 
subjects who were not interviewed was 71.75, com- 
pared with a mean score of 68.26 for the 103 subjects 
who were interviewed. The difference of 3.49 was just 
short of statistical significance (t=1.96, p<.10). The 
mean asocial index score of the 26 noninterviewed 
subjects who were black (71.27) was not statistically 
different from the mean asocial index score of the 35 
interviewed subjects who were black (70.26) (t=.41). 
The mean asocial index score of the 14 noninterviewed 
subjects who were white (72.64) was not statistically 
different from.the mean asocial index score of the 68 
interviewed subjects who were white (67.24) (t=1.88, 
p<.10). 

We divided the 109 interviewed subjects who admit- 
ted using drugs into drug abusers (N=62) and drug 
users (N=47). Most of the black subjects were abusers 
(N =25) rather than users (N=12). White subjects were 
almost evenly divided between abusers (N=37) and 
users (N=35) (x?=2.61, p<.10, n.s.). Fifty-eight of the 
drug-using or abusing subjects had committed person 
offenses; 32 of these were black and 26 were white. 
Fifty-one subjects (S black and 46 white) had com- 
mitted offenses against property only. Chi square an- 
alysis of the resulting 2X2 contingency table compar- 
ing numbers of black and white subjects with numbers 
of person offenders and property-only offenders was 
significant (x?=24.9, p<.001}. 

Black subjects were compared with white subjects 
by using t tests to compare differences between mean 
values of variables. The difference between the mean 
age of black subjects (15.62 years) and white subjects 
(15.11 years) was significant (t=2.24, p«.05). The av- 
erage population of the community the black subjects 
came from was 459,000; for the white subjects it was 
154,000 (t=6.77, p«.001). The mean .full-scale IQ 
score for the black subjects was 79.1, and the mean 
full-scale IQ score for the white subjects was 92.8 
(t=5.81, p«.001). However, the mean Jesness asocial 
index score of black subjects (69.8) was not signifi- 
cantly different from that of white subjects (67.7) and 
the mean number of drugs abused by black subjects 
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(1.7) was not significantly different from the number 
abused by white subjects (1.5). 

Comparisons between the mean values of the five 
variables (age, IQ score, asocial index score, popu- 
lation of home community, and the number of drags 
abused) for the group of drug-using or abusing person 
offenders and the group of drug-using or abusing p^»p- 
erty-only offenders all reached statistical significa3ce. 
The mean age of person offenders was 15.53 years, and 
that of property-only offenders was 15.0 years (t=z 48, 
p<.02). The mean asocial index score for 52 pe^3on 
offenders was 70.62; for 48 property-only offenders it . 
was 66.04 (t=2.10, p<.05). The mean full-scale I:? of 
50 person offenders was 85.3; for 50 property-onl- of- 
fenders it was 91.62 (t=2.27, p<.05). The mean p-pu- 
lation of the home community of person offenders was 
341,000; for property-only offenders it was 162.000 
(t=3.70, p«.002). The mean number of drugs ab-sed 
by person offenders was 2.14; the figure for propzrty- 
only offenders was .96 (t=3.37, p«.002). 

The relationship between the history of drug azuse 
versus drug use and the history of person offenses ver- 
sus property-only offenses was explored using a 2x2 
table and a chi square test. Forty-four (23 black, 21 
white) drug abusers were person offenders, and I8 (2 
black, 16 white) drug abusers were property-only of- 
fenders. On the other hand, 14 (9 black, 5 white) drug 
users were person offenders, and 33 (3 black, 30 w iite) 
were property-only offenders. Statistically, drug abus- 
ers were more likely to be person offenders and drug 
users were more likely to be property-only offemders 
(x*-18.21, p<.001), particularly if subjects were hite 
(x?= 14.07, p<.005) rather than black (y?=.82). 

Ninety-four of 109 subjects had complete data for all 
five of the independent variables of age, populatzon of 
home community, IQ, asocial index score, and aum- 
ber of drugs abused. These 94 were the only subjects 
included in the discriminant analysis. It was not fea-* 
sible to subdivide the groups further into black and 
white subjects because the number of black subjects 
was insufficient to obtain reliable results. After deter- 
mining the expected probability of membership ir. one 
or the other group, we classified each subject as zither 
a person offender or a property-only offender cn the 
basis of a discriminant function analysis. Aprroxi- 
mately 74% of the person offenders and 70% of the 
property-only offenders were correctly classifiedz 2596 
of the person offenders and 29% of the propertr-only 
offenders were misclassified. This compared with a 
50% expected probability of membership in either 
group. A cross validation was not done. Discriminant 
coefficients for each independent variable were stan- 
dardized and weighted with the following results: num- 
ber of drugs abused, + 12.61: intelligence, — 11.88; age, 
+6.96; community size, +6.34; and asocial ndex 
score, +5.31. The most important variables in predict- 
ing membership in either group were the numzer of 
drugs abused and the IQ score. Positive weights in- 
dicated that higher values of these variables were pre- 
dictive of membership in the person offender zroup, 
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TABLE 1 
Drugs Abused and Used by Person Offenders (N=58) and Property- 
Only Offenders (N51) 





Abusers 
Abusers or Users 
Property- . Property- 
Drugs Abused Person Only Person Only 
ar Used? Offenders Offenders Offenders Offenders 
Any drug 44> 18° 58 51 
Marijuana 36^ 12^ 57 47 
Alcohol 24* 10° 57 50 
Amphetamines 15 9 35¢ 201 
LSD-mescaline 10 3 25 15 
Volatiles 9 4 26 18 
Cocaine 5 2 22* 6* 
Barbiturates 6 4 26 i8 
Diazepam (Valium) 6 3 31 21 
Phencyclidine (PCP) 3 ] 6 3 
Codeine’ 4 0 12 7 
Morphine 2 l 15° 4* 
Heroin 2 0 | 108 28 





“Abused or used one or more times alone or in association with other drugs. 
*p <,001 (chi-square). 

“p-<.02 (chi-square). 

*5-<.05 (chi-square). 


and negative weights indicated that lower variable val- 
ues were predictive of membership in the person of- 
fending group. 

The numbers of subjects who abused specific drugs 
alone or in association with other drugs are given in 
table 1. A significantly greater number of subjects who 
committed offenses against people abused alcohol and 
marijuana, the two most common drugs abused (alco- 
hol, x?=5.99, p<.02) (marijuana, x?=16.35, p«.001). 
Table 1 also compares drug use by person offenders 
with drug use by property-only offenders. Heroin, 
morphine, cocaine, and amphetamine were used or 
abused by significantly greater numbers of person of- 

-ferders than property-only offenders. 


DISCUSSION 


A history of drug abuse as defined in this study was 
found more often in training school delinquents who 
coramitted offenses against persons, than in those who 
corimitted offenses against property only. Drug use 
without abuse was found predominantly in white delin- 
quents who committed offenses against property only. 
These findings are in contrast to those of Tinklenberg 
and Woodrow (10), who reported that nonassaultive 
subjects had used a greater variety of drugs more fre- 
quently. However, their research considered use of 
drugs to be one or more times and did not differentiate 
use from abuse. Since a majority of their nonassaultive 
subiects were convicted of such offenses as drug pos- 
session, there was a skewing toward greater drug use 
in their subjects. 

A limitation of our study is the fact that 50 subjects 
coud not be interviewed because their parents did not 
give their permission. Available data on the noninter- 
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viewed subjects revealed no significant differences in . 
age, intelligence test scores, or criminal record. A sec- 
ond limitation was the skewing of the study group so 
that black person offenders were overrepresented 
compared with black property-only offenders. This 
skewing seemed related to the presence of a signifi- 
cantly greater proportion of black property-only of- 
fenders in the noninterviewed group. 

If all of the subjects had participated in the study, 
there still would have been more than twice as many 
black person offenders as property-only offenders, and 
the number of white property-only offenders would 
have exceeded that of white person offenders by al- 
most the same ratio. One explanation for this dif- 
ference seems related to commitment patterns of the 
various geographic counties. Most of the black sub- 
jects came from large urban areas, but many of the 
white subjects came from smaller rural and suburban 
communities. It was our impression that the inner city 
black subjects were sent to. the training school at an 
older age and a later stage of delinquency, while white 
rural delinquents were sent at a younger age after their 
first or second property offense. It seemed that black 
property-only offenders were tolerated for longer peri- 
ods in their home communities. 

Person offenders tended to abuse more drugs, to 
have lower IQs, to have higher asocial index scores, to 
be older, and to come from larger communities when 
compared with property-only offenders. The two most 
important variables in distinguishing person offenders 
from property-only offenders were the number of 
drugs abused (person offenders used more) and IQ 
score (person offenders had lower IQs). Since the 
black subjects in general had lower IQ scores than the 
white subjects and since there were few black subjects 
in the property-only offending group, the IQ weighted 
score may have been caused by an imbalance of 
sample distribution. The black subjects in this study 
were also older than the white subjects, came from 
larger communities, and made up a majority of the per- 
son offenders who were also drug abusers. White sub- 
jects made-up about 90% of the property-only of- 
fenders who were drug users. Whether there were ra- 
cial differences contributing to the high weighted score 
for the number of drugs abused could not be deter- 
mined without a larger black sample. Even though the 
variable of number of drugs abused seemed most pre- 
dictive of membership in the person offending group, 
the data did not indicate whether drug abuse preceded 
or followed the onset of violent behavior or whether 
each type of behavior developed independently. 

Our data show that drug abuse, in contrast to drug 
use, was an important factor in differentiating training 
school delinquents who were person offenders from 
those who were property-only offenders. Identifica- 
tion of drug abuse and violence patterns at the onset of 
delinquent behavior might shed some light on how 
drug abuse and violent behavior interrelate. Further 
study is needed to explore the relationship between 
specific drug abuse and violent behavior, to examine 
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the drug use and abuse history of larger numbers of 
black property-only offenders, to compare drug abuse 
behavior of nondelinquents and delinquents, and to 
determine later delinquency patterns of users and 
abusers followed longitudinally. 
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The Relation of Time Spent in Drug Abuse Treatment to 


Posttreatment Outcome 


BY D. DWAYNE SIMPSON, PH.D. 


The author examined follow-up outcomes in the first 
year after treatment in relation to time spent in 
treatment in the Drug Abuse Reporting Program. 
Follow-up interviews were completed with more than 
3,000 people admitted to drug abuse treatment during 
1969-1972, including clients treated with methadone 
maintenance, therapeutic communities, outpatient 
drug-free programs, and outpatient detoxification, as 
well as a group who completed intake procedures but 
did not return for treatment. Longer time in treatment 
was related to better posttreatment outcome, but 
clients who spent less than 3 months in treatment were 
not significantly different from the detoxification-only 
group or the intake-only group. 


AS PART OF a long-term, prospective research program 
to evaluate drug abuse treatment (1-5), recent follow- 
up studies based on the Drug Abuse Treatment Pro- 
gram (DARP) have found significant differences in 
posttreatment outcomes related to treatment received 
in programs monitored in the DARP (6-8). Personal 
follow-up interviews were conducted in 1975-1976 
with more than 3,000 individuals who were admitted 
«during 1969-1972 to DARP treatment programs across 
the United States and Puerto Rico. The data collected 
include outcome measures on drug and alcohol use, 
criminality, employment, and return to drug treatment 
up to 6 years after leaving DARP treatment programs. 
The results of the DARP follow-up evaluation stud- 
ies have indicated that methadone maintenance, thera- 
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peutic communities, and, to some extent, outpatient 
drug-free treatments were associated with significant 
improvements in posttreatment outcome and that 
clients who received these treatments had clearly su- 
perior outcomes in comparison with those who re- 
ceived only outpatient detoxification or who formally 
completed intake procedures but never returned to re- 
ceive treatment in the DARP. Furthermore, these re- 
sults were consistent 1) whether they were examined 
for only the first year after treatment in a DARP pro- 
gram or for the first 3 years combined, 2) when statisti- 
cal adjustments were applied to take into account 
background and baseline differences of clients in dif- 
ferent DARP treatment groups, and 3) whether indi- 
vidual measures (i.e., drug use, criminality, employ- 
ment, and return to treatment) or composite outcome 
measures were analyzed. 

The treatment groups included in these studies dif- 
fered in the average length of time spent in DARP 
treatment. The overall group comparisons included 
clients who spent very little or no time in DARP treat- 
ment as well as those who spent more than 2 years in 
treatment. My associates and I (7, 8) have shown that 
the amount of time spent in DARP treatment was sig- 
nificantly related to posttreatment outcome, but we 
did not compare outcomes among short-term sub- 
samples from each treatment group. An important 
question thus remains concerning outcome differences 
among DARP treatment groups and whether these dif- 
ferences apply to clients who remained in treatment 
for only a short time. The purpose of this paper 1s to 
address specifically the relationship of time spent in 
treatment to posttreatment outcome and the extent to 
which outcomes differ among DARP treatment groups 
when only short-term clients are compared. 


METHOD 
Sample Selection and Field Work 


Admissions to drug abuse treatment programs in the 
DARP totaled 27,214 during June 1969 through May 
1972. A stratified random sampling procedure was 
used to select a follow-up sample of 4,107 from 25 dif- 
ferent DARP agencies, as described in detail by Simp- 
son and Joe (9). The stratification factors included 
DARP treatment classification, amount of time spent 
in treatment, ethnic group, sex, age, and treatment 
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agency or clinic. Within these general guidelines the 
sampling strategy was determined largely by the avail- 
ability of subgroups of sufficient size to allow analysis 
and generalization. The follow-up sample included 
clients from methadone maintenance, therapeutic 
ccemmunities, outpatient drug-free treatments, out- 
patient detoxification, and the intake-only group, who 
completed intake/admission procedures but did not re- 
turn to receive treatment. The intake-only group in 
this study is an important comparison group but not a 
control group because random assignment of clients to 
treatments was not practiced by the participating 
DARP agencies. In addition, we found that more than 
half of these individuals entered another treatment 
program sometime after their contact with DARP. 

The field work, including locating and interviewing 
clients, was carried out during 1975 and 1976 by the 
National Opinion Research Center. Overall, 86.8% 
(N —3,566) of the clients in the target sample were lo- 
cated: 77.2% (N=3,171) were interviewed after grant- 
ing informed consent, 5.5% (N=226) were deceased, 
1.2% (N=50) were out of the country (mainly due to 
military service), and 2.9% (N=119) refused to be in- 
terviewed. The remaining 13.2% (N=541) could not be 
located within the time allocated for this purpose. 

Follow-up interviews were conducted face-to-face 
by trained interviewers, following strict procedures to 
protect the confidentiality of data. The average dura- 
tion of each interview was approximately an hour, for 
which the respondent was paid $10. The interview fo- 
cused on criterion behaviors, including living arrange- 
ments, employment, criminality, drug use, alcohol 
consumption, and return to treatment. These data 
were recorded on a month-to-month basis from the 
time the respondent left the DARP treatment program 
to the time of the follow-up interview. Checks for in- 
ternal consistency as well as comparisons of self-re- 
port information with criminal justice records and 
treatment reentry records supported the reliability and 
validity of the data (10). 


Characteristics of the Sample 


The analytic objectives of this study included com- 
parisons of outcomes in different DARP treatment 
groups. To compare data across these groups, we in- 
cluded only client groups that were comparable in 
terms of the plan for the follow-up sample. Only black 
and white men were represented in all four DARP 
treatment categories as well as the intake-only cate- 
gory, and the analyses reported in this paper were 
therefore restricted to these groups. This follow-up 
subsample consisted of 1,080 black men and 1,098 
white men (total, 2,178). Together, black and white 
men represented 70% of the completed DARP follow- 
up interviews (N=3,131) and included 821 from meth- 
adone maintenance, 735 from therapeutic commu- 
nities, 289 from outpatient drug-free programs, 174 
from outpatient detoxification, and 159 from intake on- 
ly. The remainder of the interviewed group included 
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Mexican-American and Puerto Rican men in meth- 
adone maintenance and black and white women pri- 
marily in methadone maintenance. 

Table 1 shows that there were about equal numbers 
of white and black men in each treatment group. Age 
at admission to DARP treatment was lowest fo- the 
drug-free group and highest for the methadone meinte- 
nance group; the average age was.23 in the drug-free 
group, 24 in the therapeutic community group and the 
intake-only group, 26 in the detoxification group, and 
27 in the methadone maintenance group. 

Illicit drug use during the 2 months immediately be- 
fore DARP admission for the methadone mainterance 
group consisted primarily of daily opioid use. Almost 
half of this group used opioids plus one or more non- 
opioid drugs (other than marijuana) daily. The meth- 
adone maintenance clients who did not use cpioid 
drugs daily included people who transferred to DARP 
agencies from other treatment programs or were con- 
fined in a jail or hospital during the 2 months before 
DARP admission. The detoxification and intake-only 
groups also included large percents of daily cpioid 
users and had relatively low percents of cliente who 
used opioids less than daily or who used nonopioids 
only. The smallest percent of daily opioid users and 
the highest percent of nonopioid-only users were in the 
drug-free group. The therapeutic community group fell 
in between the drug-free and methadone mainteaznce 
groups in terms of the representation of daily opioid 
users and users of nonopioids only. 

The distribution of number of days in DARP treat- 
ment (see table 1) shows that clients in methadone 
maintenance had the longest tenure: 47% of these 
clients were in treatment for more than 300 days; this 
compared with only 28% of the clients in thera»eutic 
communities and 13% of those in drug-free programs. 
The average time spent in DARP treatment (computed 
from raw data), in descending order, was 190 davs ir 
methadone maintenance, 103 in therapeutic ccmmu- 
nities, 69 in drug-free programs, and only 29 in ce:oxi- 
fication (the intake-only group spent no time in DARP 
treatment). In part, these variations reflect general dif- 
ferences in treatment structure and tenure expecta- 
tions among these basic treatment approaches. 

Only 12% of methadone maintenance clients com- 
pleted treatment, and 66% quit or were expelled before 
completion of treatment (the latter percent inclides a 
small number who were terminated as a result of pro- 
tracted jail terms). Most of the methadone mainte- 
nance clients who are classified in table 1 as ‘‘referred 
or other’’ were referred to other treatment programs 
(15%), but a few (5%) were still in treatment when rec- 
ord keeping in DARP ended in March 1974; thus. ii was 
not possible to classify their final termination status. A 
small number (2%) terminated for other reasons, such 
as extended hospitalization. The highest rate o£ treat- 
ment completions was in the therapeutic community 
group, with 22%, and the highest rate of clients who 
quit or were expelled was in the drug-free and detoxi- 
fication groups (not counting the intake-only group). 
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TABLE 1 
Characteristics of the Follow-Up Sample of 1,080 Black Men and 1,098 White Men Treated for Drug Abuse, by DARP Treatment Classification 
Methadone Therapeutic Drug-Free Outpatient 
Maintenance Community Program Detoxification Intake Only 
(N-821)* (N 2735) (N =289) (N=174) (N= 159) 
Characteristic N % N % UN 06 N % N %o 
Ethnic group 
Black 439 53 343 47 129 45 87 50 81 51 
White 382 47 392 53 160 55 87 50 78 49 
Age at admission 
Under 18 PAL 3 82 11 37 13 9 5 13 8 
18-20 123 15 177 24 74 26 28 16 35 22 
21-25 252 31 274 37 122 42 68 39 62 39 
26-30 201 24 89 12 33 11 30 17 23 15 
Over 30 223 2 113 16 23 8 39 23 26 16 
Pretreatment drug use pattern 
Daily use of opioids only 309 38 173 24 68 24 70 40 6i 38 
Daily use of opioids and other drugs 381 46 271 37 70 24 70 40 51 32 
Less than daily use of opioids 62 8 161 22 49 17 20 12 24 15 
Use of nonopioids only 25 3 81 11 73 25 13 7 14 9 
No use or missing data 43 5 49 6 29 10 ] I 9 6 
Days in treatment 
None 0 0 0 0 159 100 
1-30 37 5 169 23 61 21 79 46 0 
31-90 97 12 150 20 99 34 77 44 0 
91-300 297 36 210 29 91 32 18 10 0 
301-720 264 32 187 25 36 12 0 0 
More than 720 126 15 19 3 2 I 0 0 
Type of termination 
Completed treatment 99 12 166 22 36 13 27 16 0 
Was expelled or quit 540 66 521 71 238 82 141 81 159 100 
Referred or other 182 22 48 7 15 5 6 3 0 


*N =820 for the characteristics of age at admission and pretreatment drug use pattern. 


Procedures 


Although follow-up data were collected for up to 6 
years after DARP treatment for some clients, the pres- 
ent study analyzed data only for the first year after 
treatment.! Hornick and associates (11) pointed out 
that these first-year data were highly correlated with 
'data for subsequent years. Methodologically, how- 
ever, using data for only the first year after treatment 
in the DARP equalized the interval of time during 
which clients were evaluated (as opposed to having 
only 1 year of follow-up for some clients and up to 6 
years for others), and it also reduced the influence of 
other extraneous factors that might add to the effects 
of treatment over time (such as entering other drug 
treatment programs after contacting a DARP program, 
social relations, and the influence of the family). 

The present study is also based on a single com- 
posite outcome measure developed as a general index 
of posttreatment outcome (11). This measure was de- 
fined on the basis of a principal components analysis 
and reflects a weighted linear combination of six spe- 


!Outcome criterion measures for drug use and employment were 
based only on amount of time at risk, defined as months when a 
person was not in a jail, hospital, or residential treatment program. 
Seventy-four people with less than 3 months of time at risk in the 
first year (i.e., approximately 3% of black and white men) were 
therefore excluded from analysis of follow-up outcomes in the 
present study. 


cific outcome criteria. Correlations of the individual 
measures with the composite score were .53 for em- 
ployment, .77 for opioid use, .62 for nonopioid use, .10 
for alcohol use, .56 for criminality, and .52 for return 
to treatment. An analysis of first-year outcome on the 
individual criteria as well as the composite criterion (7) 
illustrated the efficiency and representativeness of this 
summary measure. The composite scores are. repre- 
sented in this article on a 100-point scale: higher scores 
indicate more favorable posttreatment outcomes. ? 
Three sets of analysis were carried out to examine 
posttreatment outcomes associated with type of DARP 
treatment and tenure. First, comparisons of mean 
composite outcome scores were made on the basis of 
the full samples of black and white men representing 
all four treatment groups as well as the intake-only 
group. Second, subsamples within the methadone 
maintenance, therapeutic community, and drug-free 
groups were analyzed with respect to time in DARP 
treatment (the detoxification and intake-only groups 
were not included in these analyses because they had 
only short-term or no treatment). Finally, subsamples 
of short-term clients (i.e., those who spent 90 days or 
less in DARP treatment) from the methadone mainte- 
nance, therapeutic community, and drug-free treat- 


?These scores are a linear transformation of the origiral scores de- 
fined by Hornick and associates (11). 
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ment groups and the complete detoxification and in- 
take-only groups were compared. 


RESULTS 
Comparisons Between Treatment Groups 


One-way analysis of variance based on the full 
sample of black and white men in all five study groups 
revealed significant group differences (F— 18.48, df=4/ 
2,099, p<.001). Composite outcome scores were sig- 
nificantly more favorable for the methadone mainte- 
nance, therapeutic community, and drug-free groups 
than for the detoxification and intake-only groups. The 
composite mean score of the methadone maintenance 
group was 67; for the therapeutic community group it 
was 68; for the drug-free group it was 68; for the de- 
toxification group it was 54; and for the intake-only 
group it was 57. In an earlier paper my associates and I 
(7) reported that these significant group differences 
were observed even after applying statistical adjust- 
ments for client background and baseline variations 
among the treatment groups. 


Comparisons Within Treatment Groups 


Comparisons of time-in-treatment subsamples with- 
in the methadone maintenance, therapeutic commu- 
nity, and drug-free groups resulted in statistically sig- 
nificant differences in each group. Three tenure sub- 
samples were defined in the methadone maintenance 
group (N=802)!: clients who spent 90 days or less in 
treatment (N 130), those who spent 91-300 days in 
treatment (N=288), and those who spent more than 
300 days in treatment (N=384). The mean composite 
scores were 61, 65, and 72, respectively, and the sig- 
nificant group differences (F=16.49, df=2/799, 
p<.001) were related positively to favorableness of 
outcome. The clients who spent more than 300 days in 
DARP methadone maintenance had significantly bet- 
ter outcomes than those in the two shorter-term sam- 
ples. 

The therapeutic community group (N=704)! was di- 
vided into two tenure subsamples: clients who spent 
90 days or less in treatment (N —297) and those who 
spent more than 90 days in treatment (N—407). The 
mean composite scores were 57.and 76, respectively; 
the longer-term clients had significantly more favor- 
able outcomes in the first year after treatment than the 
short-term clients (t=10.84, df=702, p<.001). 

Similarly, the drug-free treatment group (N=272)! 
was divided into two tenure subsamples: clients who 
spent 90 days or less in treatment (N= 149) and those 


‘Outcome criterion measures for drug use and employment were 
based only on amount of time at risk, defined as months when a 
person was not in a jail, hospital, or residential treatment program. 
Seventy-four people with less than 3 months of time at risk in the 
first year (i.e., approximately 3% of black and white men) were 
therefore excluded from analysis of follow-up outcomes in the 
present study. 


1452 


Am J Psychiatry 136:11, November 1979 


who spent more than 90 days in treatment (N —123). 
The mean scores for these drug-free clients were 60 
and 78, respectively, showing significantly more favor- 
able outcomes for the long-term clients (t=5.39, 
df=680, p<.001). 


Comparison Between Short-Term Treatment Groups 


For this analysis, only short-term clients in the 
methadone maintenance, therapeutic community, and 
drug-free groups (those who were in treatment for 90 
days or less) were included, along with the complete 
detoxification and intake-only groups. The long-term 
clients were excluded from the methadone, therapeu- 
tic community, and drug-free groups to make these 
groups more comparable to the detoxification and in- 
take-only groups in respect to time spent in treatment. 
A one-way analysis of variance based on these short- 
term subsamples indicated no significant differences 
among the outcome scores for all of the groups 
(F=1.97, df=4/897, p=.097). The composite score 
mean for the methadone maintenance group was 61; 
for the therapeutic community group it was 57; for the 
drug-free group it was 60; for the detoxification group 
it was 54; and for the intake-only group it was £7. 


DISCUSSION 


The results of this study indicate that although over- 
all group differences among treatment groups were 
found in the DARP follow-up study that favor the ma- 
jor modalities of methadone maintenance, therapeutic 
communities, and drug-free programs over detoxifica- 
tion and DARP intake only, the length of time spent in 
treatment is a very important variable to consider in 
interpreting these findings. More specifically, clients in 
methadone maintenance, therapeutic communities, 
and drug-free programs fared better than those in des 
toxification and those who received no treatment in 
DARP only if they stayed in treatment for several 
months. I did not systematically examine the minimum 
length of time required for significant improvements in 
posttreatment outcome in this study, but the findings 
imply that up to 90 days of treatment are needed in 
therapeutic communities and drug-free programs and 
up to 300 days in methadone maintenance. However, 
other studies (7, 8) have suggested that this relation- 
ship is linear (i.e., the more treatment the better’ and 
there may therefore be no uniquely defined time inter- 
vals of optimal time spent in treatment. 

The relationship of time spent in treatment to fol- 
low-up outcome was consistent across the methadone 
maintenance, therapeutic community, and drug-free 
treatment groups. It is also important to note that oth- 
er studies based on these data (7, 8) have shown that 
these findings are independent of client background 
variables, baseline measures, and other general per- 
formance indicators during treatment in DARP. Al- 
though some of these measures (such as backzround 
criminality and during-treatment behaviors) ar2 asso- 
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ciated with follow-up outcome, significant additional 
outcome variance was accounted for by length of time 
in DAEP treatment. | 

The differential effectiveness of the methadone 
maintenance, therapeutic community, and drug-free 
treatments for longer-term clients is a complicated is- 
sue to address because of methodological as well as 
ideolog:cal difficulties. For instance, these treatment 
modalities tend to involve different types of clients (es- 
pecially in terms of pretreatment drug use), for whom 
adequate statistical adjustments may not be possible. 
Perhaps even more important are the differences in 
goals and expectations of various treatments. In this 
regard, certain outcome criterion measures may be 
more appropriate in the evaluation of some treatments 
than of others. These issues were not the focus of the 
present study, but they have been addressed by other 
DARP evaluation studies (6-8, 12). 

The implication of the present results concerning 
tenure in treatment is that DARP methadone mainte- 
nance, therapeutic community, and drug-free treat- 
ment experiences had a positive effect on outcome, 
but several months of treatment appeared to be neces- 
sary before outcomes for these clients differed signifi- 
cantly from those of clients who were detoxified only 
or who did not actually receive treatment in DARP. 
The lack of significant outcome differences among 
short-term DARP treatment subsamples also suggests 
that the »rocess of how clients chose (or were assigned 
to) different types of treatment did not result in biased 
or preferential placement of *'better" treatment can- 
didates. It was only the longer-term clients who ap- 
peared to benefit from treatment. This finding might be 
related to these clients' higher motivation, a better 
matching of their needs and preferences to the type of 
treatment they received, or treatment effectiveness 
per se. 
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Clinical Supervision of the Initial Interview: 


Effects on Patient Care 


BY SHARON JAYNES, M.D., EDWARD CHARLES, M.A., FREDERIC KASS, M.D.,- 


AND STEPHEN HOLZMAN, M.D. 


The authors raise the question of whether the directly 
supervised initial evaluation of outpatients by 
psychiatric residents influences the quality of patient 
care. The charts of 78 patients with direct supervision 
and 78 patients with traditional supervision were 
rcndomly selected for review four months after the 
initial interview. More than twice as many patients 
with direct supervision remained in active treatment or 
terminated after successful short-term treatment 
compared with traditionally supervised patients in the 
early intake period. Patients with direct supervision 
a.so received a less pathological diagnosis. 


IHE SUPERVISORY session is the traditional mainstay 
of clinical psychiatric education. Proponents of this 
teaching method stress the importance of the supervi- 
sor-supervisee relationship as a reflection of signifi- 
cant patient-therapist interactions (1-3). 


In discussions (4) of psychiatric training, traditional ` 


supervisory methods have been criticized for their re- 
liance on the relatively untrained observations of the 
supervisee. Theoretical formulations and clinical inter- 
ventions are often proposed without an experienced 
clinician's direct evaluation of the primary data. Some 
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educators have responded to this dilemma by attempt- 
ing to obtain more objective data. The use of aud and 
video tapes (5), one-way screen interviews (6, 7_, and 
directly supervised interviews (4, 8) has become in- 
creasingly important in psychiatric residency training 
programs. 

Over the last four vears the psychiatric outpatient 
department of the Bronx Municipal Hospital Carter, 
Albert Einstein College of Medicine, has used tne di- 
rectly supervised interview, with the superviscr ob- 
serving the initial interview, to teach evaluation sxills 
to second-year (third postgraduate year) psychiatric 
residents. A recent study at this facility (9) compared 
the directly supervised interview with traditional su- 
pervisory methods and found a significant difference in 
the supervisor's view of severity of illness and t-eat- 
ment prognosis when the supervisor was presert dur, 
ing the interview. The question was raised of waether 
directly supervised interviews influence the quali-y of 
patient care. 

Several authors have commented on the effec-s of 
supervision on patient care. In Schuster and zssoci- 
ates' book (10) on clinical supervision of psycaiatric 
residents, Bibring is quoted as saying, '"Supervision is 
of more importance in the education of the student. . . 
than it is a direct contribution to the treatment >f any 
one individual patient under discussion” (p. 44). Schus- 
ter and Freeman (8), in a study of supervision by cirect 
observation, suggested that patients benefit darsctly 
from the supervisor's presence in the initial interview. 
The relationship of supervision to patient caze has 
been of particular concern in community psycaiatry. 
The difficulty in adapting traditional supervisicn to - 
highly service-oriented, multidisciplinary commanity 
clinics has been described by Sabin and Sharfstein 
(11). 

In the present study we investigated selected zhar- 
acteristics of patient evaluation and treatment “ollow- 
ing directly and indirectly supervised interviews. In 
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addition, because the effects of direct or indirect su- 
pervision may vary as.a function of residents' experi- 
ence, the study included a chronological comparison 
of earlier and later supervised groups. 


METHOD 


The study was conducted at the adult psychiatric 
outpatient clinic of the Bronx Municipal Hospital Cen- 
ter. Albert Einstein College of Medicine. The program 
at this center has been described in detail elsewhere 
(9). The first year of residency is spent on the emergen- 
cy room and inpatient wards. Psychiatric evaluations 
of new outpatients are performed by second-year 
(third postgraduate year) residents. Patients are re- 
ferred to the clinic from a variety of sources, including 
the psychiatric emergency room and the center's spe- 
cialty medical clinics. Many patients are referred by 
friends and relatives previously treated at the clinic. 
Patients are seen by appointment after a waiting period 
of two to five weeks. The patients in the center's 
catchment area are predominantly from classes III, 
IV, and V based on the Hollingshead social class in- 
dex. 

Patients were randomly assigned to residents by two 
administrative clinic chiefs. The supervisory schedule 
provides for alternating traditional (i.e., indirect) and 
direct intake supervision. The traditionally supervised 
patient is interviewed by the resident alone, who de- 
cides on any initial intervention, such as medication, 
additional appointments, family meetings, and/or psy- 
chological testing, before discussing the case with the 
supervisor. Directly supervised patients are interviewed 
in the presence of the supervisor, who is introduced as 
a senior member of the staff. The resident clearly iden- 
tifies himself or herself as the evaluating physician and 
conducts the interview with the supervisor present as 
a silent observer. At the end of the interview the su- 
pervisor may remain silent, inquire into new areas, or 
comment on material from the session. Immediately 
after the interview the resident and supervisor discuss 
interventions, areas for further evaluation, and treat- 
ment plans and goals. The resident then meets briefly 
with the patient alone to schedule additional appoint- 
ments and/or make other interpretations. The supervi- 
sor is present for the first interview only; the: entire 
evaluation may last up to five sessions. Most new pa- 
tients are referred to services within the clinic or to 
outside agencies. À few patients continue to be seen 
by the evaluating resident for brief or long-term treat- 
ment. 

During the first six months of the second-year resi- 
dency program, the names of all new patients were re- 
corded by the clinic chiefs with a notation às to wheth- 
er the patient was evaluated with the supervisor pres- 
ent or by the resident alone. The charts of three new 
patients per week were randomly selected from each 
group for review. Approximately four months after the 
initial interview the charts of these patients were re- 
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viewed by one of us (E.C.) without prior knowledge of 
the supervisory method. The review was completed 
for 156 cases: 78 directly supervised and 78 traditional- 
ly supervised interviews. The chart review included 
demographic information, diagnosis, severity of condi- 
tion, recommended treatment, and current status of 
the patient. Residents and supervisors at the clinic 
were not aware that this study was in progress. 


RESULTS 


There were no statistically significant differences in 
age, sex, or marital status between the directly and in- 
directly supervised patient groups. Both groups were 
predominantly white, ethnically mixed, and of lower 
middle- and working-class background. Objective cri- 
teria of psychiatric illness, including duration of ill- 
ness, prior treatment, and history of hospitalization, 
were similar for the two groups. 

Overall differences between the groups were found 
in the area of clinician assessment of diagnosis and se- 
verity of illness. In the directly supervised group, 
there were significantly more patients judged moder- 
ately ill and significantly fewer patients considered se- 
verely ill than in the indirectly supervised group. In 
addition, 9 (11%) of the directly supervised patients 
were diagnosed as having schizophrenia compared 
with 15 (19%) of the indirectly supervised group; 17 
(22%) of the group were diagnosed as having personal- 
ity disorders versus 23 (29%) for the indirectly super- 
vised group; and 36 (46%) were diagnosed as having 
neuroses or adjustment reaction compared with 26 
(33%) of the indirectly supervised group. 

The overall differences between the two groups 
were also compared with respect to the total number 
of clinic visits and the current status of the patient’s 
treatment. Although no clear statistical differences 
were found, marked trends were noted (chi-square 
tests, level of significance ranged from p<.06 to 
p<.13) in the directly supervised group toward more 
evaluation and therapy visits, improved patient status, 
greater success of continuing treatment, and fewer 
dropouts. ho 

As an aid to case formulation and treatment plan- 
ning, the resident routinely completes a problem-ori- 
ented record form after the evaluation. Patient prob- 
lems are numbered and grouped under the following 
categories: ‘‘biological,’’ ‘‘social,’’ ‘‘psychological,”’ 
and ‘‘other signs or symptoms.” Goals of treatment 
are keyed to each problem and divided into long-term 
and short-term goals. There were no measurable dif- 
ferences between groups as to number or cate- 
gorization of problems, types of goals, or division into 
long- and short-term goals. Similarly, there was no dif- 
ference in the types of referrals made or treatment mo- 
dalities suggested for patients. 

To investigate the effects of the length of residents’ 
experience, both groups were divided chronologically 
into three equal periods, each consisting of 25 inter- 
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Course of -lilness of Patients Interviewed Under Direct and Indirect Supervision 


Patients in First Third of Study 


Directly Indirectly 
Supervised Supervised 
(N=25) (N=25) 

Patient Care Variable N % N % 
Severity of condition 

Mild ; 9 36 8 32 

Moderate 14 56 13 52 

Severe l 4 3 12 

Unclear ] 4 l 4 
Diagnosis (DS M-H) 

Neurosis or adjustment 

reaction 16 64 7 28 

Personality disorder 6 24 8 32 

Schizophrenia I 4 5 20 

Major affective disorder ] 4 1 4 

Deferred or other Í 4 4 16 
Treatment status at time 

of review 

In treatment or terminated 

after successful treatment 16 64 7 28 

Dropped out 2 8 10 40 

Referred elsewhere 4 16 6 24 

Unclear 3 12 2 8 
Condition at time of review 

Improved 11 44 5 20 

Unchanged 7 28 15 60 

Undetermined 7 28 5 20 


*Chi-square analysis. 


views. The first 25 interviews of each group were com- 
pared with the last 25 interviews completed during the 
study period. Table 1 shows that statistically signifi- 
cant differences between the groups were found in 
three categories in the initial intake period: diagnosis, 
treatment status, and condition at the time of review. 
Patients in the directly supervised group were re- 
garded as less ill and received the diagnosis of neurosis 
more frequently than did indirectly supervised patients 
during early and late intake periods. Although the dis- 
tribution of diagnoses did not change significantly over 
time within either group, there was a trend in both 
groups toward more pathological diagnosis. 


DISCUSSION 


Our results indicate major differences between pa- 
tients first seen in directly supervised interviews and 
those evaluated by residents with traditional super- 
vision in the areas of diagnostic assessment and en- 
gagement in treatment. Patients interviewed with di- 
rect supervision appear more likely to receive a “‘be- 
nign’’ diagnosis and enter into psychiatric treatment. 
Over half of all patients seen in direct supervision are 
given diagnoses of neurosis or adjustment reaction. 
This is 20% higher than the expected frequency of 
these diagnoses at our clinic. This figure diminishes 
slightly for directly supervised patients evaluated later 
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Patients in Last Third of Study 


Directly Indirectly 
Supervised Supervised 
(N=25) (N=25) 
Significance? N % N % Significance? 
n.s. p.05 
9 36 7 28 
14 56 8 32 
I 4 7 28 
1 4 3 12 
p«.05 p.05 
12 48 5 20 
6 24 9 36 
3 12 3 12 
2 8 3 12 
2 8 5 20 
p<.05 As, 
12 48 10 40. 
5 20 4 16 
6 24 8 32 
Z. 8 3 12 
p<.05 1.8. 
7 28 7 28 
9 36 6 24 
9 36 12 48 


in the year, but the diagnostic profile of eack group 
remains distinctive over time. | 

All patients were randomly assigned, without prior 
knowledge of whether or not a supervisor would be 
present during the initial interview. There were no sig- - 
nificant differences in demographic factors between 
the two groups, including duration of illness ard prior 
psychiatric contacts. The differences in diagncsis and 
severity of illness between the patient groups may in- 
deed be a consequence of the method of supervision. 
In the previous clinic study (9), the supervisor’s rating -` 
of the patient's motivation for treatment, capazi-y for ` 
insight, and prognosis increased significantly when he 
or she saw the patient in person. The traditiona. super- 
visor who has not observed the patient directly may 
infer greater pathology and regard the patieat with 
more pessimism because of an incomplete presenta- 
tion of the case and the resident's giving a more patho- 
logical diagnosis. 

The significantly greater number of patients in the 
early directly supervised group who successfully en- 
gaged in treatment, compared with patients in the early 
indirectly supervised group, is striking. Direct super- 
vision may lead to more accurate diagnosis, be-ter for- 
mulation, and more careful treatment plannirg. thus 
resulting in more successful engagement in treatment. 
If this were the case, however, one might expect to see 
differences in the problem-oriented record form in. 
case formulation or treatment planning. Wo dit 
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ferences were found in the analysis of these data. We 
speculate that direct supervision has an important mo- 
tivational effect on residents. The community psychia- 
try literature (11) stresses the importance of ''col- 
league supervision” in providing more available role 
models for residents and in enhancing the residents' 
. liking for the program. The results of the present study 
. may represent in part the residents' greater enthusi- 

. asm for working with particular patients, engendered 
. by a more supportive working and teaching situation. 
Further study is needed to extend the work reported in 
this paper and to clarify the processes by which direct 
supervision might affect patient care. 


COMMENT 


We favor the use of direct supervision in our clinic 
because of its pedagogic usefulness, its possible bene- 
ficial effects on patient care, and the lack of demon- 
strable harmful effects on patients. Our data suggest 
that the most beneficial effect of direct supervision on 
patient care is during the initial two months of clinic 
intake work by psychiatric residents. Whether this 
type of supervision would be useful in other clinical 
settings for different levels of training or for different 
types of trainees is open for further study. There is a 
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tendency for the supervisory literature to over- 
generalize particular methods of teaching from one 
setting to fit all types of training and service needs. We 
encourage further research in this field to determine 
which supervisory techniques are appropriate for 
whom and when. 


REFERENCES 


1. Ekstein R, Wallerstein R: The Teaching and Learning of Psy- 
chotherapy. New York, Basic Books, 1958 

2. Fleming J, Benedek T: Psychoanalytic Supervision. New York, 
Grune & Stratton, 1966 

3. Tarachow S: An Introduction to Psychotherapy. New York, In- 
ternational Universities Press, 1963 

4. Lewin KK: Psychiatric supervision by direct observation. J 
Med Educ 41:860-864, 1966 

5. Kubie LS: Research into the process of supervision in psycho- 
analysis. Psychoanal Q 27:226-236, 1958 

6. Escoll PJ, Wood HP: Preception in residency training: methods 
and problems. Am J Psychiatry 124:187-193, 1967 

7. Miller AA, Burstein AG: Professional development in psychiat- 
ric residents. Arch Gen Psychiatry 20:385-394, 1969 

8. Schuster DB, Freeman EN: Supervision of the resident's initia] 
interview. Arch Gen Psychiatry 23:516-523, 1970 

9. Stein SP, Karasu TB, Charles E, et al: Supervision of the initial 
interview. Arch Gen Psychiatry 32:265-268, 1975 

10. Schuster DB, Sandt JJ, Thaler OF: Clinical Supervision of the 
Psychiatric Resident. New York, Brunner/Mazel, 1972 

11. Sabin JE, Sharfstein SS: Integrating community psychiatry into 
resident training. Hosp Community Psychiatry 26:289-292, 1975 


1457 


LECITHIN 


* 


Am J Psychiatry 136:11, Novembe- 1979 


Treatment of Tardive Dyskinesia with Lecithin 


BY IAN V. JACKSON, M.B., B.S., D.P.M. M.R.C.PSYCH., ELIZABETH A. NUTTALL, M.B., CH.B., 
D.P.M., M.R.C.PSYCH., IBE O. IBE, M.D., AND JORGE PEREZ-CRUET, M.D. 





Six patients with moderate or severe tardive 
dyskinesia participated in a 14-day double-blind 
crossover comparison of placebo with 50 g/day of 
lecithin. There were no side effects, and Abnormal 
Involuntary Movement Scale (AIMS) ratings of 
videotaped examinations indicated significant 
improvement in the dyskinesias of all subjects during 
the lecithin trial, even with concomitant 
administration of a constant dose of neuroleptic 
medication to five patients. 


TARDIVE DYSKINESIA is an iatrogenic side effect that 
threatens to modifv the use of neuroleptics in the man- 
agement of psychotic illness. No clinically effective 
treatment of this condition has been identified. 

The role of cholinergic mechanisms in tardive dyski- 
nesia is suggested by the observation that physostig- 
mine (1) suppresses while scopolamine (2) and anti- 
cholinergic antiparkinsonian agents (3) worsen this 
condition. Deanol, a putative precursor of brain ace- 
tylcholine, has been claimed (4) to be clinically useful 
in ameliorating this condition; however, other studies 


(5) have not supported this observation. Further, a re- 


sponse to physostigmine was found not to be predic- 
tive of response to deanol (6). Growden and associates 
(7) reported an improvement in 4596 of patients with 
tardive dyskinesia who were taking oral choline. How- 
ever, this promising improvement was accompanied 
by a very offensive “‘fishy’’ odor. Wurtman and asso- 
ciates (8) reported that in equivalent doses (2.3 g of 
free base) oral lecithin increased plasma choline levels 
by 265% compared with an 86% increase with choline 
chloride. This dose of lecithin was not accompanied by 
side effects. | 

If enhancement of acetylcholine activity relieves 
symptoms of tardive dyskinesia, and if such enhance- 
ment is associated with an increase in plasma choline, 
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then the administration of oral lecithin would b2 a ra- 
tional strategy in the investigation and treatment of 
tardive dyskinesia. (The normal dietary intake of leci- 
thin by humans is not documented. The daily choline 
intake from a mixed diet has been established to be 
400-900 mg [9]. The component fatty acids in lecithin 
vary, but, considering soy lecithin as representative 
[10] and assuming that all dietary choline is m the 
form of such lecithin, we can calculate the daily dietary 
intake of lecithin to be 2.6-5.8 g.) 


METHOD 


The subjects were 6 adult long-term patients cf the 
St. Louis State Hospital who had tardive dysxinesia 
consistent with a global rating of moderate or severe 
on the Abnormal Involuntary Movement Scale 
(AIMS) (11). After the procedures had been filly ex- 
plained they gave informed consent and were trans- 
ferred to a Missouri Institute of Psychiatry research 
ward. 

The subjects, 5 women and 1 man, all had tardive 
dyskinesia that involved the muscles of the face and, 
to varying degrees, the trunk and limbs. All of them 
had been under psychiatric care for a psychotic illness 
for an extended period. All had received neuroleptics 
virtually continuously for at least 4 years (range, 4-23 
years). Their ages ranged from 49 to 60 years (mean, 
:57 years). 

We attempted to manage all of the subjects without 
any medication, and 1 subject who was witadrawn 
from neuroleptics before the study remainec off all 
noninvestigational medication throughout the study. 
However, in the other 5 cases, withdrawal of neuro- 
leptics was followed by emergence or intensification of 
psychotic symptoms, and patients were maintained on 
a fixed dose of a single neuroleptic. No other 5sycho- 
active or anticholinergic agents were used. Once this 
regime was established it was maintained during a 
baseline period of at least 2 weeks and throughout the 
7-week study period—that is, for at least 9 weeks. 

During the baseline period, regular standardization 
examinations, including videotaping of interviews, 
were performed to familiarize the subjects with the 
procedures. After the baseline period, subjects were 
randomly assigned to either lecithin! or inert placebo 


"The lecithin used was t-alpha Phosphadidyl Choline Type IX-E 
prepared by the Sigma Chemical Company, St. Louis, Mo. 
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for 14 days followed by a 10-day wash-out period on 
no study medication, followed by crossover medica- 
tion for another 14 days. The dose of lecithin was 50 g/ 
day, divided into a morning and evening dose for each 
of the 14 days. The lecithin or placebo was in granular 
form and was mixed with cold milk, commercial ice 
cream, and chocolate syrup immediately before ad- 
ministration. Each dose of lecithin or placebo was pre- 
pared in a coded bottle independent of the patient, 
clinical staff, and raters. 

Formal ratings during the study included 

1. A 20-minute standardized videotape of a patient 
sitting alone and then examined following the AIMS 
schema by 2 psychiatrists who were well known to 
the patient. These examinations were made on two oc- 
casions during the final week of the baseline period, on 
days 4, 8, 11, and 14 of both 14-day experimental peri- 
ods, and 10 days after these periods. At the end of the 
study the 12 videotapes for each patient were present- 
ed in random temporal sequence and rated blind and 
independently by 2 psychiatrists using the AIMS. At 
each examination, subjects were assessed for parkin- 
sonian signs. 

2. The Brief Psychiatric Rating Scale (BPRS) (12) 
was administered independently by 2 psychiatrists im- 
mediately before commencement of the study, at days 
8 and 14, and 10 days after each 14-day study period. 

3. Daily resting blood pressure and weekly Missouri 
In-Patient Behavior Scale (MIBS)? were administered 
by a ward nurse. 


RESULTS 


All of the subjects showed a decrease in dyskinetic: 


movements after 14 days on lecithin compared with 
the corresponding period on placebo and with base- 
aline (see figure 1). 

The two raters' total AIMS scores, rated blind and 
independently from videotapes, were averaged, and 
the average of ratings for all six subjects while on leci- 
thin was compared with the corresponding ratings 
while on placebo. In addition, the same comparison 
was made 10 days after the end of the lecithin trial with 
the corresponding rating after placebo. This difference 
was examined using the paired Student's t test. The 
interrater reliability (estimated using Pearson’s Corre- 
lation Coefficient between the sum of the AIMS 
scores) was .85. 

Neither clinical assessment nor the. AIMS subscores 
demonstrated consistent differential change in the 
component dyskinetic movements of tardive dyski- 
nesia. The systematic BPRS, MIBS, blood pressure 
ratings, and standard clinical assessment showed no 
evidence of side effects. In particular, lecithin adminis- 


?Evenson RC: Missouri Inpatient Behavior Scale (MIBS) manual, 
1976. Available from R.C. Evenson, Missouri Institute of Psychia- 
try, St. Lcuis, Mo. 
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FIGURE 1 
Mean Total AIMS Scores? for 6 Patients with Tardive Dyskinesia on 
Lecithin (50 g/day) or Placebo 
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aSignificance levels determined by one-tailed paired Student’s t test. 
bCrossover or end of study. 


tration was not associated with emergence of parkin- 
sonian signs, sedation, lethargy, depression, or other 
mood change. Initially lecithin was mixed with water 
and orange flavoring, but this suspension was associat- 
ed with nausea and vomiting in one subject, who was 
withdrawn from the study. The subsequent mixture of 
lecithin with milk, ice cream, and chocolate syrup was 
satisfactorily tolerated and this was the method of ad- 
ministration of lecithin and placebo throughout the 
study. No attempt was made to systematically and ob- 
jectively rate body odor, but no significant change, and 
particularly no *'fishy odor," was noted by the sub- 
jects, ward staff, or raters. 


DISCUSSION 


All of the subjects improved while taking 50 g/day of 
lecithin for 14 days. This. suggests that lecithin might 
be useful in the investigation and treatment of tardive 
dyskinesia and that further clinical studies are in- 
dicated. The trend was for progressive improvement 
throughout the study, with the greatest improvement 
on the last day of lecithin ingestion. This suggests that 
a longer period of administration of lecithin might be 
associated with greater amelioration of tardive dyski- 
nesia or possibly with complete recovery. The appar- 
ent persistence of some therapeutic effect 10 days after 
the last dose of lecithin is encouraging but suggests 
that in any future studies using a crossover design the 
crossover period should exceed 10 days. 

The apparent response to lecithin in the five subjects 
on a constant dose of neuroleptic throughout this 
study is encouraging. À treatment for tardive dyski- 
nesia is of much greater practical clinical value if it can 
be used in those subjects in whom concomitant admin- 
istration of psychotropic medication remains an essen- 
tial part of the management of their psychiatric illness. 


? 
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Tyramine Infusions in Bipolar Illness: Behavioral Effects and 
Longitudinal Changes in Pressor Sensitivity 


BY DAVID PICKAR, M.D., ROBERT M. COHEN, M.D., PH.D., DENNIS L. MURPHY, M.D., 


AND DEBORAH FRIED 


Steady state intravenous tyramine dose pressor- 
response tests were administered to a patient with 
bipolar illness during depressed and hypomanic 
phases of her illness. The greatest tyramine sensitivity 
while unmedicated occurred when the patient was 
hypomanic, and the least sensitivity when she was 
depressed before her first switch. The data raise the 
possibility that changes in peripheral a-adrenergic 
receptor sensitivity accompany spontaneous mood 
cycles. Tyramine produced a replicable mood and 
cognitive alteration only in the infusion closest to the 
switch from hypomania to depression, suggesting that 


‘the CNS may be particularly susceptible to peripheral 


noradrenergic inputs at specific points in bipolar . 
illness. 


THE INTRAVENOUS TYRAMINE dose-pressor response 
test has been used clinically to assess peripheral nor- 
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adrenergic function (1-3). Tyramine, an indirectly act- 
ing sympathomimetic, is actively taken up by the same 
neuronal pump as norepinephrine and produces pres- 
sor effects by displacing intraneuronal pools of morepi- 
nephrine (4). Reports that depressed patients zre sig- 
nificantly more sensitive to tyramine's pressor effects 
than normal subjects raise the possibility that respon; 
sivity of this system may be altered in affective dis- 
orders (1-3). However, we are not aware o? zom- 
parisons of tyramine sensitivity in depressed periods 
versus hypomanic or manic periods in cvcling »i»olar 
patients. We investigated tyramine sensitivity during 
the affective cycle of a patient with bipolar illness. The 
patient demonstrated changes in pressor sensitivity to 
tyramine during the course of her behavioral cycle. 
Further, after a switch from hypomania to depression, 
she showed a replicable behavioral response to the 
tyramine infusion itself, a phenomenon that to our 
knowledge has not been reported previously. 


BACKGROUND AND PROCEDURE 


The patient, a 27-year-old woman who met Re- 
search Diagnostic Criteria (5) for the diagnosis cf bipo- 
lar II affective disorder, had not experienced an epi- 
sode of hypomania for more than 6 months. Sae was 
maintained on double-blind medications throughout 
her hospitalization. After a 4-week placebo per.od she 
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TABLE i i 
Longitudinal Clinical Data and Tyramine Dose Endpoints for One Patient with Bipolar i! Affective Disorder . 
REANO te a a 
Tyramine Dose Menstrual 
Infusion Clinical] State Affective Cycle Medication Period Endpoint (mg/minute) Cycle Week 
l Depressed Prior to switch No medication, 30 days 1.0 3 
2 Depressed Prior to switch Clorgyline, 27 days 0.029 4 
3 Hypomanic 19th day after switch to hypomania Placebo, 4! days 0.33 4 
4A? Depressed 13th day after switch to depression Placebo, 58 days 0.50 I 
4B? Depressed 13th day after switch to depression Placebo, 58 days 0.50 1 
5 Mildly 7th day after unstable state Placebo, 76 days 0.50 4 
depressed, 
improving 





“Performed on the same morning. 


was given a 4-week trial of clorgyline, a selective 
MAO tvpe A inhibitor with antidepressant effects (6). 
Other than this medication trial, she was given placebo 
throughout the reported period. 

Initia_ly the patient showed severe depression char- 
acterized by motor retardation, sadness, negativism, 
and suicidal ideation. There was minimal clinical re- 
sponse to the medication trial. She experienced a 
switch to hypomania 22 days after clorgyline was 
stopped. The 23-day hypomanic period was followed 
by an abrupt (1-day) switch to a severe depression. 
Depression persisted for 14 days, followed by 2 days 
of mark2d hypomanic symptoms and 8 days of an un- 
stable state characterized by mild depression with in- 
termitteat hypomanic symptoms of 1 or 2 hours’ dura- 
tion. Her depression then continued to improve, with 
no reappearance of hypomanic symptoms. She re- 
mained :n good physical health throughout her hospi- 
talization, with no abnormalities in laboratory studies, 
including regular thyroid function tests. 

The patient gave informed consent for a series of 
steady-state intravenous tyramine dose-pressor re- 
sponse tests, which consist of continuous intravenous 
infusion of tyramine at an increasing rate until a 30 mm 
Hg rise in systolic blood pressure is reached and main- 
tained fcr 5-8 minutes (pressor endpoint). The rate of 
infusion (in milligrams of tyramine per minute) that 
maintains this response is the dose endpoint. The in- 
fusion rates were delivered by an intravenous infusion 
pump. Blood pressure was recorded each minute by an 
automated blood pressure instrument, and heart rate 
and rhythm were continually monitored by a cardiac 
monitor. Each infusion was performed at 9:30 a.m., 
with no oral intake or cigarette smoking from midnight 
the prev:ous night until the completion of the study. 
Before each infusion and at the pressor endpoint the 
patient completed a modified version of the NIMH 
self-rating inventory (7). There was continual behav- 
ioral obszrvation throughout the infusion period. 


OBSERVATIONS 


Table 1 presents longitudinal clinical data and corre- 
sponding tyramine dose endpoints. The patient was 
least sensitive to tyramine when she was depressed be- 
fore clorgyline treatment and most sensitive when she 


was taking clorgyline. During the placebo periods she 
showed the greatest sensitivity when she was hypo- 
manic. The three infusions done after the switch from 
hypomania to depression showed identical sensitivities, 
which were intermediate between those during her 
initial depression and her subsequent hypomania. 

A significant behavioral effect was observed during 
infusions 4A and 4B (table 1). At the beginning of in- 
fusion 4A the patient was tearful, silent, and motori- 
cally retarded. As her blood pressure rose she became 
more active, talkative, and cheerful. At the peak 
pressor response she was giggling, teasing, restless, 
and admitted to ‘‘bizarre, violent thoughts.’ This state 
continued during the period of elevated blood pressure 
but began to abate after cessation of the infusion, 
closely paralleling the return to baseline blood pres- 
sure. When the pressor effects were gone she was 
again tearful and quiet. She agreed to a repeat infusion 
approximately 1 hour later (infusion 4B). Her dose 
endpoint for this infusion, 0.5 mg/minute, was identi- 
cal to her previous sensitivity. This procedure was car- 
ried out in a blind design; two solutions, one of 596 
dextrose in water and one of tyramine, were used. Rat- 
ers blind to the infusion sequence observed the pa- 
tient through a one-way mirror and noted no clinical 
effect with the 5% dextrose but a significant mood and 
cognitive change with the tyramine. The observers re- 
corded an increase in the subject's motoric behavior, 
increased spontaneous facial expressions, giggling, 
and increased vigilance corresponding temporally to 
the tyramine infusion and the accompanying blood 
pressure increase. She returned to her previous de- 
pressed state as her blood pressure decreased to base- 
line. Self-ratings showed increases on the activation- 
euphoria subscale from 15 to 50 and from 23 to 52 for 
the baseline and pressor endpoints in the first and sec- 
ond infusions, respectively, and decreases on the de- 
pression subscale from 60 to 40 and 57 to 33 for these 
same intervals. There were no behavioral changes and 
only minor, nonsystematic variations in self-ratings 
during the preceding or subsequent infusions. 


DISCUSSION 


Changes in this patient's clinical state were accom- 
panied by changes in her sensitivity to :yramine's 
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pressor effects, with the lowest sensitivity found dur- 


inz the first infusion when she was in a severely de- 


pressed state before the switch to hypomania. The 
greatly increased sensitivity that was observed when 
she was receiving the selective MAO type A inhibitor 
is consistent with the ‘‘cheese effect" observed with 
nonspecific MAO inhibitors. The greatest sensitivity 
when she was unmedicated was during the hypomanic 
period. The relatively brief but severe depression that 
fallowed the hypomania and the subsequent milder de- 
pression that followed a brief return of hypomanic 
symptoms were associated with the same tyramine 
sensitivities, which were intermediate between those 
found during her baseline depression and her hypo- 
mania. It is doubtful that the increased tyramine sensi- 
tivity found when the patient was hypomanic was a 
residual metabolic effect of the MAO A inhibition: 
platelet MAO shows complete recovery 2 weeks after 
treatment with nonspecific inhibitors 1s stopped (8), 
and urinary MHPG, a metabolic marker for MAO A 
activity, shows a return to pretreatment levels by the 
third week posttreatment (D. Pickar, unpublished 
data). It is possible that biochemical effects of clorgy- 
line other than MAO A inhibition per se may have in- 
fluenced this patient's tyramine sensitivity. 

We found identical tyramine sensitivities in this pa- 
tient when we did two infusions the same morning, and 
we have also found identical tyramine sensitivities in 
one male volunteer who was restudied 6 weeks after 
an initial infusion. Coppen and Ghose (3), using a 
bolus injection technique, studied 14 unmedicated uni- 
polar patients twice—when the patients were de- 
pressed and again when the depression had remitted. 
They found a nonsignificant increase in tyramine sen- 
sitivity compared with the baseline values (6% for 
male subjects and 11% for females). Ghose and Turner 
(9), who also used the bolus technique, found signifi- 
cant decreases in tyramine sensitivity during the third 
week of the menstrual cycle compared with other 
weekly intervals in 5 normal women. The one tyra- 
mine study that involved hypomanic patients reported 
no differences in tyramine responsivity before lithium 
treatment compared to posttreatment, but the authors 
Gid not include comparisons between depressed and 
bypomanic periods in medication-free patients (10). 
Our patient was least sensitive to tyramine (infusion 1) 
Curing the third week of her menstrual cycle; the other 
infusions were carried out during the first and fourth 
weeks. The 67% decrease in her pressor responses be- 
tween infusions | and 3 is, however, considerably 
greater than the largest decrease in tyramine sensitivi- 
ty (36%) reported for third and fourth week intervals in 
the normal women studied by Ghose and Turner (9). 

Possible biochemical mechanisms of changes in 
tyramine sensitivity include 1) changes in neuronal or 
extraneuronal uptake of tyramine, 2) changes in 
amount of stored and/or released norepinephrine, 3) 
changes in the sensitivity of the postsynaptic a-adre- 
nergic receptor, 4) changes in the metabolism of tyra- 
mine secondary to changes in MAO activity, and 5) 
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production and release of "false neurotransmitters.”’ 
The finding of increased pressor sensitivity to inf ised 
norepinephrine and phenylephrine (peripheral ncrad- 
renergic agonists) in depressed patients supports. the 
concept of peripheral a-adrenergic receptor sensitivity 
changes in depression (2, 3). Animal studies demon- 
strating alterations in central adrenergic receptor sen- 
sitivity during the course of chronic tricyclic and MAO 
inhibitor administration have raised speculatiom re- 
garding the role of central receptor changes in the me- 
diation of antidepressant effects (11). 

Bunney and associates (12) have speculated that re- 
ceptor changes may be involved in the patho- 
physiology of bipolar illness, with the switch to mania 
involving an increase in specific receptor sensiivity 
relative to that in the preceding depressed state. They 
also suggested that early and late depression, although 
clinically indistinguishable, may represent quite dif- 
ferent receptor substrates. We observed an increased 
sensitivity to tyramine in one subject during hypo- 
mania relative to that subject’s response in her pre- 
vious depression, followed by decreased sensitivity in 
her subsequent depressed period. The differences in 
tyramine sensitivity observed during the  pre- 
hypomanic and posthypomanic depressive episodes 
may be associated with differing biochemical stazes of 
depression. Although the alteration in this patient's re- 
sponses to tyramine is greater than previously report- 
ed during the same weekly intervals of the menstrual 
cycle, it remains a possibility that this alteratior may 
have been influenced by the endocrinologic eveats of 
the menstrual cycle. The final infusion, done du-ing a 
period of clinical stabilization following an unstable 
mood state, showed the same sensitivity as was seen 
in the earlier more depressed period that followed the 
switch. It is possible that a stable receptor statusis the 
obligatory step preceding a compensatory adjus:ment 
of presynaptic events required to achieve euthy nia. e 

Tyramine produced an alteration in mood and cogni- 
tion only during the infusion closest to the initial 
switch to depression from hypomania. This finding 
was reproduced in a repeat blind infusion on the same 
day. That tyramine is not thought to produce direct 
CNS effects (13) and that this patient's behavioral 
changes closely paralleled the peripheral sympathetic 
effects suggest that these effects may have been s.timu- 
lated by or derived from peripheral adrenergic activa- 
tion. That these behavioral changes were founc only 
after the switch to depression suggests the possibility 
that there may be discrete periods of instability i1 cen- 
tral noradrenergic systems that render the patiert par- 
ticularly susceptible to influence from the peri»heral 
nervous system. 
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Types of Psychopathology Displayed by Heroin Addicts 


BY ROBERT A. STEER, ED.D., AND JACOB SCHUT, 


Symptom profiles of 157 male and 54 female heroin 
addicts based on Brief Psychiatric Rating Scale scores 
were compared with normative data for 6,000 
psychiatric patients by using previously described 
schizo-depressive and coping-resignation contrast 
functions. Diagnostic types found among the addicts 
were as follows: anxious-depressive features, 35.1%; 
undifferentiated syndromes, 26.596; hostile-depressive 
features. 16.6%; retarded depressive features, 9.5%; 
hostile suspicious traits, 6.696; and blunted affect 
without significant depressive features, 5.7%. None of 
the addicts showed levels of thought disturbance 
comparable to those found in the psychiatric patients. 


ATTEMPTS TO IDENTIFY the types of psychopathology 
displayed by heroin addicts have historically followed 
two basic trends, one in which heroin addicts are con- 
sidered to have character disorders, with or without 
secondary symptoms, and the other in which heroin 
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addiction is viewed as one symptom underlying a very 
heterogeneous array of psychopathology. Depression 
has been described by several researchers as one of 
the major syndromes presented by heroin addicts (1), 
and the incidence of extreme depression in addicts 
may range as high as 30%. Psychotic features have al- 
so been observed in addicts seeking treatment (2), and 
hostility has been postulated as the most pervasive 
trait found in heroin addicts (3). In fact, Wurmser (4) 
stated that heroin addiction may develop as an attempt 
to self-medicate the distress brought on by hostile im- 
pulses. However, although there have been a number 
of studies comparing various psychological test 
Scores, such as the Minnesota Multiphasic Personality 
Inventory, of heroin addicts with other clinical popu- 
lations (2, 5, 6), psychiatric rating scales seem to have 
been used less frequently, and comparisons of such 
ratings with those established for other clinical popu- 
lations are few. 

The purpose of the present study was to compare 
the types of psychopathology displayed by aeroin ad- 
dicts on a clinical rating scale with those of a large, 
heterogeneous sample of psychiatric patients. 


METHOD 
Subjects 

The sample was composed of 211 heroin addicts ad- 
mitted to the Drug Abuse Rehabilitation Program of 
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the West Philadelphia Community Mental Health Con- 
sortium, Inc. All of the patients were seeking meth- 
adone maintenance treatment, all used heroin daily, 
and none displayed manifest signs of withdrawal at the 
time of admission. There were 157 men and 54 women. 
One-third of the patients were white and the remainder 
were black. The marital status of the sample was com- 
plex— 44.596 were single, 27.5% were married, 26.1% 
were separated or divorced, and 1.9% were widowed. 
Unemployment was reported by 86.7% of the sample, 
and 15.2% were living with other addicts. The mean 
age of the group was 27.65 years (SD=5.81), and the 
mean educational attainment was 11.01 years 
(SD=1.63). The mean number of arrests up to the time 
of admission was 5.92 (SD=9.57), and the majority 
(59.7%) had no outstanding legal involvements when 
they were admitted. 

None of the patients admitted to previous treatment 
for any mental health problems, but 77.7% described 
previous treatment for drug abuse problems. The 
mean age at which daily heroin use had commenced 
was 20.49 years (SD=4.39), and less than 7% of the 
sample had used any other type of illicit substance for 
the 2 months preceding admission. The modal addi- 
tional drug of abuse was marijuana (6.2%), but only 
3.3% of the total sample admitted to smoking it daily. 


Rating Scale 


We used the Brief Psychiatric Rating Scale (BPRS) 
(7) to compare the heroin addicts’ symptoms with 
those of other psychiatric patients. The BPRS was ini- 
tially developed as a rapid assessment technique to 
evaluate patients participating in psychiatric drug re- 
search. Overall and Klett (8) have presented detailed 
normative data for the instrument based on more than 
6,000 psychiatric patients with a broad spectrum of 
diagnoses. There are 16 symptoms that are rated on a 
7-point severity scale. The symptoms are as follows: 
emotional withdrawal, mannerisms and posturing, mo- 
tor retardation, uncooperativeness, excitement, con- 
ceptual disorganization, unusual thought content, anx- 
iety, guilt feelings, grandiosity, depressive mood, hos- 
ülity, somatic concern, hallucinatory behavior, suspi- 
ciousness, and blunted affect. 

The BPRS ratings of the heroin addicts were made 
by one of three clinicians during the standard intake 
evaluation used in the drug abuse program. The clini- 
cians had established interrater reliabilities of .80 or 
more. 


Data Analysis 


The BPRS responses of the 211 heroin addicts were 
scored according to the schizo-depressive and coping- 
resignation contrast functions described by Overall 
and Klett (8), who found that weighted sums of the 16 
BPRS items representing these two functions could be 
used to assign 6,000 patients to nine diagnostic cate- 
gories (regions) that corresponded to their major psy- 
chiatric disturbances. The derivation of the schizo-de- 
pressive and coping-resignation functions, weights for 
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the BPRS items, and cut-off scores for assigning pa- 
tients to each of the nine diagnostic regions are pre- 
sented in detail elsewhere (8, pp. 73-84). We used 
these weights and cut-off scores to assign each addict 
to one of the following nine diagnostic regions: with- 
drawn thought disturbance, simple thought dsstur- 
bance, paranoid thought disturbance, blunted effect 
without depression, undifferentiated symptomato.ogy, 
hostile suspiciousness, retarded depression, anxious 
depression, and hostile depression. 

The contrast functions were calculated separately 
by sex because it was initially thought that the addicts’ 
ratings might show sex-related differences. How=ver, 
chi-square analysis of diagnosis assignments rev2aled 
that the assignment of men and women to the diagnos- 
tic regions was comparable. Therefore, it was con- 
cluded that sex did not influence the ratings, and the 
assignments for men and women were combinec. 


RESULTS 


There were no heroin addicts assigned to any of the 
three regions representing significant thought distur- 
bance (withdrawn, simple, and paranoid). The addicts 
represented only six of the nine possible diagnos-ic re- 
gions found for other psychiatric patients: 35.1% 5f the 
addicts had anxious-depressive features, 26.595 dis- 
played undifferentiated syndromes, 16.6% had hostile- 
depressive features, 9.5% had retarded-depressive fea- 
tures, 6.6% revealed hostile-suspicious traits and 
5.7% demonstrated blunted affect without significant 
depressive features. 


DISCUSSION 


The overall pattern of results supports the con-» 
tention that heroin addicts do not constitute a single 
diagnostic entity but represent a variety of psychiatric 
problems. Anxious-depressive symptoms seem to be 
the most prevalent features underlying addicts’ psy- 
chopathology, and such evidence tends to support cli- 
nicians' reports that there is a high incidence »f de- 
pression among heroin addicts. The finding that only 
23.3% of the addicts displayed extreme levels of aostil- 
ity brings into question the theory that hostility is a 
primary affect underlying heroin addiction but cer- 
tainly suggests that it is a major problem whrh re- 
quires attention. The absence of addicts with extreme 
thought disturbance should not be construed as in- 
dicating that heroin addicts do not display psychotic 
features. Furthermore, it must be remembered that the 
heroin addicts’ symptoms were compared with those 
of 6,000 psychiatric patients representing a wide range 
of diagnoses from simple schizophrenia to mincr anx- 
iety reactions. The apparent absence of extreme 
thought disturbance in the addicts' ratings may simply 
mean that the levels of disturbance they displayed did 
not approach those experienced by other patients. 
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There are several implications of the present find- 
ings for the treatment of heroin addicts. The successful 
treatment of heroin addicts should include a thorough 
psychological or psychiatric screening of newly admit- 
ted patients to ascertain which types of psycho- 
pathology might be present. Although the BPRS has 
been successful here in differentiating among the pre- 
senting symptoms of these addicts from lower socio- 
economic classes, other diagnostic approaches might 
be more appropriate for addicts representing higher 
socioeconomic strata. Projective techniques and more 
refined psychological testing may be needed to dif- 
ferentiate among addicts from other socioeconomic 
classes. In any event, reliance on only one type of clin- 
ical approach to the assessment of addicts seems un- 
wise, and a variety of techniques should be available 
to evaluate thoroughly the extent of each type of psy- 
chopathology addicts present. 


ROBERT A. STEER AND JACOB SCHUT * 
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Use of MAO Inhibitors in Elderly Patients 


BY J. WESSON ASHFORD, M.D., AND CHARLES V. FORD, M.D. 


Depression is common in the elderly and causes as 
many as half of all psychiatric inpatient admissions in 
this age group (1). Significant depression also occurs in 
as many as 25% of demented patients (2). 

The treatment of elderly depressed patients with tri- 
cyclic antidepressants has several disadvantages (3), 
particularly the peripheral and central side effects 
caused by these drugs' anticholinergic actions (4). Pe- 
ripheral side effects such as tachycardia, dry mouth, 
urinary retention, and constipation are poorly toler- 
ated by geriatric patients. Central cholinergic neuronal 
deficits have been suggested in normal aging (5) and 
Alzheimer’s disease (6), which may explain the in- 
creased likelihood of adverse reactions (such as deli- 
rium and memory impairment) to anticholinergic medi- 
cations in elderly and demented patients. Tricyclics al- 
so interfere with cardiac conduction, and cases of 
sudden death have been reported. 

It has been demonstrated that with aging there is an 
increase of monoamine oxidase (MAO) activity in dif- 
ferent parts of the body, including the brain (7, 8). This 
observation had led to the suggestion that MAO inhib- 
itors (MAOIs) may have a special beneficial effect in 
the aged (9), but the few reported clinical experiences 
have not supported this hypothesis. In general MAOIs 
are considered less safe than tricyclic antidepressants 
in elderly patients because of the risk of hypertensive 
crisis (3). 
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Clinical Approach 


After consideration of the above points and a recent 
report of the efficacy of phenelzine-in treating depres- 
sion (10), we cautiously began to prescribe MACIs for 
some depressed geriatric patients (over age 60) who 
had not responded to other antidepressants. Haloperi- 
dol (a drug with minimal anticholinergic properties) 
was used adjunctively, when indicated, for psychotic 
symptoms. Fourteen patients received either tranyl- 
cypromine or phenelzine. 

Because the patients were hospitalized, a tyramine- 
free diet could be ensured, as could the absence of 
contraindicated over-the-counter drug preparations. 
When patients were discharged on an MAOI, we mada 
every effort to determine that the patient's medica- 
tions and diet could be reliably managed in the home 
setting. A total of 14 elderly patients (8 women, 6 men; 
mean age —70) received treatment with MAOIs (tranyl- 
cypromine in dosages of 20-30 mg/day for 11-42 days 
or phenelzine, 30-60 mg/day, for 7-43 days). 


Observations 


Five patients with depression associated with senile 
dementia, Alzheimer's type, showed significant remis- 
sion of depressive symptoms. However, little or no 
improvement was noted in memory or other cognitive 
impairments. One patient's medication was discontin- 
ued after 11 days and he did well subsequently. 

Of the 9 nondemented patients, 3 of 4 patients with 
unipolar depression responded favorably, as did 1 of 2 
bipolar depressed patients who had not responded to 
lithium. Two other patients, one with an atypical de- 
pression and one with marked hysterical features, did 
not respond. One other patient showed initial improve- 
ment, but medications were discontinued because of 
side effects. All of the nondemented patients had had 
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previous trials of tricyclic antidepressants. Thus the 
patients who responded to MAOIs had either failed to 
respond to tricyclic antidepressants or had not toler- 
ated their anticholinergic side effects. One patient with 
unipolar depression and the patient with hysterical fea- 
tures had also previously failed to respond to ECT, 
and both subsequently failed to respond to phenelzine. 
For patients who did not respond to MAOIs, medica- 
tion was discontinued within 45 days and before dis- 
charge from the hospital. 

During their hospitalization, patients were rated ob- 
jectively twice weekly on the Inventory of Psychic and 
Somatic Complaints in the Elderly, developed by Ras- 
kin and Cook. Items selected as reflecting signs and 
symptoms commonly associated with depression were 
used to derive a 5-point scale on which 5 indicates 
maximum observed depression and 1 indicates the ab- 
sence of observed depression. On this scale, the de- 
‘ mented patients improved by an average of 1.2 points 
(from a mean of 3.2 to 2.0) and the responding non- 
demented patients improved by an average of 1.3 
points (from 2.3 to 1.0). 


Side Effects 


We noted some side effects in these patients. One 
patient, an 80-year-old man with mild parkinsonian 
symptoms, did well for 2 months with tranylcypro- 
mine, 10 mg t.i.d., but then manifested paranoid idea- 
tion. Haloperidol was added to his drug regimen and 
he subsequently developed a moderate parkinsonian 
bradykinesia. The bradykinesia did not improve when 
the haloperidol and, later, the tranylcypromine were 
discontinued. Another nondemented patient with uni- 
polar depression and psychotic symptoms was starting 
to improve with phenelzine, 15 mg t.i.d., and haloperi- 
dol. When the phenelzine dosage was increased to 15 
mg q.i.d., the patient developed a choreiform move- 
ment disorder. All medications were discontinued, and 
the movement disorder remitted. 

Despite these troubling side effects, which indicate 
the need for caution in combined neuroleptic-MAOI 
treatment of elderly patients, the MAOIs seemed to 
cause fewer and less persistent side effects than tri- 
cyclic antidepressants. Blood pressure and liver func- 
tion tests were monitored, and neither hypertensive 
crises nor hepatotoxicity were noted. 


Discussion 


The MAOIS are generally thought to act by breaking 
down the neurotransmitter monoamines dopamine, 
norepinephrine, and serotonin. It has been suggested 
that diminished activity of norepinephrine or serotonin 
is related to depression and that antidepressants act by 
enhancing the activity of these chemicals. The ef- 
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fectiveness of MAOIs in elderly depressed patients 
may be related to a partial blockadé of MAO that in- 
creases with age. 

We found MAOIs especially effective in treating de- 
pression related to dementia. This is consistent with 
anecdotal reports of the benefit of d-ampketamine for 
demented patients because this agent also augments 
the central activity of norepinephrine ard of dopa- 
mine. 

The poorer results seen in patients with primary af- 
fective disorders may be related to the fact that these 
patients had failed to respond to previous drug treat- 
ment. We were also very cautious with cosage, and 
some failures may have represented insufficient medi- 
cation. 

Two of our patients who were receiving both an 
MAOI and haloperidol developed mov2ment dis- 
orders. Although this may have been a chance occur- 
rence, it is possible that these drugs interact unfavor- 
ably. Both of these medications act on dopamine, an 
important agent in the extrapyramidal motor system. 
However, MAOIs increase the amount cf available 
dopamine while haloperidol blocks dopaminergic ac- 
tivity, so itis unclear why patients given this combined 
treatment would develop movement disorders. 

This clinical trial suggests that MAOIs are effective 
in the treatment of depression in the geriatric popu- 
lation, particularly in demented patients. Further stud- 
ies to evaluate efficacy, safety, and possible drug inter- 
actions are indicated. | 
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Cardiac Arrhythmia and Haloperidol 


BY DINESH MEHTA, M.D., 


Several recent reports (1, 2) have suggested that 
haloperidol is effective and safe in the treatment of 
acutely disturbed psychotic patients. Cardiovascular 
side effects associated with haloperidol therapy, when 
Observed, have been benign (1-3). However, serious 
cardiovascular problems and even death have been re- 
ported with other psychotropic drugs (4). 

In view of the rarity of severe arrhythmia associated 
with the use of haloperidol, we would like to report the 
case of a manic patient who developed this side effect. 


Case Report 


A 21-year-old unmarried obese (111 kg) hospital employee 
. was admitted to the center with a 2-week history of sudden 
behavioral alteration. He had become hyperactive, energet- 
ic, talkative, sleepless, and although his appetite was good, 
he had lost 9.1 kg. He was irritable and showed expansive 
mood, pressured speech, flight of ideation, and grandiose 
notions of donating large sums of money to his attending 
psychiatrists, the center, and the police. He felt Jesus had 
entered his life, talked about owning a large restaurant, and 
was preoccupied with his sexual prowess. The patient's pre- 
morbid personality was said to have been quiet, gentle, and 
nonargumentative, and he did as he was told by his parents 
at home and his supervisors at work. He had no history of 
depression, mania, or drug-abuse. His sister had had emo- 
iional problems that reportedly started in a similar manner. 
Her condition was diagnosed as secondary to Cushing's dis- 
zase, and the parents felt that their son's emotional problems 
were also endocrinologic. 

Results of the patient's initial physical examination by two 
physicians were within normal limits except for mild cellu- 
litis associated with an ingrowing toenail. The patient was 
diagnosed as manic and was considered an appropriate can- 
didate for rapid neuroleptization with haloperidol. The pa- 
tient initially refused the drug, stating that there was nothing 
wrong with him. Later, after demanding to see the Physi- 
cian's Desk Reference, he agreed to take haloperidol by 
mouth. He received 90 mg of haloperidol the first day, 60 mg 
the next day, and 10 mg on the third day. During this in- 
tensive drug treatment, the patient's vital signs were mon- 
itored hourly by a specially assigned nurse. ‘After he re- 
ceived 10 mg of haloperidol on the third day the patient sud- 
denly became hypotensive (blood pressure of 80/60 mm Hg). 
He was pale, sweating, and had a pulse rate of 100 beats per 
minute, with an extrasystole every other beat. He also had 
mild parkinsonian symptomis. He denied any chest dis- 
comfort, but an ECG confirmed numerous multifocal, pre- 
mature ventricular beats. The patient was transferred to a 
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coronary care unit for continuous cardiovascular mon- 
itoring. 

In the coronary care unit, the patient denied any chest 
pain and showed no cardiac murmurs or evidence of cardiac 
decompensation. He was given an intravenous bolus of lido- 
caine, 75 mg, and then a lidocaine drip at the rate of 1 mg/kg 
body weight per minute, with the rate being altered eccord- 
ing to the frequency of extrasystoles. The next day ne was 
started on procainamide, 500 mg every 4 hours. After 3 days 
of observation he was returned to the center because his be- 
havior in the coronary care unit was considered unmanage- 
able and the extrasystoles had decreased to one every 10 
normal beats. 

The following investigations showed results within normal 
limits: complete blood counts (including differential zount), 
serologic test for syphilis, urinalysis with toxicologic stud- 
ies, serum electrolytes and blood gases, fasting chemogram, 
serum lactic dehydrogenase isoenzymes, serum trans- 
aminases, serum creatine phosphokinase isoenzymes, serum 
cortisol, thyroid studies (T4, Ta, T7), X rays of the chest and 
skull, and a subsequent brain scan. 

In view of the persistence of extrasystoles (1 every IO 
beats), the patient was observed without neuroleptic medica- 
tion. On days 7 and 8, he was given diazepam and amobarbi- 
tol sodium p.r.n., without much improvement in manic 
symptoms. On day 9 he was started on thiothixene, 30 mg/ 
day in divided doses, becaüse of his increased psychomotor 
activity, sleeplessness, and irritability. Over the next 2 days 
the dosage was reduced to 5 mg/day, and his manic symp- 
toms subsided. On day 13, the ECG was normal and mild 
parkinsonism was evident. 


Discussion 


This manic patient had no personal or family history 
of heart disease, and the results of several preemploy- 
ment physical examinations, as well as twa phys- 
ical examinations before initiation of haloperidol ther- 
apy, had been normal. The etiology of his arrhythmia 
remains unclear, and the association with haloperidol 
may be entirely fortuitous. However, haloperidol was 
the only drug the patient was taking when he devel- 
oped the arrhythmia. 

Rapid neuroleptization is being used increasingly to 
treat acutely disturbed psychotic patients. W2 think 
that intensive medical monitoring of such patients ts 
indicated so that any adverse cardiovascular events 
can be diagnosed early and treated appropriately. In 
the case described here, routinely used anti-arrhyth- 
mic drugs effectively controlled the patiert’s ar- 
rthythmia. 
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Nocturnal Head Banging as a Sleep Disorder: A Case Report 


BY MIRIAM R. FREIDIN, M.D., JOSEPH J. JANKOWSKI, M.D., AND WILLIAM D. SINGER, M.D. : 


Head banging continues to be a poorly understood 
phenomenon. It has been viewed as the result of ma- 
ternal deprivation or as an expression of frustration (1- 
5). We will describe a 2-year-old boy who engaged in 
head banging during sleep. The clinical investigation of 
this case included all night sleep EEGs and two trials 
of psychoactive medication. 


Case Report 


Bill was referred at the age of 27 months by his pediatri- 
cian because of nighttime head banging that had started 17 
months previously. The head banging, which was accom- 
panied by body rocking, began after the child had been 
asleep for 2 hours; it never occurred during wakefulness 
or during his daytime naps. By the time Bill was 18 to 24 
months old, the head banging and body rocking had become 
so severe that his crib had to be nailed to the floor. Even- 
tually he broke the headboard of his bed and knocked a hole 
in the wall. His parents' attempts to placate him by taking 
him into their bed did not lead to any improvement. 

When Bill was awakened during these episodes he was ina 

trance-like state, appearing disoriented and lacking recall for 
the episodes. He did not awaken during the severe head 
banging and did not seem to be in pain. 
* Bill was the product of a normal pregnancy and delivery, 
and his developmental milestones were normal. He currently 
lives with his parents and four older siblings, aged 8-2] 
years. No other behavioral problems were reported by the 
parents. 

There was no history of emotional disturbance in other 
family members except Bill's father, who had recently lost 
his job of 25 years, and had become irritable and depressed. 
Bil's mother had experienced a few episodes of sleep- 
walking as a child and both his father and older brother had 
been tantrum head bangers during childhood. 

During psychiatric interviews, including play sessions, 
Bill was charming and showed no evidence of psychiatric 
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disturbance. On Merrill Palmer testing he functioned at a 
normal cognitive level, with no signs of organic impairment. 

Both parents were interviewed, and Bill’s mother was 
found to be a very calm and experienced parent. However, 
his father appeared depressed and considered Bill's symp- 
toms a ploy to gain special attention. : 

Results of neurologic examination were within normal lim- 
its. Three EEGs were performed. The first, a sleep-deprived 
daytime EEG, showed normal, age-appropria:e patterns. 
Two 8-hour nighttime sleep tracings were then obtained. 
During the first one, approximately 90 minutes after Bill fell 
asleep he demonstrated head banging, moaning, and body 
rocking during sleep stages 1 and 2, unrelated to REM. 
Diazepam was started at a dose of 2 mg h.s., which was in- 
creased to 8 mg h.s. over a 2-week period. After 30 days of 
this medication, a second sleep EEG tracing was obtained. 
Bill's rocking was less intense at this time and there was no 
head banging. He was free of head banging for 4 weeks, but 
the behavior then recurred and persisted despite increasing 
doses of diazepam. The medication was discontinued ] week 
after he stopped responding to it. 

One month after diazepam was discontinued, imipramine 
was instituted at a dose of 75 mg h.s. The head banging 
ceased for 6 weeks but then recurred. 

After the trials of diazepam and imipramine, we gave Bill a 
brief trial of phenytoin, which was unsuccessful. One year 
after the discontinuation of all medications, Bill, now 4 years 
old, continues to experience head banging and body rocking 
at pretreatment levels of intensity. 


Discussion 


Multiple etiologies of head banging have been ad- 
vanced in the literature, but none has been sub- 
stantiated by experimental evidence. Suck etiologies 
include understimulation and maternal neglect (1, 2), 
erotic gratification (3), and excessive physical restraint 
(4). Previous theories were consolidated by dividing 
head banging into two types, autoerotic and tantrum 
(6). Autoerotic head banging begins between 6 and 12 
months of age and continues well into latercy or even 
adolescence. Some of these children have severe ego 
disturbances; others have no developmental diffi- 
culties. Tantrum head banging begins when the child is 
able to walk and is related to difficulties in accepting 
and dealing with frustration. 

The case we have described does not fit into any of 
the above categories. This patient's nocturnal head 
banging was automatic and stereotypic and was asso- 
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ciated with confugion on awakening, amnesia for the 
event, poor response to arousal, and nonreactivity to 
external stimuli. His head banging was preceded by 
moaning and body rocking an hour and a half to 2 
hours after he fell asleep. Although the symptoms de- 
scribed resemble stage 4 disorders, they occurred dur- 
ing stage | and 2 sleep. 

It was decided to give this patient a trial of diaze- 
pam, which blocks arousal from sleep stages 3-4 to 
stages 1 and 2 (6, 7). A similar effect has also been 
reported for imipramine hydrochloride (8), which was 
also tried. Reasons for the short-lived effectiveness of 
both diazepam and imipramine in this patient are un- 
clear. 

A relationship between nocturnal phenomena and 
temporal lobe epilepsy has been reported (9) and pa- 
tients with episodic nocturnal wanderings have been 
treated successfully with phenytoin (10). However, a 
trial of this medication in our patient had no effect on 
the head banging. 

The reasons for the failure of treatment in this case 
could be established only in further study with a larger 
sample. We are currently engaged in such research. 

Our case, study and the EEG findings suggest that 
nocturnal head banging may be a disorder of arousal 
that occurs during stages 1 and 2 sleep. These findings 
tend to bring into question the exclusive role of intra- 
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psychic factors in head banging. However, psycholog- 
ical factors may play a potentiating role and cannot be 
ignored entirely. 
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A Prospective Study of the Treatment of Psychotic Depression 


BY RICHARD E. MINTER, M.D., AND MICHEL R. MANDEL, M.D. 


Relatively few data are available comparing specific 
treatments of psychotic depression. With some ex- 
ceptions (1), most investigators have reported that pa- 
tients with delusional depressions do not respond well 
to tricyclic antidepressants alone (2-4). Several stud- 
ies have shown that such patients respond better to 
ECT than to antidepressants (4-6). Some investigators 
(2, 3) have concluded that ECT is the treatment of 
choice for psychotic depression. 

One study reported antipsychotic medications to be 
effective in the treatment of depression (7), but the in- 
vestigators did not focus on depression with psychotic 
symptoms. The combination of antipsychotic and anti- 
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depressant medications has been reported to be quite 
effective in treating psychotic depression (4, 8) 

To our knowledge, there has been no reported pro- 
spective comparison of all of these treatments. We will 
describe the preliminary results of such a prospective 
study in a group of psychotically depressed patients. 


Method 


All subjects were hospitalized on the psychiatric in- 
patient unit at Massachusetts General Hospital. For 
inclusion in the studv, a patient was required to meet 
Research Diagnostic Criteria (RDC) for psychozic ma- 
jor depressive disorder (9). Data required to make an 
RDC diagnosis were gathered by one of us (R.M.) ina 
semistructured interview done at the time of patients' 
hospital admission. The diagnostic criteria were the 
well-known criteria for major depressive disorcer plus 
at least one psychotic symptom, i.e., delusions or hal- 
lucinations. A delusion was defined as a firmly held 
belief that 1) was' clearly false, 2) could be tested 
against a known reality, and 3) was not shared by the 
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patient’s family members or cultural subgroup. This 
detinition excluded beliefs that the patient was willing 
tc acknowledge as possibly untrue and beliefs that 
were not accompanied by testable examples. This defi- 
nition is similar to that used by Nelson and Bowers (8). 

We excluded patients who met RDC for schizo-af- 
fective disorder, depressed type. These patients had 
numerous '"endogenous' depressive symptoms, but 
they also had Schneiderian first-rank symptoms of 
schizophrenia. 

The treatment modality was chosen by the psychiat- 
ric resident assigned to the patient. No effort was 
made to influence the choice of treatment for the pur- 
poses of the study. Most patients were given a trial of 
medications before ECT was initiated unless age or 
cardiac risk made the use of medications more hazard- 
ous than ECT. 

Two rating scales were completed by the same rater 
before and after a course of treatment: the Hamilton 
Depression Rating Scale (HDRS) (10) and the Clinical 
Global Impression (CGI), a 7-point severity scale 
(1—no illness, and 7- severely ill). A good response to 
treatment was defined as a CGI rating of 1 or 2 and an 
HDRS of less than 15; a partial response as a CGI rat- 
ing of 3 or 4 and an HDRS of 15-22; and no response as 
a CGI rating of 5-7 and an HDRS of more than 22. 

An adequate trial of ECT was considered to be at 
least 6 treatments. An adequate trial of medications 
was considered to be at least 3 weeks at the maximum 
tolerated dose; intolerance to drug side effects was al- 
ways the dose-limiting factor. 


Results 


Eleven patients satisfied RDC for psychotic major 
depressive disorder. The treatment responses of these 
patients are summarized in table 1. A total of 16 treat- 
ments was given to the 11 patients. All 3 patients 

etreated with tricyclics alone failed to respond, and all 

had paranoid delusions. These patients subsequently 
responded well to treatment with ECT, ECT plus per- 
phenazine, and trifluoperazine plus imipramine, re- 
spectively. 

Other treatment modalities provided much better re- 
sults and, in general, response to these treatments did 
not appear to be related to the type of psychosis. How- 


ever, 2 patients who received antipsychotics alone had ' 


a partial response that consisted of remission of the 
psychosis and persistence of the depressive symp- 
toms. These 2 patients responded completely when ei- 
ther ECT or a tricyclic was added. 


Discussion 


There are several problems with this preliminary 
study. Only one rater was used, and assignment to 
treatments was not random. The number of patients in 
eaca group is too small to allow adequate statistical 
analysis. The advantages of the study are the prospec- 
tive design and the homogeneity of the patient sample. 

Patients in all treatment groups had a mean age of at 
least 60, except for the group given antipsychotics 
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TABLE i 
Treatment Responses of 11 Patients with PSychotic Depression 
Mean 
‘Age Response 
Treatment Na (years) Good Partial None 
Tricyclic antidepressant only 3 67 0 0 3 
Antipsychotic only 4 50 2 2 0 
ECT only 3 70 2 1 0 
ECT and antipsychotics 4 60 3 0 l 
Antipsychotic and antidepressant 2 64 2 0 0 


*These Ns represent treatment trials for the 11 patients. 


alone (which included a 22-year-old patient). In a 
larger retrospective chart review at our hospital (4), 
we found a significantly lower mean age for psychotic 
depressives who were given antipsychotics alone com- 
pared with those given other treatment modalities. 
Thus, age seems to be a factor in clinicians' choice of 
treatment, but we can only speculate about the reason 
for this. Since age could be a factor in the response to 
treatment, random assignment to treatments will be 
necessary in future studies. 

It may be that patients in the tricyclic-only group 
were not given adequate doses of drugs, as has been 
suggested by some authors (1). In each case of tri- 
cyclic antidepressant treatment failure, however, the 
dose was raised to the tolerance level, and intolerance 
meant worsening of psychotic symptoms on a higher 
dosage (an average of 150 mg/day for at least 3 weeks). 

It may be noteworthy that all 3 tricyclic non- 
responders had paranoid delusions. Psychotic depres- 
sion may be a heterogeneous entity in terms of treat- 
ment response, and future research should identify the 
specific type of psychotic symptom. This could also 
explain the two different responses to antipsychotics. 
In 2 patients, an antipsychotic alone provided com- 
plete remission of all psychotic and depressive symp- 
toms. In 2 other patients, the illness seemed to have 
two components —psychosis that responded to an anti- 
psychotic alone and a depression that responded only 
when ECT or a tricyclic was added to the antipsychot- 
ic medication. The two complete responders had ei- 
ther paranoid delusions or hallucinations, while the 
two partial responders had somatic or self-Ceprecatory 
delusions (‘‘depressive’’ delusions). This is the same 
trend we observed in our retrospective study (4). Pa- 
tients who were selected to receive antipsychotics 
alone did not have fewer depressive symptoms: mean 
HDRS scores on admission were 29.3 for this group 
and 28.7 for all other groups. 

Our data agree with previous reports that ECT pro- 
vides excellent results in psychotic depression and are 
also consistent with reports that the combination of 
antipsychotic and antidepressant medication is quite 
effective in some cases (4, 8). 

Taken as a whole, these results suggest that several 
effective treatments exist for psychotic depression as 
currently defined by Research Diagnostic Criteria: an- 
tipsychotics alone, antipsychotic-antidepressant com- 
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binations, ECT, ang ECT-antipsychotic combinations. 
The results also suggest that antidepressants alone are 
not effective when paranoid delusions are present. A 
study using a larger sample will be necessary to deter- 
mine whether these results are valid, and a prospective 
study with random assignment and blind ratings is cur- 
rently underway. 
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Effects of Imipramine on Aggression and Dejection in Depressed Children 


BY THOMAS P. PALLMEYER AND THEODORE A. PETTI, M.D. | 


Psychiatrists have prescribed imipramine for many 
types of childhood behavior disorders including enure- 
sis, school refusal, and hyperactivity. Only recently 
has imipramine been used in treating the more elusive 
disorder ‘‘childhood depression” (1). After reviewing 
the literature on definition and assessment of child- 
hood depression (2), we found that most researchers 
consider negative self-concept, dysphoric mood, so- 
cial withdrawal, and behavioral changes necessary for 
this diagnosis. 

We studied two children hospitalized on the chil- 
dren’s psychiatric intensive care service. Both chil- 
dren had a marked increase in aggressive and hostile 
behavior and a corresponding decrease in their ‘‘de- 
pression’’ during imipramine therapy. These children 
were clinically depressed and met the Bellevue Index 
of Depression criteria (2). In the past judgments by 
clinical staff have been notably subjective. Therefore, 
we will present more objectively based data to docu- 
ment this phenomenon and support the reports of in- 
creased aggression with tricyclic antidepressants (3, 
4). 
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Method 


We monitored both children during their hospital- 
ization by the Children’s Behavior Inventory (CBI) 
(S). The professional staff completed this 129-item in- 
ventory twice daily throughout each child's hosrital- 
ization. The CBI scales that measured anger/hos:ility, 
and lethargy/dejection proved particularly interesiing. 

We used additional objective methods in assessing 
the second child. The statf monitored the rate of his 
suicidal statements and the number of aggressive acts, 
which had necessitated placing this child in locked se- 
clusion. 


Case Reports 


Case 1. Tom, a 12-year-old boy, accidentally killzd his 
twin brother 3 weeks before admission. His presenting 
symptomatology included marked self-deprecatory ideation, 
social withdrawal, depressed affect, occasional suicidal 
threats, and some apparent visual and auditory ha ucina- 
tions. As part of a multi-component treatment approach (6), 
he received imipramine. We broke down his CBI daza into 
four phases, namely 2 weeks prior to imipramine trea:ment, 
the first 2 weeks of imipramine treatment, the subsequent 13 
weeks of imipramine treatment, and the 2 weeks fol owing 
the discontinuation of imipramine treatment. The reszl:s are 
as follows: the mean number of lethargy/dejection items 
checked per day across phases were 5.2, 2.4, 2.8, and 0.4, 
respectively. The mean number of anger/hostilit7 items 
checked per day across phases were 0.6, 1.2, 4.0, aad 2.6, 
respectively. Thus, as imipramine reached maximum dosage 
(3.5 mg/kg per day), Tom’s anger and hostility increased sig- 
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nificantly, with a corresponding decline in his lethargy and 
dejection. As we decreased and eventually discontinued the 
imipranine dosage, Tom's anger and hostility began to 
abate. His lethargy and dejection scores continued to decline 
as well. 


Case 2. John, a 6-year-old boy, was adopted in infancy. 
However, the adopting parents rejected him, and John was 
placed unsuccessfully in several foster homes. John's pre- 
senting symptomatology included social withdrawal, irrita- 
bility, frequent tearfulness, extreme feelings of sadness, 
loneliness, and low self-esteem, frequent morbid ideation in- 
cluding suicidal and homicidal threats, and statements re- 
flecting feelings of rejection. He received imipramine (maxi- 
mum dosage was 5 mg/kg per day). We again broke down 
John's data into four phases: 2 weeks prior to imipramine 
treatment, the first 2 weeks of imipramine treatment, the 
subsequent 5 weeks of imipramine treatment, and the 2 
weeks <ollowing the discontinuation of imipramine treat- 
ment. The results of his CBI data, which correspond closely 
to Tom's results were as follows: the mean number of leth- 
argy/dejection items checked per day across phases were 
9.0, 7.8. 7.8, and 4.6 respectively. The:mean number of an- 
ger/hostility items checked per day across phases were 4.4, 
9.0, 8.6, and 6.6, respectively. The number of John’s suicidal 
statements per day across phases were 4.0, 3.5, 1.2, and 0.0, 
respectively. The number of aggressive actions that required 
locked seclusion per day across phases were 0.0, 0.0, 6.4, 
and 2.0, respectively. Thus, again, anger/hostility increased 
when imipramine therapy was initiated and decreased when 
we discontinued the medication. Conversely, lethargy and 
dejection declined during imipramine use and continued to 
decrease afterward. The number of John’s suicidal state- 
ments corresponded to his lethargy/dejection scores, de- 
creasing during imipramine therapy and continuing to de- 
cline after imipramine was discontinued. Similarly the in- 
cidence of John’s aggressive actions that required locked 
seclusion corresponded to his anger/hostility scores. These 
aggressive acts increased dramatically when John began tak- 
ing imipramine but decreased when the medication was dis- 
continued. 


Discussion 


Researchers have demonstrated that imipramine de- 
creases aggressive behavior in man, attenuates aggres- 
sive behavior among animals of the same and different 
species, and counteracts irritability induced by septal 
lesions m rats (7). However, as early as 1963 Tec (3) 
noted that imipramine medication unexpectedly 
caused increased aggressiveness in an already aggres- 
sive 8-year-old boy. Rampling (4) reported four cases 
of adults who became more aggressive in response to 
tricyclic antidepressants, two specifically with imipra- 
mine. Both Tec and Rampling relied on data drawn 
from sel=-reports or the reports of parents and teach- 
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ers. Our objective data support these findings. Since 
our study was retrospective and lacked a control 
group, we could not measure true statistical signifi- 
cance. The findings are clinically significant, however, 
because the professional staff's clinical subjective im- 
pressions were supported by the objective data. 

One possible explanation of these results might be 
that imipramine in some way facilitates the outward 
projection of aggression. Kaplan and associates (8) 
suggest that depressed adults respond to imipramine 
by increased verbal and physical activity and greater 
interaction with the environment, as well as decreased 
depression, hopelessness, and helplessness. This 
could account in part for an increase in anger/hostility 
and aggressiveness and a concomitant decrease in 
lethargy/dejection and other ‘‘inwardly oriented an- 
ger," including suicidal ideation. One could theorize 
that the lethargy/dejection, suicidal ideation, and other 
depressive symptomatology would diminish after the 
individual is able to project this hostility. This theory 
corresponds to the classical theory of melancholia. 

Such a theory might explain the apparent discrepan- 
cy between these results and those of researchers (9, 
10) who have found that imipramine led to decreased 
defiance among hyperactive school age children. It is 
clear that controlled experimentation shculd be done 
to substantiate (or refute) the evidence presented here. 
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Familial Neurotic Symptoms 
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BY JESSE O. CAVENAR, JR., M.D., AND LUCY H. CAUDILL, M.D. 


Psychiatrists interested in psychodynamics have 
long been intrigued by neurotic symptom formation. 
Classic psychoanalytic theory has maintained that 
when an unconscious or repressed conflict of an ag- 
gressive or sexual nature threatens to become con- 
scious, anxiety is mobilized as a signal function that 
leads to a strengthening of ego defenses. The ego then 
deals with the conflict with varying success, ranging 
from assimilation and mastery of the conflict, with few 
discernible sequelae, to failure of resolution, with 
symptom formation as an attempt at compromise. 
Symptoms are viewed as overdetermined com- 
promises that serve the repressive forces and also pro- 
vide substitute gratidication of an unacceptable in- 
stinctual wish. 

Freud (1) implied that it was extremely difficult to 
diferentiate the roles of constitutional factors and of 
early life experiences in the genesis of neurotic symp- 
toms. Abraham (2) took the more extreme view that 
“traumas are not the causes of iliness, but merely de- 
termine its symptoms.’’ Oberndorf (3) believed intra- 
psychic factors, individual susceptibility, and the un- 
conscious mental equipment of the patient were of 
paramount importance in the etiology of neurotic 
symptoms. 

Since these early psychoanalytic writings, both psy- 
choanalysts and biological psychiatrists have attempt- 
ed to understand the constitutional factors that Freud 
noted, the individual susceptibility suggested by 
Oberndorf, and, following Abraham’s suggestion, the 
cause of neurotic illness if it is not trauma. Psycho- 
analytic investigations have centered primarily on 
disharmonies between libidinal and ego development 
as the individual, internal, or constitutional factor. If 
the drives have failed to mature because of conflict, 
fixation, or regression, the ego may reach a higher lev- 
el of development and block the discharge of early li- 
b:dinal strivings, leading to neurotic symptoms. Con- 
versely, symptoms may arise if the libidinal drives de- 
velop too rapidly relative to the ego; the ego is then 
incapable of handling the drives by binding or redis- 
tributing their energy in an orderly manner. 

Biological psychiatrists have searched for genetic 
factors that might cause individual or constitutional 
predisposition to neurotic illness. Brown (4) studied 
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the hereditary component in anxiety, hysterical, and 
obsessional neuroses. His data showed significantly 
more neuroses among parents and siblings of neurotic 
probands than relatives of control subjects; the overall 
percentage of relatives with the same neurosis was 


15%. Slater (5) found that 5096-5596 of a sample of : 


2,000 neurotic soldiers in World War II had a family 
history of neurosis. He concluded that neurotic pre- 
dispositions were largely responsible for the develop- 
ment of neurotic symptoms in stressed individuals. 
Slater suggested that this "constitutional tendency 
toward neurosis resulted at least in part from genetic 
factors. Young and associates (6) gave psychological 
tests to 17 monozygotic and 15 dizygotic pairs of male 
twins who were medically and psychiatrically normal. 
They interpreted their results as suggesting genetic 
components in anxiety, hysterical personality traits, 
and neuroticism. Gottesman (7) studied 68 pairs of 
normal twins, half monozygotic and half dizygotiz, to 
clarify genetic and environmental components in the 
etiology of neurosis. He concluded that the magnitude of 
the genetic component was high for anxiety but low for 
conversion hysteria and hypochondriasis. Pollin and 
associates (8) reported on psychopathology in 15,909 


pairs of twins and concluded that there was a relative 


absence of a genetic factor in neurosis. Noyes and as- 
sociates (9), in a familv history study of 112 subjects 
with anxiety neuroses and 110 surgical patients who 
served as controls, showed. that the ‘‘morbidity risk 
for anxiety neurosis among first-degree relatives of 
neurotics was 18% compared to 3% among control rel- 
atives." The authors did not suggest a genetic basis for 
this finding. The results of these studies are not sur- 
prising; clinicians have long recognized that neurotic 
persons tend to produce neurotic children. One does 
not need to suggest or hypothesize genetic or heredi- 
tary factors to explain such findings: a child may well 
become neurotic via identification with neurotic par- 
ents and with their attitudes, conflicts, and nevrotic 
patterns. 

Our purpose is to report what we think is a pre- 
viously undescribed clinical finding regarding the chil- 
dren of neurotic parents. We have seen four children 
with a parent who had had a symptomatic childhood 
neurosis that was repressed or cleared without ireat- 
ment. The same symptom the parent had experienced 
then emerged in his or her own child. The child had no 
knowledge of the parent's symptom. For purposes of 
brevity, in the following case vignettes we report only 
those aspects of the cases relevant to our thesis. 


Case Vignettes 


Case 1. A 5-year-old girl was seen for evaluation because 
of the sudden onset of symptoms that included a sleep distur- 
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bance and a morbid fear that someone would break into the 
house, particularly her room. She had started putting a piece 
of string across the doorway to her room and attaching a bell 
and various other noise-making objects to the string. 

T^he mother remembered having had a marked sleep dis- 
turbance at age 10; she was concerned that someone would 
break into her room, and she would remain awake until 
daylight, when she could easily fall asleep. Finally, she had 
arrived at the solution of tying a string with bells attached to 
it across the doorway. The mother's fear and sleep distur- 
bance had lasted for about 18 months. The mother had never 
mentioned these symptoms to anyone and was certain that 
her daughter had no knowledge of them. 


Case 2. A 9-year-old boy had been fascinated for several ` 


years with television and newspaper accounts of robbers. He 
had on several occasions dreamed of robbers breaking into 
his home. At times, when his parents awakened him he 


would panic, thinking that robbers were in his room. Finally, - 


he became concerned that robbers would break into the 
home during the family's absence. He began to arrange ob- 
jects in his room in a particular pattern so that he could im- 
mediately tell if robbers had been there during his absence. 

The father recalled clearly having done exactly the same 
thing as a boy. He found it incredible that his son was doing 
this; he had never mentioned to anyone his own childhood 
‘symptoms. 


Case 3. A 7-year-old boy was evaluated because he was 
failing the second grade in school. He had failed and repeat- 
ed the first grade. Psychological testing revealed a neurotic 
profile but above average intelligence. He had no dyslexia, 
auditory, or visual problems. The father revealed that he had 
failed both the second and third grades and had subsequently 
obtained a college degree. He did not know why he had 
failed or what the difficulty might have been. He was certain 
that his son had no knowledge of his own academic diffi- 
culties. 


Case 4. An 11-year-old girl was referred to a child guid- 
ance clinic for evaluation after she was arrested for shop- 
{ifting. This was the first time that the girl had had legal diffi- 
culty or required psychiatric attention. 

During an evaluation session with the parents, the girl’s 
mother suddenly burst into tears and made a “‘confession,”’ 
of which the husband had been unaware. She revealed that 
she had been arrested for shoplifting when she was 12 years 
old. She had never been in any other difficulty and appeared 
to be a reasonably well-adjusted individual. Her shoplifting 
had brought shame to the family and therefore it had never 
been mentioned. She was certain that her daughter had no 
knowledge of the incident. 
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Discussion 


It is intriguing to see a repetition of identical, or 
nearly identical, symptoms in the child of a neurotic 
parent. In each of these cases, the parents had not told 
anyone of their symptoms as a child because of their 
embarrassment about the symptom. We inquired spe- 
cifically whether our patients might have heard from a 
grandparent or other family member about their par- 
ents' previous symptoms and found no evidence of 
this in any of these cases. 

It is not known why an individual manifests a partic- 
ular neurotic symptom. We believe on the basis of our 
experiences that there is an unconscious communica- 
tion between parent and child in regard to the chosen 
symptom. Cavenar and Butts (10) previously reported 
such unconscious communication influencing the 
dreams of a father and son. We suggest that the same 
phenomenon occurs in children who develop the same 
neurotic symptom that a parent experienced in the 
past. We do not believe that our cases in any way in- 
dicate a hereditary or genetic basis for neurotic symp- 
toms. 
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Xerostomia and Sialorrhea in Depression 
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BY ROY J. MATHEW, M.D., D.P.M., M.R.C.PSYCH., MAXINE WEINMAN, DR.P.H., 


AND JAMES L. CLAGHORN, M.D. 


Xerostomia (dry mouth) is often associated with de- 
pressive disorder. This symptom has been described 
as characteristic of depression (1) and as a side effect 
of antidepressants (2). In addition to its theoretic im- 
portance, the rate of salivary secretion has several 
clinical implications. The presence or absence of xe- 
rostomia influences the prescribing physician’s adjust- 
ment of the antidepressant dosage. Dental caries, 
parotitis, and moniliasis have been reported as compli- 
cations of dry mouth (3), and it has been suggested that 
saliva level determinations can be substituted for 
. plasma levels of certain psychotropic drugs (4). 

Although decreased salivary secretion associated 
with depression has been reported often, there is still 
much uncertainty about the precise relationship be- 
tween the degree of depression and associated symp- 
toms such as anxiety and salivary flow (1). 


Method 


We inquired about the presence of dry mouth or ex- 
cessive salivation in a group of 51 physically healthy 
nonpsychotic depressed patients and in a normal con- 
trol group matched for age and sex. Informed consent 
was obtained. All participants were drug-free for a 
minimum of 2 weeks before the study. A 0-7 point 
symptom severity scale was used, and subjects were 
given the Beck Depression Inventory (BDI) and State- 
Trait Anxiety Inventory (STAT) to quantify degrees of 
depression. 

The BDI is highly correlated with clinical ratings of 
depression (5). The STAI (6) is composed of separate 
self-report scales that measure two distinct types of 
anxiety, state and trait anxiety. State anxiety is con- 
ceptualized as a transitory emotional state or condition 
characterized by subjective, consciously perceived 
ieelings of apprehension and tension and heightened 
autonomic nervous system activity. Trait anxiety re- 
iers to relatively stable individual differences in anx- 
jety proneness, i.e., the tendency to respond to situa- 
tions perceived as threatening with increased state 
anxiety. Questionnaires were also administered to 
evaluate the subjects’ use of alcohol, coffee, tea, ciga- 
rettes, and chewing gum, substances that can produce 
autonomic symptoms and that are associated with psy- 
chiatric illnesses. 
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TABLE 1 MP 
Pearson Product-Moment Correlations Between Salivation, D=res- 


sion, Anxiety, and Use of Chewing Gum in 51 Depressed Parisnts 


-and Controls 


State Trait Gam 
Variable Depression Anxiety Anxiety Ch=ving 
Xerostomia {d2 .14 eS =o 
Sialorrhea .24^ -387 .364 aek 
Gum chewing .05 .03 :22* 
ape 0t. 
hp«.05. 
ep.06. 
Results 


The mean age for both of the groups was 29.6 vears 
(SD=8.5). There were 35 women and 16 men ir each 
group. The index and control groups showed szmifi- 
cant differences in degrees of depression (meag— SD 
for patients and controls=16.50+6.49 and 1.56—2.16, 
respectively, t=15.59, p«.00001), state amxiety 
(63.86+10.08 versus 31.76+9.41, t=16.62, p« X01), 
and trait anxiety (61.94+9.59 versus 32.60—,.98, 
t—16.78, p<.0001). A chi-square test of the assoctetion 
between the two groups and the degrees of dry mouth 
and of excessive salivation showed highly sign izant 
differences (x?—31.69, p<.0001, and Jx?—z0.61, 
p<.004, respectively). The correlations between de- 


pression, state anxiety, trait anxiety, use of crewing 


gum, and severity of xerostomia and sialorrhez are 
shown in table 1. Of the various substances sndied, 
only chewing gum had an effect on salivation. 

The relationship between dry mouth and the rating 
scale scores was analyzed by step-wise multizl2 re- 
gression procedures. Trait anxiety was the ony pre- 
dictor of dry mouth (F=6.03, df=1, 49, p<.0£. The 
multiple regression procedure for excessive salrvation 
indicated that only state anxiety was a good predictor 
(F=8.22, df=1, 49, p<.004). The effect of gum zhew- 
ing on the relationships between dry mouth ard trait 
anxiety and between excessive salivation and state 
anxiety was examined by analysis of covariance. t did 
not affect the relationships between the STAI rating 
scale scores and the two symptoms; it was a fector in 
itself, capable of influencing both symptoms indepen- 
dently. 


Discussion 


Both dry mouth and, less frequently, excessive sali- 
vation are seen in depressed persons who are not re- 
ceiving medication. Dry mouth is largely a function o£ 
trait anxiety, while sialorrhea is affected by stai= anx- 
iety. Depression seems to have little, if any, effect on 
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the catse of these symptoms. This result explains 
Leow's findings (7) that not all depressions are associ- 
ated with decreased salivation and that anxious, agi- 
tated depressed patients tend to have lower salivary 
secreticn than apathetic depressed patients. 

gum chewing influenced both dry mouth and exces- 
sive salivation. Gum chewing increases salivary flow 
(8), and it may have been associated with dry mouth in 
this study because subjects used gum when they began 
to develop this symptom. The association between ex- 
cessive salivation and gum chewing indicates that 
some of these patients were habitual gum chewers who 
increased their use of gum when they began to be de- 
pressed. even though they did not experience dry 
mouth. A relationship was found between trait anxiety 
and gum chewing, although it did not reach statistical 
significance (r=22, p<.06). These findings support the 
clinical observation that people who habitually chew 
gum tend to increase this habit when they are anxious. 
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Lithium Transport in Erythrocytes from a Pair of Twins with Manic Disorder 


BY BARBARA E. EHRLICH, PH.D., JARED M. DIAMOND, PH.D., WALTER KAYE, M.D., 
EDWARD M. ORNITZ, M.D., AND LAWRENCE GOSENFELD, D.O. 


Lithium-treated patients show wide variations in the 
erythrocyte to plasma Li* concentration ratio. The 
basis of these variations 1s of much interest because of 
current debate over whether this ratio correlates with 
response to Li* treatment in manic-depressive illness, 
swith patient compliance to medication regimens, and/ 
or with clinical diagnosis (see, for example, references 
1, 2). 

From studies on Li* transport across the RBC mem- 
brane, it is clear that variations in the Li* ratio are due 
mainly tc differences in the rate of Li* efflux from the 
cell via the Na*-Li* countertransport mechanism (3, 
4). Some genetic control of the Li* efflux rate is in- 
dicated Ey the report of a familial defect in Nat-Lit 
countertransport in which one of the affected individ- 
uals was manic-depressive (5). However, there is also 
evidence for some nongenetic control of the Li* efflux 
rate flux measurements in RBC of the same individual 
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before and after initiation of Li* therapy show that Li* 
efflux (measured in vitro) via the. countertransport 
mechanism is decreased by Li* therapy itself (6, 7). 
We report a different type of evidence, based on a 
study of two twins, for both genetic and nongenetic 
(Li*-induced) control of countertransport efflux. 


Procedure and Results 


The Li* ratio was measured in a pair of male mono- 
zygotic twins, both of whom were diagnosed as having 
manic disorder by Research Diagnostic Criteria. When 
both twins were taking Li *, values for the Li* ratio 
were closer in the twins (.39+.05 versus .42; 
mean+SD for one twin, a single measurement for the 
other twin) than expected from random pairs of Li*- 
treated individuals (range, .20-.96) (5, 8). Under in 
vivo conditions, the Li* ratio is set mainly by the bal- 
ance between Li* leak into the RBC and Li* efflux via 
countertransport. Among individuals, variation in the 
rate of Lit leak is negligible, while the rate of counter- 
transport varies nearly fivefold (3, 4). Thus, the close- 
ness of the Lit ratios measured in the twins suggests 
that their countertransport rates are also similar and 
that there is genetic control of the Lit efflux rate. 

We subsequently measured Li* transport in vitro in 
RBC samples from the twins taken one month after 
one brother had stopped Li* treatment, while the other 
brother had been taking lithium carbonate (2100 mg/ 
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day) for 2.5 years. Efflux via the Na*-Li* counter- 
transport mechanism in the brother who was not tak- 
ing Li* was comparable to maximal values measured 
in our laboratory for normal individuals not on Li* 
therapy (efflux from cells loaded in vitro with 1.5 mmol 
Li* was 0.28 mmol per liter of RBC per hour). This 
countertransport fraction of efflux was 1926 lower in 
the Lit-treated brother. A decrease of this magnitude 
is significant for two reasons: 1) countertransport ef- 
flux shows little variation over time when measured in 
vitro in RBC from the same healthy individual (coeffi- 
cient of variation is approximately 496 according to 
reference 7 and our unpublished observations), and 2) 
no other differences in transport parameters were de- 
tected between the RBC samples of the twins. In par- 
ticular, we measured Li* leak influx and efflux, bi- 
carbonate-stimulated Li* influx, and intracellular Na* 
concentrations in both twins. These values were with- 
in 426 of control values determined in our laboratory 
(3). Although it was impossible to measure Li* trans- 
port in RBC samples from both twins when they were 
not treated with Li*, the difference in countertransport 


efflux between the treated and untreated twins sug- 


gests that the presence or absence of Li* therapy af- 
ects Li* efflux rates. 


Discussion 


Our results show that the maximum rate of Li* ef- 
flux depends on at least two factors: 1) the maximum 
rate of Na*-Li* countertransport, which probably is 
under genetic control (5), and 2) Li* treatment. The 
degree of Li*-induced decrease in countertransport 
varies among individuals and can be as large as 5096 (6, 
7). These studies (6, 7) show that this decrease in 
countertransport develops about 3-5 days after initia- 
tion of Li* therapy. 

As Li* efflux is reduced, both the intracellular Li* 
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concentration and the Li* ratio increase. The relazion- 


‘ship of Li*-induced changes in intracellular Lit con- 


centration to therapeutic response remains unclear. 
However, the Li*-induced change in Li* distribution 
may be just one of several effects of Li* therapy on 
transport mechanisms. For example, decreases in cho- 
line transport and increases in RBC choline also have 
been reported (9, 10). 


REFERENCES 


1. Rybakowski J, Frazer A, Mendels J, et al: Erythrocyte accumu- 
lation of the lithium ion in control subjects and patients with 
primary affective disorder. Commun Psychopharm 2:93-104, 
1978 

2. Knorring L, Oreland L, Perris C, et al: Evaluation of the lithium 
RBC/plasma ratio as a predictor of the prophylactic efect of 
lithium treatment in affective disorders. Pharmakopsychiatrie 
9:81-84, 1976 

3. Ehrlich BE, Diamond JM: Lithium fluxes in human e-ythro- 
cytes. Am J Physiol (in press) 

4. Duhm J, Becker B: Studies on the lithium transport acress the 
red cell membrane: IV. Interindividual variations in the Na*- 
dependent Li* countertransport system of human erythrecytes. 
Pfluegers Arch 370:211-219, 1977 

5. Ostrow DG, Pandey GN, Davis JM, et al: A heritable d sorder 
of lithium transport in erythrocytes of a subpopulation of manic- 
depressive patients. Am J Psychiatry 135:1070-1078, 1978 

6. Ehrlich B, Diamond JM, Clausen C, et al: The red cel. mem- 
brane as a model for studying lithium's therapeutic acrion, in 
Proceedings of the First International Lithium Conference, 
New York, Excerpta Medica 

7. Meltzer H, Rossoff CF, Kassir S, et al: Repression of a !itaium 
pump as a consequence of lithium ingestion by manic-depres- 
sive subjects. Psychopharm 54:113-118, 1977 

8. Dorus E, Pandey GN, Davis J: Genetic determinant of lithium 
ion distribution. Arch Gen Psychiatry 32:1097-1102, 1975 

9, Lingsch C, Martin K: An irreversible effect of lithium adminis- 
tration to patients. Br J Pharmacol 57:323-325, 1976 

10. Jope RS, Jenden DI, Ehrlich BE, et al: Choline accumu.ated in 
erythrocytes during lithium therapy. N Engl J Med &£33:299, 
1978 


Arı J Psychiatry 136:11, November 1979 


LETTERS TO THE EDITOR 





This section contains reactions to Journal articles, statements of opinion, comments on Association activities, 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes all decisions 
regarding publication. Letters must be typed double spaced throughout and should not contain more than 500 
words and 5 pertinent references. Criticisms of published articles will automatically be sent to the author(s) for 
response. Letters will be edited for clarity and conformance with Journal style. We regard that we cannot inform 
wriiers of the disposition of letters to return those which are not printed. 


Comment on a Failure to Replicate 


XR: Most studies on MAO activity in platelets obtained: 


from healthy control subjects and chronic schizophrenic pa- 
tien:s have shown that enzyme activity is lower in the patient 
group. The reason for this observation is as yet unknown. In 
1978 we reported that the MAO activity of platelets from 
heakhy control subjects with high MAO activity is decreased 
after these particles are mixed with platelet-free plasma from 
chrcnic schizophrenic patients who showed low platelet 
MAO activity (1). 

C David Wise, Ph.D., and associates reported in the last 
issue of the Journal that they did not observe this decrease 
(*An Endogenous Inhibitor of Platelet MAO Activity in 
Chronic Schizophrenia: Failure to Replicate,” October 1979 
issue). Their average V mar values for dopamine and tyramine 
were statistically the same for both groups. In another study 
Yu and Boulton (2) observed an increase in MAO activity 
after mixing. 

It is difficult to understand why Dr. Wise and associates 
were unable to duplicate our results. We do not believe that 
our use of the Lineweaver-Burk plot or our open procedure 
is responsible for this discrepancy.-Reexamination of the 
data by linear regression done by computer produced the 
same findings, and a recent blind evaluation of new samples 
eonfirmed our earlier results. We think that the observed dis- 
crepancies probably result from two factors: the selection of 
patients and controls and the mixing procedures used. 

First, we used in our study platelets from control subjects 
who had normal MAO activity and plasma from chronic pa- 
tients who had very low MAO activity (1). We recently 
found that not all ‘‘control’’ platelets have equally depressed 
enzyme activity; platelets from some healthy control sub- 
jects show little MAO inhibition, whereas platelets from oth- 
er centro] subjects show marked MAO inhibition by the 
same ‘‘schizophrenic’’ plasma (unpublished observations). 
Dr. V/ise and associates did not report MAO values for their 
patients, nor did they show individual MAO values after 
mixirg. However, they kindly sent us their individual dopa- 
mine values. In two cases MAO activities of the control sub- 
jects were low, and no inhibition would be expected. In the 
three remaining cases, they found one instance where inhibi- 
tion vas observed after mixing. In the paper by Yu and Boul- 
ton no patient description is given; if strict diagnostic criteria 
for chronic schizophrenia were not used, then perhaps only 
10% of their sample may have had low MAO activity. We 
have ound significant inhibitory activity in the plasma of ap- 
proximatelv half of patients with low MAO activity. Thus 
it may not be surprising that Yu and Boulton found no 
inhibition. 


Second, the method used seems critical. Since Dr. Wise 
and associates stated that they used our procedure, method- 
ology cannot explain the difference between their results and 
ours. However, methodology may explain the discrepancy 
between the Yu and Boulton study and our findmgs. Yu and 
Boulton seem to have used a different procedure, incubating 
platelets with small amounts of plasma from both control 
subjects and schizophrenic patients and determining MAO 
activity of the mixture. In our procedure platelets are mixed 
with the plasma and then separated, washed, ard subjected 
to MAO determination. 

Thus in three studies platelet MAO activity has been re- 
ported to be unaffected, decreased, or increased after ex- 
posure to ''schizophrenic" plasma. The reason for these dis- 
crepant findings is unknown, but they seem ta show that 
MAO inhibition depends on individual and procedural pa- 
rameters that are not yet known. More work is necessary to 
explore and clarify these observations. 
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Lithium in Schizophrenia 


Sin: We are troubled by the misleading title, atstract, and 
discussion in ‘‘Antipsychotic Effects of Lithium in Schizo- 
phrenia" by Paul E. Alexander, M.D., and associates 
(March 1979 issue). Sixty-two percent of their patient sample 
(8/13) and 7196 of the lithium responders (5/7) were diag- 
nosed ‘‘schizo-affective’’ by Research Diagnostic Criteria. 
Surprisingly, these patients were then considered to have 
schizophrenia, and from this it was concluded that schizo- 
phrenia is lithium-responsive. Whatever schizo-affective ill- 
ness is, there is little research justification for considering it 
synonymous with schizophrenia. Much evidence suggests 
that it is not (1), an opinion recognized in the most recent 
draft version of DSM-III. 

Lithium is known to be effective in manic-depressive and 
schizo-affective illnesses (2). It appears to be as effective as 
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chlorpromazine in treating mildly active excited schizo-af- 
fective conditions (3). The Alexander and associates study 
offers no evidence that lithium is effective in rigorously de- 
fined schizophrenic illness. 
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Sig: Careful examination of the study by Dr. Alexan- 
der and associates reveals that 5 of the 7 lithium-responsive 
subiects were diagnosed as schizo-affective on at least one of 
the two sets of diagnostic criteria used. To label these sub- 
jects as lithium-responsive schizophrenics is a major flaw. 
Winokur (1) has suggested, on the basis of genetic data, that 
schizo-affective disorders are a subtype of affective dis- 


orders and not a subtype of schizophrenia. This conceptual- . 


ization is being used in DSM-III. If schizo-affective disorder 
is truly a subtype of affective disorders, then the lithium re- 
sponsiveness of these subjects is not surprising. 
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Dr. Alexander and Associates Reply 


Sir: Both letters concerning our paper raise an important 
issue regarding the diagnosis of schizophrenia and schizo- 
affective illness. For many years arguments have been ad- 
vanced that schizo-affective disorder is an affective illness, a 
schizophrenic illness, a combination of both, or a separate 
diagnostic entity. 

Our patients had schizophrenic symptoms; patients with 
major affective symptoms were screened out. Our diagnosis 
of schizo-affective disorder was based on the 1975 Research 
Diagnostic Criteria (RDC) (1); patients had been observed 
over a 6-month hospitalization and there was extensive chart 
evaluation and history-taking before this diagnosis was 
made. The 1975 RDC for schizo-affective disorder require a 
diagnosis of schizophrenia which overlaps temporally and to 
some degree with the occurrence of affective symptoms last- 
ing ‘‘at least one week (or any duration if hospitalized)."' 
There were two patients with schizophrenia according to 
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RDC who responded. Our schizo-affective disorder patients 
are vastly different from the hundreds of affective discrcer 
patients hospitalized at the National Institutes of Health 
over many years. At the time of the study all patients had 
schizophrenic thought disorder, nonaffective auditory Fallu- 
cinations, and delusions (paranoid, bizarre, or unsystema- 
tized). Only one of the seven responders was schizo-af- 
fective by the DSM-II consensus diagnosis of three psychia- 
trists. It should be noted that none of the patients became 
psychosis-free. We do not claim that the modest changes 
seen in these patients were comparable to optimum response 
to antipsychotic agents or to the responses of manic or de- 
pressed patients (2). 

If one believes that there are only two diagnostic cate- 
gories—schizophrenia and affective disorder—ther the 
schizo-affective disorder diagnosis is not useful. However, 
no biologic validation of either diagnosis has been found. 
Among manic patients, 80% respond to lithium and 20% do 
not. Should we consider these 20% schizophrenic? In 3chiz- 
ophrenia, if we use clinical phenomena and course as diag- 
nostic criteria, should the diagnosis change because cf re- 
sponse to drugs like lithium? Including drug response in di- 
agnostic criteria is, however, worth serious consideration. 

It is interesting to note that since we made our diagnoses, 
the new RDC (3) and the DSM-III draft have re-estatlished 
the depressive syndrome in residual schizophrenia and elimi- 
nated it from the schizo-affective disorders. 
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Increasing Questicnnaire Responses 


Sir: Mailed questionnaire studies traditionally have poor 
response rates. Return rates of 4096-5096 are considered av- 
erage for such studies (1), but lower return rates are not un- 
common (2). A return rate of slightly over 85% was achieved 
in a recent questionnaire study (funded by Boys Town Cen- 
ter for Youth Development at Stanford University) that 
asked about sexual and affectional practices in upper middle 
class families in and around Palo Alto with children aged 4- 
10. Although individuals of this socioeconomic status are of- 
ten willing to participate in research, we suspect that other 
factors in our technique may have contributed to the high 
return rate. 
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The parents were initially telephoned by a research assist- 
ant who introduced herself, identified the principal investiga- 
tor, described the project's organizational affiliation, and ex- 
plained how the parent's name had been obtained. A brief 
description of the study and questionnaire was given, and 
the subjects were assured of anonymity. The parents could 
then ask questions or express hesitations they might have 
about participation in the project. Parents who continued to 
express misgivings were told a questionnaire could be sent 
to them for their perusal before they decided whether to 
participate. 

Of 228 families contacted, 222 agreed to receive the ques- 
tionnaire. The initial phone call prepared parents for the 
questionnaire and no questionnaire arrived unexpected, as is 
often the case in mailed questionnaire studies. 

The questionnaire, a cover letter, a consent form, and a 
dollar bil! were sent along with a postage-paid return enve- 
lope. The dollar may have encouraged participation for com- 
plex motivational reasons, including the fact that it was a 
token of the researchers' appreciation. Only a few parents 
returned the dollar. 

Parents were asked to enclose a card when they returned 
the questionnaire if they wished to receive feedback. This 
probably contributed to the high return rate because it in- 
dicated respect and offered parents potentially interesting 
material in return for their time and effort. 

Of the 222 families who received the questionnaire, 19] 
returned it completed and 11 returned it blank. Of those fam- 
ilies who completed the form, 61% expressed an interest in 
participating in follow-up studies, and an even larger per- 
centage were interested in receiving feedback. 

We would like to see this technique tried in other ques- 
tionnaire studies to determine whether similarly high return 
rates would be achieved, particularly in groups of different 
socioeconomic status. 
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Dehumanizing Descriptors? 


Sir: Critics of psychiatric diagnosis often refer to the de- 
humanizing effect of using a diagnostic label as a descriptor 
for a person (e.g., “a schizophrenic”) or as an adjective to 
modify the word ‘‘patient’’ (e.g., ‘an obsessive compulsive 
patient’’). This practice carries the unintentional implication 
that the diagnostic term completely characterizes the indi- 
vidual and that all patients with that diagnosis are the same. 
The proper use of diagnostic terms is to characterize a condi- 
tion that an individual might have. Thus, a patient may be 
said to have schizophrenia or an obsessive compulsive dis- 
order, which preserves the individuality of the patient by 
avoiding any implication that he or she is fully described by 
these diagnostic terms. 


LETTERS TO THE EDITOR 


In editing the text and criteria for D9M-III we decided to 
limit the use of diagnostic terms to characterize conditions 
that individuals have rather than the individuals themselves. 
In so doing, we found it necessary to use a few more words 
in some cases, but we felt this was a small price to pay for a 
chance to avoid contributing to the stigmatization of individ- 
uals with mental disorders. 

As one example in the Journal, consider the article ‘‘Dis- 
criminating Features of Borderline Patients" by John G. 
Gunderson, M.D., and Jonathan E. Kolb, M.D. (July 1978 
issue), in which one finds the sentence, *' Borderline patients 
were compared with schizophrenic patients, neurotic de- 
pressed patients ....’’ The issues raised by Drs. Gunderson 
and Kolb would have been clarified if they hac avoided the 
phrase ''borderline patient" and instead had specified 
whether they were referring to patients with borderline per- 
sonality disorder (a diagnostic category) or to patients with 
certain *'*borderline"' features. We also note that the Journal 
has an entry in the 1978 annual index for articles about ‘‘bor- 
derline patients.” 

What to do? We suggest that the Journal's Editorial Board 
consider a policy of avoiding the use of a diagnostic term as a 
descriptor for a person or as an adjective modifying the word 
"patient." It is not inconceivable that such a policy might 
become established practice throughout the field. 


ROBERT L. SPITZER, M.D. 
JANET B.W. WILLIAMS 
New York, N.Y. 


Editor's Note. We are thoroughly in accord with the writers' 
wish to avoid stigmatizing patients through the thoughtless 
use of language and agree wholeheartedly with their caveat 
against the careless transformation of adjectives like ''schizo- 
phrenic” into demeaning pseudo-nouns. We do not, how- 
ever, share their concern over the purely descriptive use of 
clinical adjectives. Certainly, to speak of an "'intelligent 
woman” or a "sensitive man" does not delimit the entire 
repertoire of their charms. Nor do such phrases as ''schizo- 
phrenic patient," ‘‘obsessional patient," or “‘phooic patient" 
imply that the persons so described are devoid of other 
attributes. We fail to see how the grammatically proper use 
of such adjectives casts odium— but welcome opinions from 
readers of every description. 


Neurotoxicity at Therapeutic Lithium Levels 


Sir: We read with interest ‘‘Paradoxical Lithium Neuro- 
toxicity: A Report of Five Cases and a Hypothesis About 
Risk for Neurotoxicity” by A. Preston West, M.D., and 
Herbert Y. Meltzer, M.D. (July 1979 issue). We have recent- 
ly observed a patient with similar findings. 

The patient, a 33-year-old woman, was admitted with an 
acute psychosis that had hypomanic and paranoid features. 
She had a history of three depressive episodes: the first, a 
postpartum depression 4 years previously; the second, ap- 
proximately 2 years before admission; and the third, about 
15 months previously. She had definite vegetative signs, in- 
cluding early morning awakening, anorexia, weight loss, and 
constipation. She also had a history of a moderate cycling of 
mood, with depression, withdrawal, and hypersomnia in the 
winter and expansiveness, talkativeness, and decreased 
need for sleep in the spring. There was a family history sug- 
gestive of affective illness in the patient's mother, brother 
(who was lithium-responsive), and a maternal cousin. 
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The patient was hospitalized after the progressive devel- 
opment of hyperactivity, religiosity, paranoia, and the ter- 
rifying fear that others were trying to embarrass and harm 
her. On admission, she appeared mildly depressed but 
claimed to be ‘‘high.’’ Her speech was very circumstantial 
and nonstop but not pressured. Her thoughts were marked 
by paranoid delusions without hallucinations. She was alert, 
fully oriented, and exhibited no deficits on formal cognitive 
examination. On the second hospital day, her associations 
were loose, and she was grandiose and more paranoid. Her 
mood was expansive and elated, and her motor activity in- 
creased, She was started on lithium carbonate, 300 mg q.i.d., 
and had a serum lithium level of 1.2 mEq/liter 3 days later. She 
was still quite paranoid, although her expansiveness and mo- 
tor activity had decreased significantly. Her lithium carbon- 
ate dosage was decreased to 300 mg t.i.d., and a serum lith- 
ium level 2 days later (hospital day 7) was 1.1 mEg/liter. At 
this time, she was found to be disoriented, with marked re- 
cent memory deficits and noticeable impairment on formal 
cognitive testing. Her paranoia was unchanged. Lithium car- 
bonate was discontinued and trifluoperazine, 10 mg h.s., was 
started. Her sensorium cleared within 36 hours. Formal neu- 
ropsychological testing done 48 hours after the lithium was 
discontinued was within normal limits. An EEG the follow- 
ing week was also normal. 

Our patient is similar in many ways to those reported by 
Drs. West and Meltzer. An acute organic brain syndrome 
developing after initiation of lithium carbonate therapy and 
resolving rapidly after lithium discontinuation is suggestive 
of lithium neurotoxicity (at therapeutic serum lithium lev- 
els). We believe our patient falls within the broad range of 
schizo-affective disorder, as did four of the five cases report- 
ed by Drs. West and Meltzer. Furthermore, our patient's ini- 
tial hypomanic presentation was marked by terrifying fear 
and paranoia. Thus, our patient's case lends confirmation to 
the observation that acute manic states with prominent psy- 
chotic symptoms and anxiety may be associated with an in- 
creased vulnerability to lithium neurotoxicity. 


DwiGHT L. Evans, M.D. 
BENNET W. GARNER, M.D. 
i Chapel Hill, N.C. 


The Cost-Benefit Ratio in Psychoanalysis 


Sır: ' A Psychoanalyst Reports at Mid-Career’’ by John 
E. Gedo, M.D. (May 1979 issue) raised several issues. Dr. 
Gedo said he has treated a total of 36 people during his 20- 
year career. The term ‘‘people’’ suggests he treats individ- 
uals with characterologic problems or problems in living 
rather than medical patients with medical disorders. Is this 
cost-effective? To spend 12 years in training in order to treat 
36 patients over a period of 20 years seems unwise. Is medi- 
cal training, which is so lengthy, arduous, and costly, rele- 
vant to this kind of elitism? 

Dr. Gedo stated that inexperienced analysts may obtain 
unsatisfactory results, and a negative attitude toward psy- 
choanalysis can then arise from the consideration in out- 
come studies of therapy administered by such inexperienced 
analysts. How is it that graduate analysts who have com- 
pleted a lengthy training program are inadequately prepared 
to practice their profession? Or does the author mean that 
more experienced therapists tend to obtain better therapeu- 
tic results? 

There is also the issue of third-party reimbursement for 
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psychoanalysis. I think the consensus among profess onals 
is that analysis should not be included in medical reimburse- 
ment programs because a tiny percentage of patients can 
elect to utilize a disproportionate amount of resources. One 
could assert that patients who require cardiac surgery or re- 
nal dialysis require similarly disproportionate amouats of 
precious health care resources, but such individuals Lave 
life-threatening medical diseases. I think the onus is o1 psy- 
choanalysts to demonstrate that this is the case witk their 
patients. If analysis is a reeducation of people whc have 
faulty patterns in living, relating, and coping rathe- than 
medical therapy per se, then it seems ineligible for reim- 
bursement under any medical insurance program. Perhaps 
such ‘‘reeducation’’ should be administered by lay tbera- 
pists, e.g., educators, social workers, and others without 
medical training. 

Finally, Dr. Gedo's patients spend years and thousends of 
dollars for treatment. What happens when a patient fails to 
benefit, especially when the analyst later determines— 
through his own growing ability as a maturing, experieaced 
therapist—that his efforts were unwisely spent, his »atient 
selection was poor, or his treatment techniques were in- 
appropriate? There is a medical dictum that therapy which 
proves ineffective should be discontinued and anothe- mode 
of therapy administered. However, in the case of psycho- 
analysis it seems that an assessment of progress ard out- 
come can take years and thus may not identifv patierts who 
are not obtaining optimum results from therapy. 

Many thanks to Dr. Gedo for an interesting and well-writ- 
ten article and for his candor in evaluating his career and 
sharing that evaluation with his colleagues. 


JONATHAN G. SOLOMON, M.D. 
Hampton_ Va. 


Dr. Gedo Replies 


Sır: Dr. Solomon implies that the professional act vities I 
described in my report were not ‘‘cost effective." E is un- 
clear whether he means that I was foolish to invest in psychi- 
atric training or that those who used my services did not gez 
their money's worth. In either case, I can assure Him that 
everyone involved has been satisfied with the arrangements. 

I have based my psychoanalytic development on scientific 
and medical roots, but I certainly believe that it is pos sible to 
become an effective psychoanalyst without that specific 
background. Unfortunately, the work is so complex and de- 
manding that most people who attempt it fail to achieve mas- 
tery. Dr. Solomon's suggestion that we should abandon the 
field to educators and social workers therefore strikes me as 
wrong-headed. We need to raise our standards of admission, 
not lower them. 

Whether one chooses to regard psychoanalyss as a 
branch of medicine or not may well be a matier of teste, but 
as a physician I cannot allow Dr. Solomon's version of the 
aims of our profession to pass without registering my dis- 
agreement. Medicine is not only a healing art, it is £lso part 
of the effort to study nature. My decision to study human 
behavior by means of the psychoanalytic instrument aligns 
me with physicians primarily interested in the scientific as- 
pects of medicine. The physician does not confine hamself to 
averting death; his therapeutic responsibilities incluce the al- 
leviation of suffering. My concentration on problems that 
seldom threaten life directly does not distinguish me from 
most of my medical colleagues. Dr. Solomon's imolication 


Am J Psychiatry 136:11, November 1979 


that I am less sensitive to the limitations of my therapeutic 
effectiveness than a physician should be is simply impudent. 
Medicine is (or should be) more concerned with prevention 
than with cure. The results of my efforts with a handful of 
patients (dare I claim that cherished status for them?) should 
have broader effects, especially in the case of mental health 
professionals or of parents. 

I am afraid these obvious considerations may actually 
miss the point of Dr. Solomon's argument. He may well be 
more interested in financial-administrative arrangements 
than in intellectual issues. In that regard, I think it would be 
wisest to leave decisions to the consumer: we can only dam- 
age the medical profession through unseemly quarrels about 
who should receive how much of the pie. 


JOHN E. GEDpo, M.D. 
Chicago, Ill. 


Tricyclics and Breast Feeding 


SIR: We read with great interest '' Excretion of Imipramine 
and Desipramine in Human Breast Milk” by Robert Sovner, 
M.D., and Paul J. Orsulak, Ph.D. (April 1979 issue). Their 
findings are important because of the prevalence of post- 
partum depression and the need to use tricyclic antidepres- 
sants in some cases. We disagree, however, with their con- 
clusion that ‘‘it would be prudent to advise nursing women 
to discontinue breast feeding if they require antidepressant 
drug therapy.” l 

Drs. Sovner and Orsulak reported that the concentrations 
of imipramine and desipramine found in breast milk approxi- 
mate those found in plasma. Their patient did not achieve a 
therapeutic level of imipramine plus desipramine. However, 
if we assume a therapeutic serum level of 200 ng/ml, a breast 
milk concentration of 200 ng/ml, and a 5-kg infant who con- 
sumes about 1,000 ml of breast milk a day, the infant would 
ingest about 0.2 mg of imipramine plus desipramine. This 
represents only .04 mg/kg. Although no dosing recommenda- 
tion is available for infants, the initial dose of imipramine for 
enuresis in a six-year-old child is 25 mg/day, or approximate- 

Jy 1 mg/kg (1). 

Unfortunately, the authors did not measure the amount of 
drug in the infant's serum. We recently measured serum lev- 
els of amitriptyline and nortriptyline in a mother and her 2- 
month-old nursing infant. After the mother had taken 150 mg 
of amitriptyline per day for 3 weeks, her serum concentra- 
tions were 90 ng/ml for amitriptyline and 146 ng/ml for nor- 
triptyline (236 ng/ml total tricyclics). No detectable amount 
of drug (less than 28 ng/ml of total tricyclics) could be found 
in the infant's serum by the gas chromatography/mass spec- 
trometry assay employed (2). The breast milk was not as- 
sayed. 

A given dose of imipramine or amitriptyline yields very 
low serum concentrations compared with most drugs. The 
apparent volume of distribution for tricyclic antidepressants 
in adults is very large—850 liters for imipramine (3) and 33 
liter/kg for amitriptyline (4). Because infants have decreased 
plasma protein binding and increased extravascular volume 
(5), it is conjectured that volumes of distribution are even 
larger in infants than in adults. It should also be noted that 
the tricyclics undergo extensive first pass metabolism after 
oral administration, and only about 45% of an oral dose is 
available for systemic distribution (3). 

Given the desirability of breast feeding for the infant and 
for the mother with depression and the extremely low con- 
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centrations of imipramine and amitriptyline that are likely to 
be present in breast milk, it seems urtwarranted to recom- 
mend categorically that a nursing woman taking these drugs 
discontinue breast feeding. 
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Drs. Orsulak and Sovner Reply 


SIR: Dr. Erickson and associates state that women receiv- 
ing tricyclic antidepressant therapy should be allowed to 
breast feed because the infant is likely to ingest negligible 
amounts of the drug. The unresolved issue, which Dr. Erick- 
son and associates do not discuss, is whether very low doses 
of a potent psychoactive agent such as a tricyclic antidepres- 
sant, ingested chronically, will accumulate and subtly affect 
neurologic or behavioral maturation, perhaps by altering cat- 
echolamine concentrations at one or more CNS sites. 

At the present time, we have no information concerning 
such factors as the neonate's maturity of drug metabolizing 
enzymes, gastrointestinal permeability, and CNS sensitivity 
to tricyclic antidepressants. Consequently, we do not feel 
that the comparison between drug dosage in an adult or a six- 
year-old child and in a newborn infant is valid. The case ex- 
ample reported by Levy and Wisniewski (1), in which a new- 
born infant whose mother had ingested chlorpromazine 
throughout her pregnancy manifested a parkinsonian syn- 
drome at birth that persisted for 6 months, suggssts that the 
immature nervous system reacts very differently to chronic 
exposure to psychoactive compounds. 

Based on these considerations, we still feel it is prudent to 
recommend, as did Ananth (2) in his recent review, that 
women taking tricyclic antidepressants refrain from breast 
feeding until some evidence is presented that neonates are 
not adversely affected by chronic exposure to low doses of 
tricyclic antidepressants. However, because of the physio- 
logical and psychological benefits of breast feecing and the 
desirability of breast feeding for the mother with depression, 
the psychiatrist and the pediatrician should weigh the risk- 
benefit ratio in each case before making a decision. 
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PAUL J. ORSULAK, PH.D. 


ROBERT SOVNER, M.D. 
Boston, Mass. 


Janusian Thinking and Etiologic Debates 
Sin: Albert Rothenberg, M.D., is to be commended for his 


informative and provocative article, ‘‘Einstein’s Creative 
Thinking and the General Theory of Relativity: A Docu- 
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mented Report’’ (January 1979 issue). Also of interest was 
his discussion of Janusian thinking. This idea leads one to 
wonder whether much of the persistent dissension in psychi- 
atry over the etiology of specific disorders (e.g., genetic ver- 
sus environmental causes of schizophrenia) might not be an 
attempt to force a dialectic model onto what might be an 
underlying Janusian system of coexisting antithetical con- 
cepts. If this were true, then efforts to subjugate one cause 
(environment) to another (genetics) might not only be futile 
but might also distract from the work of defining the greater 
system, in this case the clinical entity of schizophrenia. 


MaRK T. SCHREIBER, M.D. 
Virginia Beach, Va. 
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The Hidden Dimension: Psychodynamics in Compulsive Drug 
Use, by Leon Wurmser, M.D. New York, N.Y., Jason Aron- 
son, 1978, 624 pp., $30.00. 


This book is both a pleasure and a treasure. It will provide 
pleasure to psychoanalysts and psychoanalytically oriented 
psychiatrists through its systematic application of psycho- 
analytic thinking to the widespread public health problems of 
alcohol and drug abuse. It will be a treasure for all psychia- 
trists involved in the complex and troublesome task of treat- 
ing "toxicomanic'' patients. 

I first heard Leon Wurmser at a national methadone con- 
ference, where his presentation provided a striking contrast 
to the pharmacologically and technically oriented presenta- 
tions of most of the other physicians. His first national pub- 
lication on this subject appeared in the American Scholar 
(D, which may have appreciated his classical narrative style 
more than most medical journals. I suspect that Wurmser 
has had the experience of being ‘‘a voice crying in the 
wilderness." However, he persisted and in this book pre- 
sents the culmination of 12 years of experience in a field 
shunned by most physicians, including psychiatrists and 
psychoanalysts. The prevailing negative attitude is reflected 
in my own analyst's question, ‘‘Why are you working with 
the dregs of society?" 

The central focus of this book is simply stated: all addicts 
suffer from deep-rooted major personality disorders. This 
psychopathology must be taken seriously and treated with 
psychotherapeutic and chemotherapeutic skill. Faddish 
shortcuts or pseudosolutions must be avoided. Each individ- 
ual patient should have the treatment combination best suit- 
ed for him or her. 

The application of these principles is far from simple. 
Wurmser states, ‘‘There is no substitute for psychiatric 
knowledge and psychotherapeutic tact, empathy, skills and 
know-how. Psychotherapy is one of the most difficult arts to 
learn, and compulsive drug users are among the most diffi- 
cult patients to treat.” To overcome these difficulties Wurm- 
ser recommends a multimodality approach with firm but 
flexible external structure. His views are similar to those of 
Vailant (2, who helped us get beneath the psycho- 
therapeutically resistant shell of sociopathic behavior. 

It is refreshing to encounter a psychoanalyst who values 
other therapies as adjuncts to intensive psychoanalytically 
oriented psychotherapy. Wurmser recommends the avail- 
ability and appropriate use of group therapy, family therapy, 
chemotherapy, crisis intervention, hospitalization, therapeu- 
tic communities, recreation therapy (nonchemical ways of 
getting high), and vocational training for every drug abuse 
treatment program. These views remind me of Jerome Jaffe, 
a psychiatric pioneer in the field of drug abuse, who in the 
1960s advocated the development of multimodality commu- 
nity-based treatment programs. 

Of particular note is Wurmser's view of the role of drugs in 
the life of the addict and in treatment. Drugs serve adaptive 
and controlling functions that may need to be continued in 


the treatment process. In Wurmser's experience, stable 
doses of maintenance drugs do not interfere with psycho- 
therapy. He includes all categories of psychozctive chemo- 
therapy, not just disulfiram and methadone. These drugs can 
be both stabilizing and life saving. Wurmser cites two cases 
that support Arnold Mandell's recently published pre- 
scription of amphetamines for amphetamine abusers (3). 
Wurmser states that a patient from whom amphetamines 
were withheld committed suicide, but another patient who 
received amphetamines in the context of treazment stayed 
alive and was able to maintain a job. Wurmser concludes 
that ''the use of these drugs in a medically supervised, spe- 
cifically and individually adjusted way can indeed be life sav- 
ing and may yet become an indispensable adjunct to psycho- 
analytically oriented psychotherapy." 

The main contribution of this book is in the application of 
psychoanalytic theory and therapy to understanding and 
treating alcohol- and drug-dependent patients Other psy- 
choanalysts, such as Offenkrantz and associates (4), are 
demonstrating the continued utility of psychoanalytic theory 
in enhancing our understanding. Wurmser makes many prac- 
tical suggestions with respect to psychotherapy; he stresses 
the need for honesty and the importance of hope and curios- 
ity on the part of the therapist in establishing a working al- 
liance with the patient. The therapist needs to be more 
"real" and active because he or she often has to serve as 
both auxiliary superego and ego. Wurmser's therapy focuses 
on the value of rationality and inner freedom, which are cen- 
tral for psychoanalysis. A delicate balance is needed be- 
tween nurturing support that is warm but not intrusive and 
patient distance that respects the person's individuality. 

Good psychotherapy is as important as good pharmacolo- 
gy and neurochemistry in the treatment of alcohol and drug 
dependence. The results are slower, but they may well be 
longer lasting. Wurmser does not encumber his book with 
statistics. The Hidden Dimension 1s not the report of well- 
controlled, systematic research; however, it is firnly rooted 
in clinical experience. Treatment failures exceed therapeutic 
triumphs, and every clinician who has worked with drug-de- 
pendent patients will recognize the clinical context of this 
book as authentic. 

Some data can be derived from the 26 patients described 
by the author to illustrate various aspects of the psycho- 
pathology of drug dependence. Six of the 16 men and 3 of the 
10 women patients had successful outcomes, for a response 
rate of 3496 —not bad for a group of patients for whom we 
have been taught that psychotherapy is inappropriate treat- 
ment! 

Despite the vicissitudes of his experiences :n different 
drug abuse programs, Wurmser firmly believes that the ben- 
efits of such treatment programs far outweigh the problems. 
Not everyone will agree with his conclusion that ‘‘the partic- 
ipation of psychiatrists or psychotherapists wita adequate 
training should become mandatory for all programs dealing 
with compulsive drug users.” The case he makes is both in- 
triguing and appealing. If The Hidden Dimension attracts 
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even a few psychotherapeutically oriented psychiatrists into 
the field of alcohol ånd drug abuse, it will provide a major 
sozial as well as theoretical benefit. 
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JOHN N. CHAPPEL, M.D. 
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Reasoning About Madness, by J.K. Wing. New York, N.Y., 
Cxford University Press, 1978, 260 pp., $9.95. 


Almost three centuries ago John Locke distinguished be- 
tween madness that can be deemed unreasonableness and 
madness that is mental illness. It is imperative that we rea- 
son about madness at this time because many psychiatrists, 
social scientists, and custodians of our institutions have lost 
sight of Locke's reassertion of a fundamental social and 
riedical truth. Failure to differentiate radicalism, folly, or 
criminality from disturbed behavior produced by mental ill- 
ness is responsible for many of psychiatry's current di- 
lemmas. 

In this small, superb volume, J.K. Wing discusses explicit- 
ly these and many other problems of social psychiatry, par- 
ticularly implications of the trend over the past few decades 
toward broadening the definition of mental illness. He avers 
that many of the dilemmas of psychiatry in the Western 
world are attributable to the willingness of the psychiatric 
profession, stimulated by broad social forces, to overreach 
Its areas of competence. One result is the costly, fruitless 
controversy about the medical versus the social model of 
mental illness. Wing states flatly that health is a social con- 
zept and that all disease is influenced by complex biological 
and social processes. He maintains that disease theories of 
mental disorders should be specific and restrictive and that 
deviance, most characterologic disorders, and non- 
conformity are not the province of psychiatry. Although 
Wing urges that we adopt a narrow definition of mental ill- 
ness, he does not insist on a new brand of ‘‘ psychiatric isola- 
tion” but, instead, pleads for the development of a scientific 
partnership between psychiatry and sociology. 

Very succinctly, Wing summarizes our basic knowledge of 
mental illness, draws careful distinctions between the mean- 
ing of disease and illness, and discusses the state of psychia- 
try today. Furthermore, he attempts to unravel the problem 
of psychiatry and political dissent and compares attitudes to- 


ward the mentally ill in the USSR with those in Great Britain ` 


and the United States. 

This brief volume describes a broad range of problems in 
social psychiatry, extending from the meaning of madness to 
an analysis of services for the mentally ill. Throughout, Wing 
argues logically and persuasively for adherence to the tradi- 
tions of medicine. He presents us with a work that is remark- 
able for its rich content, coherent development of ideas, and 
clarity and simplicity of style. 
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This is probably the most thoughtful, significant statement 
on psychiatry that I have read recently. I highly recommend 
it as mandatory reading for all psychiatrists; indeed, it 
should be in every educated person's library. 


JOHN J. ScHwaAB, M D. 
Louisville, Ky. 


Children's Learning and Attention Problems, by Marcel 
Kinsbourne, D.M., and Paula J. Caplan, Ph.D. Bcston, 
Mass., Little, Brown and Co, 1979, 288 pp., $15.00. 


The literature on learning disabilities is voluminous and of 
little value to the psychiatrist and, unfortunately, $o the 
many young people who founder in school. This book is an 
important exception. Although they do not reach the b opsy- 
chosocial integration needed to coherently understand and 
fully treat children with learning problems, the authors pre- 
sent a practical clinical approach and introduce a typo-ogy 
that represents a forward step in a field which lacks a useful 
diagnostic language. 

The authors distinguish among academic underachizve- 
ment, cognitive power disorders, and cognitive style dis- 
orders. For them, underachievement represents generalized 
school failure resulting from motivational, instruczonal, 
and cultural factors. Cognitive power disorders refer to se- 
lective failures in reading and arithmetic resulting frem de- 
velopmental lags and individual differences. This category 
covers children who are thought to have dyslexia, dyscal- 
culia, and perceptual deficits. Cognitive style disorders in- 
clude two groups: 1) overfocused or compulsive children and 
2) underfocused or impulsive-distractible childrer. The 
former fail academically because of slowness in shifting at- 
tention from one thing to the next. The latter fail because of 
shifting attention too quickly. 

Of particular interest is a detailed description of the ele- 
ments involved in the process of learning to read. Although 
they are both part of the process of learning language. lzarn- 
ing to speak and learning to read are very different. The child 
is bathed in spoken language from infancy. Furthermore, 
things heard happen one at a time, but things seen cccur in 
the context of many competing visual stimuli, necessitating 
selecting among them. The authors accordingly trace the de- 
velopment of a visual perceptual hierarchy, which. begins 
with the salient attributes of form and color and larer pro- 
ceeds to the nonsalient attributes of.size, location, or:enta- 
tion, sequence, and texture. They also highlight the impor- 
tance of maturing visual and auditory inspection strategies in 
whether or not stimuli will be noticed and recorded in memo- 
ry traces. Another factor is the ability to make cros3-modal 
associations between the way a word looks and the way it 
sounds. The processes of decoding (in reading) and encoding 
(in writing) are involved as well: ‘‘In order to achieve up to 
the third grade level, children need to be reasonably good 
lookers and listeners." Beyond that level, linguistic ¿kilis in- 
volved in language and grammatical structure come into 
play. 

The authors provide rich detail on the diagnostic process, 
including facilities, personnel, procedures, and techniques, 
and spell out the essential ingredients of the diagnostic study 
that should be available to each child with a learnimg prob- 
lem. Their description of the diagnostic interview with the 
parents and child together and separately is sensitively han- 
dled. The especially relevant aspects of the history aad phys- 
ical examination are discussed in detail, not only to rule out 
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, debilitating disease but also to distinguish between the 
"hard" (indicating lesion) and the ''soft" (indicating im- 
maturity) neurological signs. The section on psychological 
testing is an excellent orientation for clinicians without train- 
ing in psychology. 

The concept of the impulsive child is an advance from that 
of the hyperactive child because it focuses on a child's tem- 
peramental style, which includes problem solving, social in- 
teractions, and emotional expressiveness in addition to mo- 
tor behavior. The authors correctly point out that simply 
controlling a child’s movement ignores the fundamental 
problem of maintaining attentional focus. They point out the 
scientific and humanistic inconsistencies of the use of the 
terms ''brain damage” and ‘‘minimal brain dysfunction," 
which arise from a tendency to seek simplistic causes and 
panaceas in dealing with these children. 

The concept of the overfocused cognitive style, although 
behaviorally valid, is less useful than the other categories. 
The authors acknowledge this weakness, and it is here that 
their lack of knowledge of child psychiatry becomes the 
most evident. The authors apparently are referring to obses- 
sive-compulsive children. 

This book contains valuable ideas regarding treatment and 
remediation. Its balanced recognition of the need to attend to 
family dynamics and to educate both parents and child in the 
details of the diagnostic formulation establishes a foundation 
for interventions with the child in the form of psychothera- 
py, chemotherapy, and remedial education. The authors 
stress the importance of relating remediation to actual learn- 
ing tasks and point out the folly of popularized training ma- 
nipulations intended to foster brain development, accelerate 
lateralization, or improve coordination. 

This compassionately written book 1s for pediatricians; as 
such, it represents an important contribution to primary 
care. It mav inspire more physicians to become involved in 
this neglected area. Too many children suffer today because 
they lack a coordinated, health-system-based approach to 
their school problems. The child psychiatrist will find that 
this book is a useful reference when asked for a concise read- 
ing in this field. Yet to appear, however, is a single volume 
that brings the insights and methodology of child psychiatry 
tothe large numbers of children who bear the label learning 
disabled.” 


JACK C. WESTMAN, M.D. 
Madison, Wis. 


Psychology 'of Crime and Criminal Justice, edited by Hans 
Toch. New York, N.Y., Holt, Rinehart & Winston, 1979, 
487 pp., $14.95. 


This book is a revised, altered, and expanded version of 
Legal and Criminal Psychology, edited by Hans Toch in 
1961. The changes are so many that it is best to consider the 
current volume as an entirely new work. The editor states; 
“This book, like its predecessor, is not primarily a source of 
facts, but of ideas.” This quite accurately defines the book. 
However, a book of ideas that contains 20 chapters written 
by 17 different authors creates a difficult, if not impossible, 
task for a reviewer. To be fair, the production of each author 
should be evaluated and reviewed separately because 17 au- 
thors vary so widely in their disciplines, their particular 
points of view, and the objectivity with which they write. 
Perhaps the only common denominator is that all of these 
authors have had direct practical experience in some area of 


BOOK REVIEWS 


delinquency, corrections, or the criminal justice system. By 
no means are they all psychologists or psychiatrists, but 
whatever their discipline they try to focus on psychological 
aspects of the offender and other people involved in the 
criminal justice process. 

There are three main sections: Psychology and the Crimi- 
nal Justice System, The Psychology of Crime, and Under- 
Standing and Treating the Offender. Each section starts with 
a survey chapter by the editor, followed by a varying number 
of chapters, each by a different author. Obviously, in a vol- 
ume of this size no one of the three sections constitutes a 
comprehensive, or even fairly adequate, coverage of the 
subject matter under the designated rubric. This book cannot 
therefore be considered a textbook or a proper source or ref- 
erence book; this was apparently not the editor’s inzent. 

Comparing this volume with its predecessor, the editor ad- 
mits that many of the “‘hot issues” provocatively discussed 
in the original volume have cooled off. Some, such as the 
concept of community treatment,” have become thorough- 
ly integrated into the system. Others, such as psychiatric and 
psychological rehabilitation and therapy, have been effected 
by disillusionment, but the authors do not accept the current 
wave of nihilism: 


We are neither persuaded nor intimidated by the wide 
support that is currently enjoyed by critics of therapy, 
who call for sterile storage or systematic noninter- 
vention, on the grounds that we have all tried and failed. 
Our view is that we have not yet begun to try and that 
the prevalent cynicism is at best premature. (p. vii) 


A major criticism of Psychology of Crime and Criminal 
Justice is that certain chapters are written by authors who 
are notorious for their particular point of view and who have 
no interest in presenting or even acknowledging the exis- 
tence of other positions. For example, the chapter on ‘*In- 
sanity and Irresponsibility: Psychiatric Diversion in the 
Criminal Justice System" is authored by Thomas Szasz. 
This is the only discussion of forensic psychiatric issues, and 
Szasz is hardly one to do justice to this topic. Assigning the 
subject to him is like asking an atheist to write a treatise on 
the virtues of Catholic dogma or Jewish orthodoxy. The 
Szasz chapter is simply a rehash of his familiar ideas, a rant- 
ing against courtroom psychiatry. 

Other chapters are much better balanced and attempt to 
cover their assigned subjects in a more objective fashion, but 
here the need to include so many different areas in a single 
volume tends to produce superficiality. For example, 
Charles Hanley's chapter '"The Gauging of Delinquency Po- 
tential’ discusses the problem of the prediction of violence; 
he correctly describes the failures of psychology or psychia- 
try to accomplish such prediction, but his review of the ex- 
tensive literature on this subject is quite deficient. 

A number of the prevalent psychological fads in law en- 
forcement depend on technical gadgets and gimmicks. Many 
people in the law enforcement system still have unbounded 
faith in the polygraph, and now we have the voice stress ana- 
lyzer. There is almost an epidemic of the use of hypnosis to 
refresh the memory of witnesses, and many police depart- 
ments are training their own officers as hypnotists just for 
that purpose. Such practices urgently call for definitive anal- 
ysis and evaluation by psychological researchers who can be 
objective and scientific and who can speak with authority in 
deflating this extravagant but seductive pseudopsvchclogy. 
However, there is no mention of any of this in Toch's vol- 
ume. 
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Psychology of Crime and Criminal Justice is not an ex- 
citing book, but.this is not the fault of the authors, who try, 
and usually succeed, in writing well, clearly, and inter- 
estingly on their subjects. The problem is that there are no 
really new and exciting discoveries to report in this field. The 
result is a tendency to revive the issues of the past, such as 
Szasz's tyranny of the therapeutic state, Jones's therapeutic 
community, and Glueck's prediction tables. It is difficult to 
ünd new things to say about these topics. 

One is left with the feeling that further advances in the 
3sychology of crime and criminal justice will depend on 
long, patient, unexciting, plodding research and that it will 
be many decades before useful and valid contributions to the 
criminal justice system and to our understanding of criminal 
behavior will be forthcoming. 

A book of readings of this kind has inherent limitations 
that make it difficult to define who should read it. It is not 
sufficiently detailed and comprehensive for the specialist and 
the-professional. It is too technical and not sensational 
enough to attract the lay reader. It is not sufficiently well 
balanced to be a textbook for the student, which makes it 
best suited as a supplementary reader for college level 
courses in criminology and psychology. I should also point 
out that comprehensive, well-balanced sourcebooks and 
textbooks valuable to students, specialists, and practitioners 
on the psychology of crime and criminal justice simply do 
not exist. This is a field pervaded by subjective opinions 
masquerading as psychological science, largely supported by 
anecdotal experiences by authors with axes to grind. Com- 
pared with the bulk of the literature in this field, Toch and his 
coauthors have accomplished a remarkable job, and this 
book is to be highly recommended over the available com- 
peting volumes. If there are deficiencies and problems with 
the Psychology of Crime and Criminal Justice , the major re- 
sponsibility is with the state of the art rather than with these 
authors. 


BERNARD L. DiAMOND, M.D. 
Berkeley, Calif. 


The Form and Technique of Psychotherapy, by I.H. Paul. 
Chicago, Ill., University of Chicago Press, 1978, 283 pp., 
$19.00. 


To do justice to this excellent book in a brief review I 
would like not only to convey a sense of what the book con- 
tains but also to indicate what reading it can do for the clini- 
cian. I emphasize the potential benefit to the reader because 


there is much in this book that invites active rather than pas- 


sive processing of its contents. 

Irving Paul has svnthesized two important theoretical po- 
sitions in American psychotherapy -—psychoanalysis and 
client-centered nondirective psychotherapy. Sigmund Freud 
and Carl Rogers are brought together, and the result is not a 
jumbled eclecticism (which Freud and Rogers would have 
feared) but a remarkably coherent and rigorous integration. 
Paul is thoughtful. meticulous, and—at a time when tech- 
nique is often denigrated —he argues persuasively for a care- 
ful scrutiny of therapist interventions. 

After the initial theoretical exposition, the main part of the 
book focuses on a series of paradigms, which are brief clini- 
cal examples, about one paragraph in length. Paul's students 
are asked to formulate in writing a sequence of inter- 
pretations as well as to predict responses patients would 
make to their interventions. Paul evaluates the student thera- 


1488 


Am J Psychiatry 136:11, November 1979 


pists' responses in the framework of his conception of psy- 
chotherapy and offers both credit and criticism to res>cnses 
that range from excellent to noxious. He also offers lis own 
interventions and explains why he thinks they are useful, in- 
dicating what he believes to be their dangers or their liznita- 
tions. It is in reading the paradigms that the reader 1s invited 
to move out of a passive stance into a consideration of what 
his or her own interventions would be. The paradigms are 
clinically quite real, they are sophisticated, and they in- 
crease progressively in difficulty from predictable early 
themes in therapy to intricate manifestations of transference, 
defense, and resistance that require complicated interpretive 
responses. (A sample of this interactive quality is the para- 
digm on page 203; the therapist is pressured to do some-hing, 
but what?) 

I emphasize the engagement of the reader because I be- 
lieve too much of the actual doing of psychotherapy is clos- 
eted away in the privacy of the therapist’s office. Once train- 
ing is completed there is relatively little disclosure cf how a 
therapist actually behaves. As professionals, we of-en deal 
with one another as if anyone with “‘good”’ credentials 
knows how to conduct psychotherapy in a way that vould be 
consensually validated. There is a potential for injury to 
one’s ego in trying these exercises, but one reads the book in 
private. 

Reviewers are suspect if Br are not critical so I will duti- 
fully say that the author has at times a meticulously Talmud- 
ic style of discourse and precision of phrasing that will not 
suit everyone. Having said that, I will return to praise and 
recommend the book to teachers of psychotherapy. The 
graded paradigms seem both useful and pedagogically logi- 
cal. I believe it is no accident that the teaching prozram for 
which Paul developed these clinical exercises 1s for zraduate 
students in clinical psychology. In contrast to this tFoughtful 
and stepwise approach, educational programs for psychiatric 
residents are too often helter-skelter; major clinical responsi- 


bilities often start prematurely on the first day of training. 


There are dangers in being either exclusively didactiz-theo- 
retical or too heavily practical—‘‘into the frying pan, learn 
as you go.” Paul offers a model that avoids educational ex- 
tremes, relying on both conceptual clarity and clinizal expe- 
rience. His model has gradations of complexity that can en- 
gage the student in all of us at varying levels of sophisti- 
cation. 


RAYMOND BABINEAU, M.D. 
Rochester, N.Y. 


The Psychoanalytic Study of Society, Vol. 8, edited by Werner 
Muensterberger and L. Bryce Boyer; Gilbert J. Rosz, associ- 
ate editor. New Haven, Conn., Yale University Press, 1979, 
358 pp., $30.00. : 


In 1947 Géza Róheim founded an annual review, Psycho- 
analysis and the Social Sciences, with the purpose of apply- 
ing psychoanalytic insights to anthropology and sociology as 
well as to folklore, mythology, religion, art, literzture, and 
history. In 1960 the title was changed to The Psyckoanalytic 
Study of Society (1). The new editors, Werner Muensterber- 
ger and Sidney Axelrad, explained that the causes for this 
change were ''more than stylistic" and were inflLenced by 
two developments: 1) the increasing interest o? psycho- 
analysts in ego psychology and the problems cf defense 
mechanisms and adaptation and 2) the increasing ebsorption 
of psychoanalytic concepts by anthropologists, soziologists, 
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and other social scientists. The editors then wrote that their 
aim for future volumes was to provide a meeting ground for 
the work of social scientists and psychoanalysts and that 
they hoped to widen the range of their subject matter. 
Muensterberger and Axelrad’s aims are much in evidence in 
the nine essays appearing in this latest volume, edited by 
Muensterberger and Boyer. 

Arnold Epstein, a social anthropologist, considers the 
causes of an intense fear that gripped the natives of Northern 
Rhodesia (now Zambia) in the early 1950s when they thought 
they would be dominated by the white government of South- 
ern Rhodesia. Accounts by historians and political scientists 
failed to mention this fear. Epstein shows that the natives 
were not only objectively fearful of losing their land to the 
white people. Their fear ‘‘reactivated psychic conflicts that 
had once revolved around earlier stages of libidinal develop- 
ment’’; this then produced ''a massive regression to infantile 
modes of response.” Epstein shows how “‘understanding of 
the infantile experience provides a thread of connection link- 
ing domains of social life and facets of behavior that might 
appear on the surface as quite unrelated." He suggests that 
further work can be done in delineating relations between 
tribal subjects and chief and between the sexes. 

In another essay Edward Foulks, Daniel Freeman, and Pa- 
tricia Freeman, two psychiatrists and an anthropologist, 
show how a case of Arctic hysteria in an Eskimo could be 
explained by examining the process of separation-individ- 
uation and early superego development among the Eskimo 
and how the development of Eskimo personality and the dy- 
namics of Arctic hysteria are reflected in Eskimo mythology. 
The authors acknowledge that their argument is based on the 
theories of child development of Margaret Mahler and her 
colleagues. 

In his essay Waud Kracke, an anthropologist, shows how 
the dreams of Brazilian Indians are shaped by both their 
elaborate cultural beliefs and their individual anxieties. 
These Indians can express their anxieties more openly in 
their dreams, without resorting to secondary elaboration. 

Charles Ducey, a psychologist, shows how a Siberian 
myth of the death, wandering, and reincarnation of a young 
man can be analyzed by a combination of two inter- 
pretations: 1) a psychoanalytic interpretation of oedipal 
wishes, the anxieties they provoke, and the resolution of 
these anxieties and 2) a structurally oriented analysis that 
emphasizes the myth as a set of complex transitions from 
childhood to adulthood, with periods of alternating activity 
and passivity, regression and progression. This author pro- 
vides a table that schematically depicts the periods of this 
structural analysis. All psychiatrists who want to learn about 
structuralism should study this part of Ducey’s essay. 

Three essays by psychoanalytically oriented psychiatrists 
discuss zuthors and works of fiction. By correlating events in 
‘Conrad’s biography with the manifest and latent content of 
«Conrad's first novel, Almayer’s Folly, James Hamilton dem- 
«onstrates that it is "possible to discern how Conrad, in the 
guise of the father-daughter relationship, was trying through 
sthe creative process to master the trauma associated with the 
Kearly] loss of his mother." Gilbert Rose concentrates on 
udentifying the ‘‘aesthetic pleasure” derived from reading 
Maulkner’s Light in August. Rose finds that this pleasure is 
Khe poignant recognition of ‘the universal dialectic between 
man's finiteness and his imagination . . . the task of the mind 
in accommodating, not necessarily reconciling, two in- 
rinscially discordant streams of mental activity —an accu- 
ate registration of objective events and subjective needs 

. . [an] orchestration of time with timelessness.” Francis 
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Baudry’s essay quotes some vivid passages ty Flaubert 
about Emma Bovary’s feelings of unhapphess over'her mar- 
riage. He then shows how Flaubert's past and his relation- 
ships with his mother and his niece Caroline influenced the 
way Flaubert presented Bovary's feelings. 

Anne Wylie and Dr. Arthur Valenstein present a psycho- 
logical study of the paintings of Vincent van Gogh. These 
authors show how van Gogh's paintings reveal his constant 
struggle to organize space and objects. They state that this 
was a struggle against inner feelings of emptiness, loneliness, 
depression, disorganization, and loss of hold on reality. 
They could have included a study of the picture ‘‘Crows 
Over the Wheat Field,” which van Gogh painted a few days 
before committing suicide. This painting vividly reveals the 
artist's disorganization, attempt at compensation, and'sense 
of impending doom. It has been analyzed insightfully and 
very movingly by the art historian Meyer Schapiro (2). 

All psychiatrists know something about that extraordinar- 
ily interesting—and still very arcane— mental illress called 
hysteria. For me, and perhaps for readers of this journal, the 
best and most self-contained of the nine essays in this book 
is Dr. Bennett Simon's '"Hysteria—the Greek Disease.” Si- 
mon argues neatly and persuasively that hysterical afflic- 
tions embodied the conflicts and tensions about women in 
ancient Greek society, which frowned on female sexuality 
except in the setting of marriage or prostitution. Through 
hysterical symptoms widows and virgins expressed their 
sexuality in a way their doctor, their family, and taey them- 
selves could accept. Simon suggests that the doctor may 
have played an important ‘‘transference role," representing 
"the wished-for good father who understood and recognized 
the daughter's sexual and social needs." Further mention 
could have been made of the ancient Greek use of words as a 
therapy for illness (3). Simon's work nicely complements 
Veith's history of hysteria (4). All of the essays in this book 
not only illuminate some areas but also pose problems and 
suggest other areas of investigation. i 
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Convulsive Therapy: Theory and Practice, by Max Fink, 
M.D. New York, N.Y., Raven Press, 1979, 284 pp., 319.50. 


Electroconvulsive therapy was first used in 1938, when 
psychiatrists were treating a large number of psychotic pa- 
tients with limited, inadequate tools. Thus, what appeared to 
be an effective treatment was put to use with minimal refine- 
ments. This book, however, bears testimony to the fact that 
a few pioneers made vast improvements that have since been 
incorporated into practice and should reassure skeptics that 
ECT is no longer a barbaric type of treatment. The adminis- 
tration of ECT has become more scientific, and ics safety 
surpasses that of many other forms of therapy. Dr. Fink 
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presents a unique history of convulsive therapy, demonstrat- 
ing the better methods that have been introduced. This book 
explores convulsive therapy in great detail and describes 
many new findings and new directions that pave the way for 
still further detailed study. Dr. Fink makes several brief ref- 
erences to the work of Liberson, which should be empha- 
sized because he worked extensively in 1945-1955 with low 
energy machines. Interest in these machines has resurged, 
but nonpsychiatrists on Food and Drug Administration pan- 
els are blocking further research with newer machines, thus 
jeopardizing potential improvements in clinical practice. 

The question of how and why convulsive therapy is ef- 
fective remains an engima. However, the theories put forth 
in this book suggest that we are much nearer our goal. For 
instance, we now know that convulsive therapy alters hypo- 
thalamic activity and that hypothalamic dysfunction is a core 
process in endogenous psychotic depression, which re- 
sponds well to convulsive therapy. 

The message comes through loud and clear in this book 
that patients with primary depressive psychosis with endog- 
enous features respond better than any others to convulsive 
therapy. Although various methods of predicting outcome 
have been suggested by many authors, Dr. Fink’s comment 
that "none of the predictors of outcome with ECT has been 
more successful than that of clinical diagnosis’’ still holds 
true. This book covers the subject of convulsive therapy 
in great detail, and I think it will be of interest to clinica! 
and experimental psychiatrists, neurologists, and psycho- 
pharmacologists. 


PATRICIA HAIG SHARPLEY, M.B., B.S. 
Indianapolis, Ind. 


Psychoanalysis and Language. Psychiatry and the Humanities, 
Vol. 3, edited by Joseph H. Smith, M.D. New Haven, Conn., 
Yale University Press, 1978, 394 pp., $20.00. 


This volume contains a series of essays, most of which are 
excellent, on psychoanalysis and language. Any enterprise 
that places the premium psychoanalysis does on ''putting 
things into words" has to live with language in a more than 
casual way. The nature, depth, and necessity of the relation- 
ship are discussed from a variety of perspectives: philoso- 
phy, the humanities, linguistics, and, not least of all, psycho- 
analysis itself. Psychoanalytic interest in language, espe- 
cially recently, has drawn on philosophical inquiries. One of 
Freud’s favorite perspectives on the unconscious was that it 
contained that for which there was as yet no name. 

The lead essay in this collection, not surprisingly, is by 
Noam Chomsky, who argues that the capacity for language 
is an inherited biological competence, the specific nature of 
which is probably unconscious in principle. Whether this 
sense of *unconscious"' is or is not identical with Freud's is 
the focus of an interesting and helpful introductory com- 
mentary by the volume's editor. 

Henry Edelheit discusses in a fascinating way the similar- 
ity in structure and function between inheritance and lan- 
guage. These two constitute the modalities available to hu- 
man beings for the transmission of organized information; 
one is somatic, the other social. Both rely on infinite combi- 
nations of finite structures: in the case of inheritance, genetic 
codons; in the case of language, phonemes. Edelheit makes 
the intriguing suggestion that ‘‘successful separation/individ- 
uation is a kind of weaning process epigenetically linked to 
the development of speech and alternative language forms" 
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(p. 55). He sees learning of language as the prototype for the 
capacity for empathy. 

Marshall Edelson, who has written extensively on the sub- 
ject, makes perhaps the most concerted attempt in the book 
to discuss psychoanalysis in terms of the philosophy of lan- 
guage, the nature of meaning, and naming. 

Some of the contributors argue against a too literal trans- 
lation of the problems of psychoanalysis into those of lan- 
guage. Karl Pribram compares and contrasts in a useful way 
Chomsky’s approach with that of Freud in understand:ng the 
relationship of language to competence. Paul Riceouz, who 
draws on a deep, philosophically informed reading of Freud, 
argues that the true “‘language’’ of psychoanalysis is not ver- 
bal but is derived from imagery. l 

Hans Loewald, whose writings are characterized by 
thoughtfulness and profundity, introduces a powerful rein- 
terpretation of the concept of cathexis, relieving it of its diffi- 
cult nineteenth-century materialistic origins and viewing it 
instead as a reality-creating act originating out of the fluid 
matrix of early undifferentiated experience. Language de- 
rives from the organic creation of both inner and outer real- 
ity. Feeling, knowing, and naming are grounded in and re- 
quire a relationship. 

Stanley Leavy provides a very useful service in his unusu- 
ally clear exposition and critique of the virtually unreadable 
Jacques Lacan. Norman Holland, in a well-articuleted es- 
say, speaks for the fundamental importance of the concept of 
identity underlying motivation, the repetition compulsion, 
experience, and language. 

I have mentioned only a few of the highlights of this ex- 
cellent collection. Overall, one has the impression that the 
fresh look language provides at some of the basic riddles of 
psychoanalysis may not solve them all but allows them to be 
spoken in a new, more useful way. 


PAUL L. RUSSELL, M.D. 
Boston, Mass. 


Helping the Troubled Employee, by Joseph F. Follmann, Jr. 
New York, N.Y., AMACOM (American Management Asso- 
ciations), 1978, 246 pp., $15.00. " 


Employers, personnel managers, and industrial physicians 
have occasionally asked me to recommend a guide to menta 
health in the industrial setting. Joseph Follmann's book pro- 
vides a partial answer to this need. Mr. Follmann is a healtt 
economist who has served as a consultant to the Americar 
Psychiatric Association and NIMH. In addition, he ha: 
taught industrial health at the graduate school of New Yorl 
University. He has written an adequate book that could have 
been improved by crisper editing. Relying too often on th« 
passive voice and a sober writing style, he offers reading tha 
often becomes monotonous: 


The troubled employee can be anyone: chairman of 
the board, clerk, lathe operator, company maneger, sec- 
retary, hard hat, account executive, engineer, actuary, 
farmer, coal miner, sailor, airline pilot, bank teller. . . 
the butcher, the baker, the candlestick maker . . . even 
unto me and thee. The troubled employee can be Catho- 
lic, Protestant, Muslim, or Jew; white, black, yel_ow, or 
red; mental illness does not discriminate. 


At other times, his work is insufficiently detailed wher 
detailed description could have compelled the reader’s atter 
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tion. Case illustrations would have sparked interest. Finally, 
although he devotes a chapter to ‘‘some special problems," 
including alcoholism and drug abuse, Follmann's work 
would have been more valuable had he offered chapters on 
each of these commonly encountered employee problems. 
Alcoholism justifies a greater emphasis than six pages; drug 
abuse requires more than eight pages. 

On the other hand, Follmann offers a succinct summary of 
the social and financial costs of mental health, strong argu- 
ments to compel a sensitive employer to offer a comprehen- 
sive employee-assistance program, and a convenient over- 
view of available professional resources. In summary, .al- 
though imperfect, Follmann's book represents a helpful 
contribution to the lay audience interested in becoming more 
aware of industrial mental health issues. The next time I am 
asked for a reference on the subject, I will recommend this 
book. I may even lend my copy. 


THOMAS E. BITTKER, M.D. 
Phoenix, Ariz. 


The Briefer Psychotherapies, revised ed., by Leonard Small, 
Ph.D. Nw York, N.Y., Brunner/Mazel, 1979, 367 pp., 
$19.50. 


This revised edition of a text originally published in 1971 is 
so thoroughly rewritten that it achieves the status of a new 
book rather than a revision. Here and there one can recog- 
nize parazraphs lifted from the first edition, but these are 
usually in a historical setting in which little change is to be 
expected. The revision represents an enlargement from 262 
pages to 367, there are 2 more pages of index, a helpful name 
index has been added, the bibliography is expanded from 250 
titles to £20, and 13 new chapters have been added, 1 of 

‘which dezls with potentially suicidal patients. 

In part zhe additions in the revised edition reflect the bur- 
geoning irterest in brief therapeutic techniques; in part they 
reflect Small’s scholarship and his increasing grasp of the 
subject. The book is well written. The organization is 
thoughtful and its development reasonable and natural. The 
prose style is clear and understandable, although necessarily 
eoncise ard pithy. 

If. one were to fault the book it would be in terms of a 
relative shortage of critical appraisal. The author’s stance is 
one of reporting rather than evaluating. Although this de- 
tracts som2what from the stimulation value of the book, it no 
doubt adds to its reference value as a handbook, and this 
volume is an excellent handbook. What is being done and 
what has been done in the area of brief psychotherapy is here 
made readily available for the interested student and the in- 
volved practitioner. Small has accomplished his mission 


, well. 


WILLIAM A. HUNT, PH.D. 
Chicago, lll. 


Mental Retardation and Modern Society, by Michael P. Ma- 
loney, Ph.D., and Michael P. Ward, Ph.D. New York, N.Y., 
Oxford University Press, 1979, 345 pp., $11.95. 


The autkors present a fairly well organized and compre- 
hensive overview of mental retardation, covering issues that 
span a period beginning. with the earliest work of the last 
century and extending through present-day concepts and di- 
lemmas. The chapters on the history of mental retardation 
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and concepts of intelligence and IQ, plus the section on envi- 
ronmental influences on mental development, are concise 
and meaningful. They would make good required reading for 
beginning students in many disciplines (it is not clear from 
the introductory comments for what type of ztudents this 
text was intended). Judged from their references, the authors 
apparently have drawn heavily on previous historical re- 
views, suggesting that this text may not represent original 
historical research except for issues from the most recent ` 
decade. Nevertheless, it is à useful summary of important 
concepts and theories in learning and mental development. 
There are particularly good discussions of the rezent trend to 
view mental development as a dynamic interaction between 
inheritance and environment (Piaget) and of the theory that 
previous learning experiences become the basis for learning 
in a new situation (Staats). i 

The authors’ central theme, that mild mental retardation is 
largely a phenomenon of modern society, seems somewhat 
speculative and poorly documented. In addition, there 
seems to be contradiction within the text, almost as if dif 
ferent sections were written separately by two avthors repre- 
senting differing interpretations. On the one hend, the au- 
thors indicate that the complexities of modern society have 
created the problems of mild mental retardation; >n the other 
hand, they present the theory that mild mental retardation 
results from IQ trait and environmental interactions. There 
is little factual information presented to show thzt the mildly 
retarded are in a more competitive environment today than 
formerly. It may well be that former societies had just as 
high a demand for complex skills (i.e., visua-motor-per- 
ceptual skills and even language abilities) as dces present- 
day society. Also, the authors indicate that milc mental re- 
tardation is generally not associated with diseas2 or genetic 
etiology. This concept is not well documented, »erhaps be- 
cause the mildly retarded have not been detectec as early or 
studied as carefully as the more severely affectec. It may be 
that congenital and specific genetic factors (such as single 
dominant gene disorders) account for mild cogni-ive impair- 
ment in many instances. 

The chapter on etiology of mental retardaticn contains 
several minor errors. That there may be more than a thou- 
sand genes on the chromosomes should have read, ‘*on each 
of the chromosomes,” and that toxic elements in toxemia 
cross to the fetus should have been given as on. y one pos- 
sible mechanism for the problems occasionally seen in in- 
fants of toxemic pregnancies. Because of the frequency of 
Down's syndrome, a more problematic error is the statement 
that Down's syndrome is not hereditary. The méin purpose 
of doing chromosome analysis on Down's syndrome patients 
is to look for the potentially hereditary form, even though it 
is present in only a small proportion of the cases. 

The authors' decision not to include a section on educa- 
tional assessment is unfortunate because this has become 
one of the most important aspects in the care of the mentally 
retarded. Also, such issues as infant stimulation and critical 
periods of learning are only alluded to and not cr-tically dis- 
cussed. 

In conclusion, this book has many useful sections, but it 
could not be used as a sole introductory text. There would 
need to be supplementation, especially concernirg the edu- 
cational assessment and prescription for the mentally re- 
tarded, and further information about the etiology and poten- 
tial prevention of mild mental retardation. 


STEVE J. FUNDERBURX, M.D. 
Los Angeles, Calif. 
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Therapeutic Communities: Reflections and Progress, edited 
by R.D. Hinshelwoód and Nick Manning. Boston, Mass., 


Rcutledge & Kegan Paul, 1979, 328 pp., $22.75; $13.75 (pa- ` 


per). 


This book purports to explore a major tension in therapeu- 
tic communities—that ‘‘between innovation and routine, be- 
tween discovery and management.” Some of the chapters 
fulfill this promise, but by and large the book is a hodge- 
podge of papers, many of them previously published, about 
therapeutic communities in Great Britain. 


Different authors discuss history, theory, development,- 


and application of the therapeutic community. Although the 
words used in the various chapters are not the same, many of 
the ideas are. Another problem is that by the time one gets 
used to one author's style, that chapter ends and an adjust- 
ment must be made tc a different style. 

I believe that for someone who is just beginning to learn 
about the therapeutic community these papers are much too 
disjointed and lack the depth to give more than a superficial 
point of view about what is going on. For someone involved 
in therapeutic community work, this book might be inter- 
esting in that it presents the points of view of others. The 
situations and anecdotes should prove useful. 

A chapter on specific procedures for selecting a candidate 
for treatment in a therapeutic community discusses the prob- 
lems of survival of the therapeutic community in the mental 
hospital setting. This chapter would be well worth reading 
for anyone attempting to start a therapeutic community in a 
mental hospital: | 

Morrice's review of the basic concepts of the therapeutic 
community, which include democratization, permissiveness, 
reality confrontation, and communalism, is thoughtful and 
puts all of these areas into proper perspective. He states that 
having a democratic institution does not obviate the need for 
leadership; without leadership there would be aimless wan- 
dering. 

The chapter on the environment discusses the relationship 
of physical space, individual and group space, and territory 
io the therapeutic community. A reading of this will allow 
those not familiar with these concepts to make interesting 
observations. 

In “My Stay and Change in the Henderson Therapeutic 
Community” a patient gives his view. The patient, a young 
man involved in antisocial acts, talks about-his feelings on 
entering the therapeutic community, his learning within it, 
and the benefits he achieved from it. 

Maxwell Jones recounts some of his own experiences in 
the therapeutic community. He bemoans the fact that '*med- 
icine has cornered the market on deviancy” and decries the 
medical model as a sinister abuse of power. Here we have 
another example of how those in and out of medicine set up 
the medical model, or their version of the medical model, as 
a straw man and knock it down in an effort to show how 
psychiatric training is not valid for treating the mentally ill. 
Although there have been and continue to be abuses of pow- 
er in psychiatric hospitals, the unfortunate consequence of 
the flight from the medical model is that there are many un- 
trained or inadequately trained individuals who do not know 
how to handle serious disorders. 

Malcolm Pines approaches the problem of integrating the 
therapeutic community approach into a medical setting in a 
more objective manner. He gives a brief discussion of some 
of the problems of using the therapeutic community ap- 
proach in a medical school teaching hospital, where pressure 
from other medical and surgical services is directed toward 
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the development of a more authoritarian model. It is difficult 
to integrate the therapeutic community approach wits the 
many demands for teaching and research in the unive:sity 
setting. . 

Problems of maintaining therapeutic communities in cther 
settings are discussed. The communities are limited by -heir 
service obligations. They have constraints in regard to .oca- 
tion and the demands placed on them by the parent orgaaiza- 
tion. Attitudes of staff, mandated lengths of stay, and zkills 
and characteristics of the leaders are also constraints on the 
therapeutic community. There may be lack of understanding 
from higher administration and bureaucratic problems such 
as inflexible restrictions in certain budget categories. 

This is a very personal book. A good many of the sections 
are expositions of personal experiences and, in some cases, 
even personal catharsis. 


ROBERT L. LEON, M D. 
San Antonio, T2x. 


The Disordered Mind: What We Know Now About Schizo- 
phrenia, by Patrick O’Brien, M.D. Englewood Cliffs, N.J., 
Prentice-Hall, 1978, 297 pp., $10.95; $5.95 (paper). 


This volume, written in a breezy, almost conversacional 
style, is clearly aimed at the lay public. Unfortunately, it 
does not live up to the promise of the title. The approach to 
the reader seems generally condescending, including zdvice 
in the preface to ‘‘the General Reader” to read chapter one 
"and then the summary sections at the end of each chapter.” 

These summary sections contain many truisms and soph- 
isms, with great emphasis placed on what is not known about 
schizophrenia. The author's feelings about even makiag the 
diagnosis of schizophrenia are reflected in his statements 
"We don't know if we are dealing with one illness, many 
illnesses, or no illness at all’ (p. 83) and "We don" even 
know if schizophrenics have ‘schizophrenia’ (i.e., a specific 
illness)” (p. 138). 

Several other problems stand out. The author too readily 
accepts the arbitrary 6-month minimum prescribed in DSM- 
IH (1) before the diagnosis of schizophrenia can be mede; he 
even implies that this does not go far enough. His generally 
nihilistic and subtly antipsychiatric approach is perhaps best 
exemplified by the fact that his favorite phrase is ‘We sim- 
ply don't know.” Jt appears many times and in varicus con- 
texts. 

The style of this book struck me as simplistic, chat y, and 
superficial on prolonged contact. À few examples must suf- 
fice: '"Let's face it. We're all paranoid” (p. 60). ''Se don’t 
worry about waking up tomorrow morning ‘raving mad’ ”’ 
(p. 100). “To put the label schizophrenic on someone . . . is 
simply reprehensible” (p. 97). 

In conclusion, I cannot recommend this volume to readers 
of this journal or to trainees in the various mental health dis- 
ciplines at any level. The book that truly corresponds to this 
title remains to be written. 


REFERENCE 
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The Childhood Emotional Pattern in Marriage, by Leon J. 
Saul, M.D. New York, N.Y., Van Nostrand Reinhold Co. 
(Litton Educational Publishing), 1979, 447 pp., $15.95. 


A good man has written a book that illustrates in title as 
well as in text the rather circumstantial axiom of so many 
psychoanalysts: the shortest distance between two points is 
via yesterday, if not via Thebes, Oedipus’ home. 

Saul’s therapeutic approach to marriage is earnest, con- 
cerned, and humane, but unnecessarily roundabout. In his 
treatmeat of a young woman complaining of marital diffi- 
culties, for example, after spending his first session with her 
getting an overview that focuses more on her past and child- 
hood than on her current difficulties, he starts his treatment 
in the second session with, ‘‘Before telling me about the 
marriage, please tell me more about your past. How did you 
behave in your home?” (p. 147). Thus the marriage problems 
themselves are postponed to some future time, not to be 
dealt wizh in themselves (although they often exist in them- 
selves) but only in the light of previous experiences. Such 
methods hardly shorten treatment time, and, to me, the addi- 
tional costs in time, effort, and the possibility of confusion 
far outweigh the benefits derived. 

Saul seems to overlook the fact that interactional diffi- 
culties in marriage tend to be at least as important as intra- 
psychic ones and that they require very different treatments 
(particularly joint interviews, to define and correct the nega- 
tive aspects of these interactions). He does not list joint or 
conjoint sessions in his index, and the four entries there on 
the “importance of interviewing both partners’ all discuss 
separate interviews with spouses. 

Saul's history is inaccurate, like many other psycho- 
analytic appraisals, the most notorious of which is Freud's 
"Moses and Monotheism"' (1), about which Morris Cohen 
(2) asserted, “If anyone else had written this book, we 
should be justified in dismissing it as the work of an opin- 
ionated crank who is more interested in his tortuous specula- 
tion than in getting at the verifiable facts.” 

In asserting that ‘‘the roots of our present marital system 
can be found . . . in the Judeo-Christian, Greco-Roman peri- 
od” (p. 44), Saul lumps together several fundamentally dif- 

¿ferent attitudes, especially toward the sexuality that lies at 
the core of any ''marital system.” He particularly overlooks 
the mutual reinforcement of Jewish worship and Jewish mar- 
ital sexuality resulting from the Biblical concept that the love 
of God fov Israel is like the love of man for wife. Christianity, 
although affected by the antisexual bias of Saints Paul and 
Augustine, has adopted a similar interpretation by com- 
paring the love of Christ and Church to that of man and wife. 

Sauls personal warmth, strength, and decency come 
through clearly in his case descriptions. I suspect that these 
are primarily responsible for his therapeutic successes. Nev- 
ertheless, Saul's techniques in less responsible hands could 
be catastrophic. 
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Population Pressure and Cultural Adjustment, by Virginia 
Abernethy, Ph.D. New York, N.Y., Human Sciences Press, 
1979, 179 pp., $12.95. 


Virginia Abernethy is an anthropologist in the Department 
of Psychiatry at Vanderbilt University. Her articles on fam- 
ily planning programs in psychiatric facilities, on sex roles, 
psychotherapy, and interpersonal relationships, and on ado- 
lescent pregnancy have been substantial contributions to the 
mental health literature. Although her current volume con- 
tains little of clinical relevance, it will appeal to readers inter- 
ested in cultural processes, epidemiology, and public health. 

Abernethy's central thesis is that ''population pressure 
triggers, or results in the elaboration of, cultural mechanisms 
which restrain further population growth, so that there is os- 
cillation around a point at which resources and demand for 
resources are balanced." She regards behavior, public poli- 
cies, and moral codes as "the outcome of responses to per- 
ceived abundance or scarcity of resources.” 

Historical and current exámples of sociocultural mecha- 
nisms that affect population growth are presented clearly. 
Mechanisms that limit opportunity for sexual intercourse in- 
clude rules forbidding the remarriage of widows in India, the 
requirement of a bride-price in Africa, kinship restrictions on 
marriage partners, and taboos on postpartum sex (up to sev- 
en years among the Yapese). Mechanisms that decrease the 
chances of conception include deliberate birth control tech- 
niques as well as such rituals as subincision of the urethra, 
which produces a ''mini-sterilization." Abortion has been 
practiced ''by the very large majority of peoples on all conti- 
nents.” Indirect mechanisms that increase infant or general 
mortality include social stratification, warfare, human sacri- 
fice, and cannibalism; infanticide is a direct mechanism. 
Cross-cultural findings link high rates of female infanticide 
with scarcity of farmland. Even though infanticide has never 
been approved of in Christian countries, it was revealing to 
discover its appalling prevalance in Europe, especially Eng- 
land, through the nineteenth century. 


Perhaps the strongest evidence for Abernethy's thesis 


comes from New Guinea. The Enga and the Fore are groups 
that differ in population density and their perception of it and 
in sociocultural mechanisms regulating population growth. 
The Enga, on the one hand, live in a state of chronic over- 
population and consequently deemphasize sexuality and re- 
production through the sacrifice of widows when their hus- 
bands die, infanticide, late marriage, prohibition of pre- 
marital sex, male-female segregation, and the idealization of 
celibacy. The Fore, though, are threatened by extinction 
because of chronically low population density: ‘*Their cul- 
tural beliefs and practices consistently emphasize romance, 
sexuality, early marriage, fertility, and preservation of life 
against the malevolence of wife-stealing sorcerer-neighbors.”’ 
. One cannot help but be reminded of Margaret Mead's 
work on human sex roles. She, too, found support for a 
thesis in New Guinea. A major difference, however, is that 
Mead collected primary data; Abernethy reports the data of 
others. She has reviewed and synthesized an enormous 
amount of historical, social, cultural, and economic informa- 
tion. Her expositions become more complex as she exam- 
ines more complex, Western societies; I feel that these are 
somewhat less convincing than her discussions of New 
Guinea. Abernethy’s chapter on the current Western scene 
is intriguing because she regards the trend toward individ- 
ualism as a homeostatic response to overpopulation. Moral 
imperatives that stress ‘‘doing your own thing" and explor- 
ing the boundaries of personal consciousness lead to such 
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behaviors as abortion, homosexuality, communal living, 
and, for women, pursuing goals other than marriage and 
motherhood. Although these behaviors tend to limit popu- 
lation size I am not so sure they are primarily a result of 
conscious or unconscious concerns about overpopulation. 


‘Although such concerns may be a significant factor in the 


equation, many other concerns and variables probably inter- 
act with each other. I think that a truly "scientific" under- 
standing of the phenomena about which Abernethy writes 
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demands a systems approach, which may be beyond our cur- 
rent capability. 

In sum, this is an engaging volume of creative scholarship. 
Material is presented clearly and concisely. Reference; fol- 
low each chapter. This is a suggestive rather than a d=fini- 
tive, comprehensive, or revolutionary book. 


ARMANDO R. FAVAZZA, M.D., M.P.H. 
Columbia, Mo. 
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Report of the Committee to Visit South Africa 


THE GOVERNMENT of South Africa has been accused repeat- 
ecly of abusing blacks in psychiatric facilities and of placing 
blacks in such facilities for political reasons. Charges have 
come from the World Health Organization (WHO), the for- 
eign press, and sources within South Africa. Members of the 
American Psychiatric Association (APA), at the 1977 meet- 
ing of the World Psychiatric Association (WPA), added their 
voices to this growing criticism of South Africa and echoed 
the concerns previously voiced by APA's Committee of 
Black Psychiatrists and others. 

South African officials have denied all of these allegations 
ir. print and other publiz forums. They attribute the criticism 
of their country's psychiatric facilities to unfounded charges 
created and purveyed by the Church of Scientology. They 
Cite an aide-mémoire of the International Red Cross to the 
effect that its delegation, which visited South Africa in late 
1976, ‘‘did not find, in any of the psychiatric institutions 
which they visited, any patient hospitalized for other than 
medical reasons.’’! The South African Department of Health 
said that any legitimate group was welcome to conduct an 
objective investigation and insisted that if WHO inspected 
psychiatric facilities in South Africa, it would be forced to 
repudiate most of the statements it made in the well-pub- 
licized critique prepared for the United Nations Special 
Committee Against Apartheid.? 

Like most criticisms of South African mental health care, 
the UN committee’s charges (detailed below) were directed 
primarily toward the government-funded private psychiatric 
facilities of Smith, Mitchell & Co. The Smith Mitchell facili- 
ties, under contract to the South African government, pro- 
vide racially segregated care on a per diem basis for chronic 
psychiatric patients transferred from state institutions. 
These facilities, most of which are for blacks, were the focus 
of APA's investigation. 

APA's concern about the psychiatric abuse of blacks in 
south Africa became public at the 1977 meeting of the World 
Psychiatric Association in Hawaii. At that time, Dr. Hymie 
Moross announced that Smith, Mitchell & Co. had autho- 
rized him to extend an invitation to an inspection team of 
zwo psychiatrists to investigate the accusations made by the 


The committee consisted of Alan Stone, M.D., Chairperson, 
Charles Pinderhughes, M.D., Jeanne Spurlock, M. D., and Jack 
Weinberg, M.D. (Observer-Participant). 


T Attachment to letter from Alexandre Hay, President of the Inter- 
national Red Cross, to S.W. van der Merwe, South African Minis- 
ter of Health, May 31, 1977. 


?''Comments on the Report of the World Health Organization: Men- 
tal Health Services in South Africa," undated report from the 
South African Department of Health. 
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United Nations Special Committee Against Apartheid. Sub- 
sequently, the South African Department of Health also ex- 
tended the invitation. In response to APA’s request to add 
two additional.members to the investigation team, which 
was approved, Jack Weinberg, M.D. (then President of 
APA) appointed an.investigative committee composed of 
Alan Stone, M.D., then President-Elect; Charles P nder- 
hughes, M.D.; former Trustee-at-Large; and Jeanne Spur- 
lock, M.D., Deputy Medical Director. This committee, to- 
gether with Dr. Weinberg, traveled to South Africa ir. Sep- 
tember 1978 to attempt the objective survey the South 
African government insisted would disprove the charzes of 
abuse and unnecessary hospitalization. 

In the course of the 17-day survey, the committee mem- 
bers typically worked 18 hours a day, visiting psychiatric fa- 
cilities and meeting with patients, nurses, supervisory staff, 
and physicians. Survey protocols prepared in advance pro- 
vided a framework for evaluating the facilities visited. Mate- 
rials for hospital audits, developed by APA and the Veterans 
Administration hospital system, were used as models in the 
development of the survey instrument. 

Our investigation convinced us that there is good reason 
for international concern about black psychiatric patients in 
South Africa. We found unacceptable medical practic2s that 
resulted in needless deaths of black South Africans. Medical 
and psychiatric care for blacks was grossly inferior :o that 
for whites. We found that apartheid has a destructive mpact 
on the families, social institutions, and the mental health ofs 
black South Africans. We believe that these findings sub- 
stantiate allegations of social and political abuse of pzychia- 
try in South Africa. 

Some of the charges of abuse were misleading. We found 
no evidence that black dissidents are confined in Smith 
Mitchell facilities. However, what we did find is sufficiently 
disturbing to warrant criticism and continued scrutiny by ob- 
jective international observers. We were heartened to dis- 
cover concern about and criticism of these abusive apartheid 
practices among psychiatrists, physicians, medical stadents, 
and nurses in South Africa. 

In this report, we have tried to be as objective as w2 could 
be as foreigners confronting for the first time a country 
whose astonishing physical beauty and hospitable people 
were in such stark contrast to the ugliness of its apartheid 
system. 

The tragedy of apartheid also affects whites, including 
psychiatrists. Many of South Africa's most distinzuished 
psychiatrists have emigrated or are emigrating because of 
apartheid. Many of the older psychiatrists who remain are . 
separated from their children, who have emigrated. South 
African psychiatry, never a numerically strong specialty, 
seems dispirited, and it is estimated that only 150 cualified 
psychiatrists remain to serve a population of 25 million 
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people. The psychiatrists and other officials we met were un- 
failingly gracious and hospitable. Some tried to justify apart- 
heid, but most South African psychiatrists recognize the 
problems of apartheid, and some seek to réduce its brutal 
impact. However, even those who oppose the system are 
caught up in its evils. Many white South Africans we met 
were highly critical of apartheid when talking to us in pri- 
vate, but public opposition to apartheid is fraught with per- 
sonal risks. 

The objectives of the white minority government in South 
África include much more than mere separation of people 
according to racial background. The government has sought 
ways to rationalize and deny blacks both citizenship and 
votes. Most blacks have been relegated to designated re- 
stricted areas (known as ''homelands""), although the black 
labor force is contained in industrial areas. These oppres- 
sive, discriminatory laws and enforcement procedures result 
in wholesale conflict, disruption of families, dislocation of 
people, and racial polarization. 


THE TERMS OF THE APA COMMITTEE'S VISIT 


South Africa's Secretary for Health, J. de Beer, sent a let- 
ter to Melvin Sabshin, M.D., inviting the APA investigative 
committee 


to familiarise yourself with psychiatric services in the Re- 
public of South Africa. The prime objective of the visit 
would be to investigate the accusations made by the 
United Nations Committee Against Apartheid in regard to 
psychiatric services in this country. . . . Should your Asso- 
ciation accept this invitation, the Department will ensure 
that the necessary facilities are placed at your disposal to 
enable vou to attain the objective of your visit as set out 
above. [emphasis added] 


The committee responded to this invitation with a series of 
letters and cables to establish the specific terms of the visit. 
These negotiations were necessary for several reasons. 
First, we wanted direct access through our own interpreter 
to patients, records, and various white and black psychiatric 
facilities. We felt we could not make an objective survey on 
a.gaided tour. Second, WHO had declined a similar in- 
vitation because of a 1976 South African law (the Mental 
Health Act Amendment) directed toward anyone ''who pub- 
lished or causes to be published in any manner whatsoever 
any false information concerning the detention, treatment, 
behavior or experience in any (mental) institution (of any 
past or present patient) or concerning the administration of 
any institution." Violation cf the law can lead to a fine of 
approximately $1,150 and/or imprisonment for up to one 
year. WHO felt this law would inhibit potential informants, 
interfere with an objective inquiry, and possibly raise legal 
questions about their own actions in South Africa. We re- 
quired clarification of the implications of this law for our vis- 
it. Third, we wanted official assurance that the South Afri- 
cans would accept black Americans as members of APA's 
committee because we were unwilling to accept a racially 
restricted invitation. Fourth, we wanted -official permission 
to visit the homelands, where three major black facilities are 
located. (Visas to South Africa do not routinely permit entry 
into the homelands.) 

South African officials readily agreed to the presence of 
black Americans on our committee and to our entry into the 
homelands. We were assured by a Department of Health of- 
ficial that the law forbidding publication of ''false informa- 
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tion" would not be a problem for us, and other sources with- 
in South Africa also assured us that people would be willing 
to talk with us. Our experience proved this to be so. 

We were offered access to all Smith Mitchell facilities, and: 
we were ultimately invited by Dr. de Beer, South African 
Secretary for Health, to visit public psychiatric. facilities 
"provided time is allowed to obtain a balanced picture.” We 
had assumed this meant we could evaluate these institutions 
as carefully as the private facilities and using the same sur- 
vey protocols. However, after we began our detailed investi- 
gation of the Smith Mitchell private facilities, Dr. Henning, 
Chief Psychiatrist for the Department of Health, informed us 
that we could not make the same kind of study of the public 
mental facilities. He said the government thought that the 
aide-mémoire of the International Red Cross had absolved 
the South African government of any allegaticn of political 
abuse of psychiatry and noted that our visit was being per- 
mitted as a courtesy. Consequently, we were not allowed to 
interview staff and patients, examine records, or use our sur- 
vey instruments to evaluate public facilities. These institu- 
tions decide which black patients are transferred to Smith 
Mitchell facilities and are the source of all of Smith Mitch- 
ell’s patients. We were thus prevented from investigating a 
crucial link in the mental health service system. We were 
also unable to make a potentially useful comparison between 
the state-operated facilities and those operated by Smith 
Mitchell. We were given guided tours of three state-operated 
facilities. Some of the staff members at the state facilities 
were quite open, which provided us an opportunity to get 
some information but not a solid perspective. 

The APA Board of Trustees voted to submit a draft of the 
report that follows to the South African Department of 
Health, to Smith Mitchell, and to others in South Africa for 
comment. Àn extensive response submitted by the Depart- 
ment of Health in effect denied every critical finding. Where 
relevant new information was provided, changes were made 
or qualifications added, but most of our conclusions were left 
essentially unaltered. 


THE/WHO CHARGES AND THE APA COMMITTEE 
FINDINGS: A SUMMARY 


Chakges Involving Smith Mitchell Facilities for Blacks 


1. An unduly high death rate: True. The committee found 
evidence of needless deaths among black patients. 

2. Substandard care: True. The committee found sub- 
stantial grounds for this charge at most of the Smith Mitchell 
facilities. 

3. Abusive practices: True in some instances. The com- 
mittee found substantial grounds for this charge at some of 
the Smith Mitchell facilities. 

4. Grossly inadequate professional staff: True. The evi- 
dence is unequivocal. 

5. Inappropriate use of drugs and electroshock treatment: 
False. The committee concluded that there was no sub- 
stance to this charge in the facilities we were allowed to in- 
vestigate. 

6. Exploitation of patient labor: Equivocal. There is no 
evidence that Smith Mitchell has made significant profits 
from patient labor, but there are unresolved questions about 
its use of patient labor. 


Broader Charges 


7. The government of South Africa confines po.itical dis- 
sidents in mental health facilities, including Smith Mitch- 
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ell’s: False, The committee found this allegation to be false 
for the facilities we were allowed to investigate. 

&. Apartheid has had destructive implications for the men- 
tal health of black South Africans: True. 

The standards by which the APA committee judged South 
African psychiatric facilities should be made clear. First, we 
apolied a minimal standard: Was the medical and psychiatric 
care so inadequate and unsatisfactory as to hinder the treat- 
ment, rehabilitation, or even the physical well-being of the 
patients? Second, how did the treatment of black psychiatric 
patients compare with that given white patients? (Since we 
were permitted to examine Smith Mitchell facilities for 
whites as well as blacks, a valid comparison at that level was 
possible,) By both of these standards, we found cause for 
grave concern about black patients in some facilities. We 
should emphasize that we were told that much of what we 
fcund unacceptable was the responsibility of the government 
rether than Smith Mitchell. 


THE SURVEY 


The committee attempted to evaluate 9 of the 12 Smith 
Mitchell facilities listed in table 1 and to visit the other insti- 
tutions listed in table 2 in less than 3 weeks. Our evaluation 
cf Smith Mitchell facilities included 1) interviews with su- 
pervisory staff and attending physicians and psychiatrists, 2) 
interviews with nursing staff, 3) interviews with patients 
through interpreters, 4) examination of medical records of 
patients then in the facility, 5) examination of records of pa- 
tients who had recently died, and 6) inspection of the facility, 
:ncluding all treatment, living, and activity areas, e.g., 
wards, toilets, kitchen, dining area, laundry, examining 
rooms, sick bay, industrial therapy, and occupational thera- 


Although we used the survey instruments that had been 
prepared in advance, much of the information we had to 
work with was necessarily supplied by Smith Mitchell em- 
ployees. Limitations of time made it impossible to document 
all of their information. The 1977 annual reports of some of 
the facilities, provided by Smith Mitchell, were useful but 
differed quite widely in scope and content. We have checked 
Smith Mitchell’s information whenever possible, and it is 
our impression that the company officials made no organized 
effort to distort either the information supplied directly to us 
or the annual reports copied for us. Indeed, Smith Mitchell 
officials were generally candid and cooperative, although ea- 
ger to present their efforts in a good light. 

Throughout our stay in South Africa we consulted with a 
variety of professionals not associated with Smith Mitchell, 
including members of the South African Department of 
Health, the South African Medical and Dental Council, the 
Nursing Council, and the South African Medical Associa- 
tion; South African public information officers; black offi- 
cials of the Lebowa ''homeland"'; officers of the Association 
of South African Psychiatrists and members of its Northern 
Transvaal branch; and the American ambassador to South 
Africa and embassy staff. Furthermore, we met on our own 
initiative with people from various walks of life who gave us 
a very different perspective. Even our brief visits to black 
townships, black homelands, and the black squatter commu- 
nity of Crossroads gave a sense of the broader implications 
of apartheid. 

Ultimately, we have relied most in writing this report on 
our own impressions, which we checked and compared in 
lengthy taped debriefing sessions after each day’s work. 
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TABLE 1 
Smith-Mitchell Facilities 
Racial 
Classification 
Name Number of Beds of Patients? 
Visited by the 
committee 
East Rand 500 Colored 
Ekuhlengeni 1,300 Black (homeland) 
Majestic Hotel 170 White 
Randfontein 1,450 Black 
Randwest 3,240 Black 
Struisbult 100 (psychiatric) White 
Thabamoopo 1,200 Black (homeland) 
Waverley 755 Black 
Witpoort 380 White 
Not visited by the 
committee 
Allanridge 400 Black 
Poloko 1,200 Black (homeland) 
Springfield 250 Asian 


?South African racial policy delineates four separate racial groups: white, 
Asian, colored, and black. Smith Mitchell has separate facilities for each of 
these groups. 


TABLE 2 
Other Facilities Visited (by Guided Tour) 
Name of 
Facility Location Description 
State psychiatric 
facilities 
Weskoppies Pretoria Segregated treatment facilitizs 
Sterkfontein Johannesburg Segregated treatment facilites 
Valkenburg Capetown Segregated treatment facilities 
Medical Schools 
Capetown Capetown Admits only white and 
| colored medical students 
Durban Durban Admits non-white students 
General hospitals 
Groothoek Lebowa Black facility 
Grooteschuur Capetown Segregated facility 
Baragwanath Soweto Black facility a 
Universities " 
Free University Lebowa Black university 
of the North 


Witwatersrand Johannesburg White, with special exceptions 


SMITH MITCHELL'S ORGANIZATION AND 
OPERATIONS 


Smith, Mitchell & Co. is a partnership of three chartered 
accountants, headquartered in Johannesburg, who act as 
‘secretaries’ for 89 different companies, 12 of which are 
psychiatric hospitals. Smith Mitchell is the agent‘for the psy- 
chiatric institutions listed and so designated in table 1 ,which 
were developed under the leadership of Mr. David Tabatz- 
nik, a South African businessman. Mr. Tabatznik began by 
leasing abandoned mining compounds and converting them 
into facilities for tuberculosis patients, an idea that proved 
profitable. 

Mr. Tabatznik used the same approach to create psychiat- 
ric beds when the public mental hospitals became over- 
crowded. He and a variety of associates apparently put up 
capital, lease a compound, convert it, and then seek to pro- 
vide care at a per diem rate lower than the government can 
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achieve in its own facilities. The lower costs are attributed to 
the company’s ability to operate outside the government bu- 
reaucracy. Under a contractual arrangement, the South Afri- 
can government reimburses Smith Mitchell oh a per patient, 
per diem basis. Mr. Tabatznik and his associates expected to 
make a profit, and they have done so. 

Smith Mitchell's raison d'étre is to provide care for less 
than it would cost the government, so it adheres to the com- 
mon South African practice of paying blacks substantially 
less than whites for the same work. Furthermore, since 
Smith Mitchell's goal is to maximize profits, it is clear that 
without close supervision the company might have a strong 
incentive to cut costs to the detriment of patients. The gov- 
ernment pays 1.695 rand (approximately $1.95) per day for 
the care of each of the 2,840 black psychiatric patients at 
Randwest. Smith Mitchell receives 1.915 rand (approximate- 
ly $2.20: for the care of each mentally retarded black child 
there. The rate is slightly higher for the care of the 400 black 
patients at Allanridge: 2.11 rand per day, or approximately 
$2.43. (The purchasing power of $2.00 is somewhat greater 
in South Africa than in the United States; a South African 
Embassy official estimated the rand's purchasing power at 
twice thet of the dollar.) In contrast, Smith Mitchell is paid 
rates tha: vary from 5.33 rand (approximately $5.90) to 6.375 
rand (approximately $7.33) for the care of white patients now 
at Witpoort.? The rate for white patients at Struisbult is 7 

rand (approximately $8.05). Smith Mitchell attributes the dif- 
ference in the per diem rates for white and black patients to 
the large" numbers of patients in its black facilities and the 
higher wages paid to whites. However, the committee gives 
little crecence to these explanations on the basis of our ob- 
servations of the conditions and quality of care provided 
white patients in comparison with blacks. 

It should be noted that Smith Mitchell has neither total 
financial -esponsibility for nor total control over care at its 
black fac-lities. For example, the government provides the 
medical cfficers at most Smith Mitchell facilities, and some 
nurses are seconded from the government and paid by Smith 
Mitchell. Increasingly, however, Smith Mitchell is hiring, 
training, and paying its own professional staff. We do not 
claim to understand the intricate financial arrangements of 
eall of Smizh Mitchell’s facilities, but it is clear that less than 
$2.00 per day is available after corporate profit-taking for 
each patient's care at a typical black Smith Mitchell facility. 

The division of responsibility between Smith Mitchell and 
the South African government creates confusion about ac- 
countabili-y. The Secretary for Health, in his interview with 
us, attempted to draw a bright line between his Department 
and Smith Mitchell, financially and in other ways. He said 
that the arrangement between Smith Mitchell and the gov- 
ernment o-iginated when the overcrowding in public psychi- 
atric facilities became severe and private contractors were 
invited to submit bids for the care of chronic psychiatric pa- 
tients. The bids were solicited and accepted by a tender 
board in a separate government department. After the initial 
rate is det2rmined by the tender board, the Department of 
the Treasury reconsiders the rate annually on the basis of 
audited financial statements. Thus, the Secretary for Health 
contended that this tender board and the Treasury, not his 
departmen!, selected Smith Mitchell and set the per diem 
rate. None:heless, because of supervisory responsibility, the 
seconded rurses, and the way medical officers are provided, 
the Deparument of Health has a complex relationship to 


3These figures are from a letter from J.H. Randall of Smith, Mitchell 
& Co. to Alan Stone. 
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Smith Mitchell, and it is not possible for us to follow the 
bright line the Secretary for Health attempted to draw. 


CHARGES AND FINDINGS: AN ANALYSIS 
I. Unduly High Death Rate 


A. Findings 

The most shocking finding of our investigation was the 
high number of needless deaths among black patients in 
Smith Mitchell facilities. Our judgment atout needless 
deaths is based on 1) the diagnosis given as cause of death 
and the course of the fatal illness, 2) treatment, as indicated 
in the records, and 3) interviews with staff. Tne committee 
attempted to examine the medical records of four recently 
deceased patients at each black Smith Mitchell facility. At 
some facilities, such as Randwest, we were ab.e to examine 
more. 

At none of the facilities did we find evidence of adequate 
medical care during the patients' final illnesses. Even when 
patients were diagnosed as having a treatable illness such as 
bacterial pneumonia, there was no evidence that they re- 
ceived antibiotics, and the course of these treatable illnesses 
indicated that no proper treatment was given. Staff members 
made no claim that treatment was given but not recorded. 
Many of these deaths cannot be attributed simply to old age 
or to allowing elderly patients to die comfortably. The death 
rates are even higher at Smith Mitchell’s geriatric facilities, 
but we saw charts of black patients in their 40s and 50s who 
were apparently allowed to die. 

We were told that the medical care of black patients was 
not the responsibility of Smith Mitchell but rather of local 
physicians arranged and paid for by the government. If this 
is correct, then the major responsibility for these needless 
deaths rests with the local physicians and those government 
officials whose responsibility it is to supervise them. 

It should be noted that the examination of white patients’ 
records revealed some similar instances of negligent medical 
care and needless deaths in Smith Mitchell facilities. Again, 
we were told that this is the government’s responsibility. 

One of the original claims against Smith Mitchell was that 
patients often died within a few days of admission. The 
South African authorities provided data to demonstrate that 
there were relatively few such deaths.* However, since pa- 
tients are supposed to be examined at state hospitals before 
transfer to Smith Mitchell facilities, there can be no satisfac- 
tory explanation for these deaths so soon after admission. 

Because we were not allowed to investigate the state hos- 
pitals, we cannot determine the quality of their medical care 
for black patients. However, examination of the state hospi- 
tal medical records that accompany patients to the Smith 
Mitchell facilities suggested that many black patients do not 
receive adequate medical or psychiatric evaluation or care 
before transfer, despite the fact that the Mental Health Act 
requires a report on current medical status. We believe that 
in some instances acutely ill black patients were transferred 
from state hospitals to Smith Mitchell facilities. 


B. Recommendations 
1. We urge that no patient be transferred to Smith 
Mitchell without a a physical and psychiztric exami- 
nation. 
2. We urge the Depa imeni of Health of South Africa to 


4Presented by Dr. H. Moross at the World Psychiatric Association 
Meeting, Honolulu, Hawaii, 1977. 
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review its procedures for supervising the quality of medical 
care provided patients in Smith Mitchell facilities. Informa- 
tion supplied by the Department of Health indicates that 
their regulations provide for supervision, but these regula- 
tions do not seem to be properly implemented. 

3. We urge the Department of Health of South Africa to 
investigate the evidence that psychiatric patients with easily 
treatablé acute medical conditions have been deprived of 
life-saving medical treatment. 

4. We urge the Association of South African Psychia- 
trists to prepare an independent review of the medical rec- 
ords of all patients who died Jast year in Smith Mitchell facil- 
ities. Based on this extensive survey, procedures should be 
developed for future ongoing review of patient deaths. 


II. Substandard Care 


A. Findings on Conaitions of Care 

As might be expected from the evidence of needless 
deaths, the quality of the medical care at black facilities was 
rated as grossly inadequate. Most of the patients we inter- 
viewed reported that they had never had a physical examina- 
tion during their hospitalization. For example, most patients 
responded negatively when the interviewer, through the in- 
terpreter, described a stethoscope and a blood pressure ap- 
paratus and asked them if anyone had ever used such in- 
struments on them at the hospital. We attempted to inter- 
view four patients at each black facility. Most patient 
irterviews were borne out by our review of medical records. 

Psychiatric care at most of the institutions was similarly 
inadequate. The part-time psychiatrists responsible for black 
patients speak none of the native languages. They rely on the 
black staff as interpreters, but in some cases there are no 
siaff members who speak the patients' language. Several of 
the psychiatrists had not heard of tardive dyskinesia, despite 
the fact that their main responsibility was the care of chronic 
psychotic patients, most of whom were maintained on 
neuroleptics. (Ironically, the black nurses we interviewed at 
Thabamoopo were familiar with tardive dyskinesia.) Again, 
we were informed that these psychiatrists were provided by 
the government and not hired by Smith Mitchell. We met 


two psychiatrists who were distinguished and more than 


competent by any standard, but both were elderly and semi- 
retired. One, Dr. Hymie Moross, had been retained by Smith 
Mitchell as a consultant to the entire Smith Mitchell psychi- 
atric enterprise and had no responsibility for hands-on care. 
Medical records demonstrated the inadequacy of the care 
provided by psychiatrists to black patients. For example, the 
results of brief mental status examinations were often totally 
incompatible with the recorded diagnosis. 


B. Findings on Facilities 

Most of the black facilities are converted mine com- 
pounds, previously used as dormitories for black workers. 
They are refurbished barrack-like one-story buildings with 
approximately 40 beds in each ward. The homeland facilities 
were built specifically for use as psychiatric facilities but are 
also barrack-like structures. 

The white facilities are substantially different. Witpoort 
was previously a general hospital for black miners. It is new- 
ly refurbished and superior in physical aspects to all of the 
other Smith Mitchell facilities. Struisbult makes use of aban- 
doned mine buildings but apparently not of the black work- 
ers' barracks; physically, it is superior to any of the black 
facilities. However, the Majestic Hotel, a converted bank- 
rupt seaside resort, is quite dilapidated and a fire hazard. 

Toilet facilities. Patients are provided neither toilet paper 
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nor washbasins adjacent to toilet facilities. Even very dis- 
turbed patients angrily told us that there was almost never 
any toilet paper. We cannot establish definitive reasons for 
this, but our «interviews indicated a combination of in- 
adequate supplies and staff pilferage. When we raised the 
possibility of staff pilferage some government officials were 
indignant, but others candidly admitted it. We did not per- 
sonally observe the staff stealing toilet paper, but we were 
told by patients that pilferage is a fact of life. Furthermore, 
the annual report of at least one Smith Mitchell facility 
makes it clear that pilferage is the major concern of the re- 
sponsible supervisor. In contrast, white patients had toilet 
paper and more adequate arrangements for washing. The 
Department of Health suggested that ‘when toilet paper is 
provided in hospital [the patients] misuse it, causing s2wer- 
age blockages and inconvenience to their fellow patients.” 

Bedding. Many black patients by policy are not provided 
sheets, despite the fact that a significant number are in- 
continent (Smith Mitchell volunteered the information that 
blankets are more difficult to clean and retain the stench). It 
should be noted that there was a shortage of sheets for 
blacks in the state hospitals as well, and this was candidly 
attributed by one psychiatrist to staff pilferage. In contrast, 
all white patients had sheets. 

Beds. Most black Smith Mitchell patients are nov sup- 
plied with beds, but in many instances they were crowded 
together without adequate ventilation. However, Smith 
Mitchell, by all reports, has done much to improve these 
conditions. Most wards we inspected met minimal standards 
(i.e., were not harmful to the physical health of the patients), 
but all were inferior to white Smith’ Mitchell facilities. A 
number of black patients slept on the floor in state facilities 
because of overcrowding and the lack of beds; this was not 
true in the white wards. The Department of Health asserts, 
"Like so many other Africans . . . they prefer to sleep in . 
that way." However, the medical staff at the state hospital 
attributed this situation to overcrowding. 

Most black patients in Smith Mitchell facilities have no 
lockers, no bedstands, and no personal possessions; bed- 
stands, where supplied, seemed to have been placed there 
for effect. Most of those we examined were empty and 
served no apparent function. In contrast, white patients aree 
less crowded, have better ventilation, and have bedstands 
that contain some personal possessions. 

Dining facilities. Black patients have unnecessarily 
crowded dining facilities. Given the poor personal hygiene of 
many patients and the evidence of infectious respiratory dis- 
orders, this is clearly inadvisable. Whites have uncrowded 
dining facilities that are also more attractive. 

Bathing. Black patients are bathed in group showers. We 
were unable to observe a group being showered and thus do 
not know whether cleanliness is achieved. Our own direct 
observations of the shower facilities and the patients left us 
skeptical. White patients are provided with baths as well as 
showers; their basic hygiene is adequate and they were obvi- 
ously clean. 

Clothing. Smith Mitchell provides two-piece pajama-like 
clothing for black male patients and sack-type dresses or pa- 
jamas for black female patients. Many black patients were 
without shoes. The annual report of Randwest contains an 
inquiry as to whether blacks by cultural preference choose 
not to wear shoes. The answer makes it clear that the ab- 
sence of shoes is not by choice. The Department of Health 
claims that patients ''sell their shoes,"' "prefer to go without 
them," and ''would kick their fellow patients." White pa- 
tients, who are also supplied with clothes by Smith Mitchell, 
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were much better dressed, in customary Western clothing, 
and no ambulatory white patient was without shoes. 

;Fooc. Black patients seem to get enough calories. We saw 
no patients suffering from malnutrition due to inadequate ca- 
loric incake. However, the food for blacks is distinctly inferi- 
or to that served to whites in Smith Mitchell facilities. There 
is no justification for this inferior food on the grounds of cul- 
tural preference, which is the Department of Health’s ex- 
planation. We were informed that black patients had rioted 
in protest over the food at one facility. Furthermore, black 
patients in interviews complained consistently about the 
meals, whereas white Smith Mitchell patients were more sat- 
isfied with their food than most hospital patients in the 
United States. Our direct observations confirmed this dis- 
crepancy. The food served and in storage was distinctly infe- 
rior in b.ack Smith Mitchell facilities. Given the per diem 
cost allowance, this is not very difficult to comprehend. The 
food at Smith Mitchell facilities meets minimum standards, 
but there is a drastic discrepancy between what whites and 
black receive. 


C. Recommendations 

1. We urge that the drastic discrepancies in the care and 
funds available to white and black patients be remedied as 
soon as possible. Apartheid cannot be a justification for in- 
adequate, substandard medical care. 

2. Smith Mitchell has obviously done much to improve 
the quality of black facilities in recent months. Many of the 
black facilities we examined were freshly painted. Smith 
Mitchell claims that this is standard practice. Other observ- 
ers claim, however, that political attention and objective out- 
side investigations have had a salutary effect. We urge the 
Secretary for Health, the Association of South African Psy- 
chiatrists, end other South African officials to continue to 
encourage cutsidé review. 

3. We urge the Association of Psychiatrists or some 
other nongovernmental body to develop uniform standards 
of care for all South African psychiatric patients, regardless 
of race. 

4. The Majestic Hotel facility for white geriatric psychi- 
atric patients is a potential fire hazard. We urge the Depart- 
ment of Hea.th to consider closing it. 

* 
HI. Abusive Practices 


A. Findings s 

All patients interviewed in Smith Mitchell facilities were 
asked if they had been beaten or assaulted by staff or had 
witnessed assaults on other patients by staff. A majority of 
black patients responded in the affirmative. The credibility of 
psychotic patents is obviously a problem, yet it strains 
credulity to assume that a majority would have the same de- 
lusion. One patient in Thabamoopo, a homeland black facil- 
ity, claimed that another patient had been beaten to death for 
complaining about the food. Interestingly enough, this inter- 
view was conducted through an interpreter supplied by the 
Lebowa authorities. Smith Mitchell assured us that the pa- 
tient was delusional. The Department of Health acknowl- 
edged that a patient had been murdered by a nurse but said 
that the murder had taken place at Groothoek, the hospital 
that sends patients to Thabamoopo. There were two black 
Smith Mitchell zacilities in which there were no complaints 
of abuse. In contrast, no white patient at any of the three 
facilities we inspected reported having been assaulted by a 
nurse Or having heard of such an occurrence. 

We did not fiud in Smith Mitchell hospitals a pattern of 
"systematic government-inspired physical violence toward 
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blacks. However, the violence we did find grows out of the 
mentality of apartheid, which treats nonwhites as inferiors 
and accepts the degrading of their humanity as a matter of 
course. Smith Mitchell officials and the company’s annual 
reports suggest that assaults on patients can be attributed to 
inexperienced staff. This is doubtless a contributory factor, 
since most of the care is provided by people with no profes- 
sional training. Our own observations point to lack of super- 
vision, the absence of effective complaint and grievance pro- 
cedures, and the mentality of apartheid and oppression as 
additional factors. 


B. Recommendations 

1. We urge that the Department of Health formulate 
better supervisory procedures. It is essential that doctors, as 
well as other staff, be supervised. 

2. We urge that patients be given some means to bring 
to the attention of responsible authorities incidences of seri- 
ous abuse or assault by staff. Regular access to an ombuds- 
man is one appropriate method. The ombudsman should not 
be a Smith Mitchell employee and should have authority to 
investigate and report to the Secretary for Health. 


IV. Inadequate Medical and Psychiatric Staff 


A. Findings 

The committee attempted at each facility to determine the 
quantity and quality of the staff responsible for the patients. 
The supervisory personnel were interviewed to obtain data 
about the number of staff and their training. Our conclusion 
is based on the data supplied to us by the Smith Mitchell 
authorities. We were not allowed to obtain comparable data 
for the public hospitals we visited. The vast majority of the 
staff in Smith Mitchell facilities are black, with the exception 
of the physicians, the superintendents, and some of the su- 
pervisory personnel. It is difficult to make any realistic as- 
sessment of staff-patient ratios, since most of the hands-on 
care of patients is provided by black nursing assistants who 
have little or no formal nursing education other than 6 
months of on-the-job training. However, it is clear that the 
ratio of physicians and qualified nurses to patients is woe- 
fully inadequate. The committee concluded, based on our 
own observations and the data provided us, that the 10,000 
black patients in Smith Mitchell facilities are not receiving 
adequate medical and psychiatric attention. 

There are no physicians available on a full-time basis to 
patients at any of the Smith Mitchell institutions we visited, 
except Randwest and Ekuhlengeni. The part-time physicians 
and psychiatrists, who are not responsible to Smith Mitchell, 
do not provide even what is necessary for basic custodial 
care. This part-time medical staff is, a fortiori, grossly in- 
adequate to provide decent rehabilitation or treatment. Since 
we found at some black Smith Mitchell facilities patients 
who were not-chronic, and many chronic patients who could 
and should be rehabilitated, the inadequacies of the medical 
staff cannot be justified as appropriate to the hopeless condi- 
tion of the patients. 

The size of the nursing staff is apparently set by govérn- 
ment authority. However, many of the qualified nurses are 
not fully trained in psychiatry and are inadequate for any- 
thing but administrative functions. Given the lack of trained 
professionals, it is apparent that most of the hands-on care at 
Smith Mitchell facilities is provided by nursing assistants. 
Their efforts are guided through a system devised by Dr. Mo- 
ross, consultant to Smith Mitchell. Dr. Moross has separated 
the patients into four groups, depending on the degree of 
their pathology, and has attempted to develop activities and 
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programs appropriate for each group. His system makes pos- 
sible rehabilitative programs that can be run with a minimum 
of training and qualified professionals. The committee was 
impressed by the ingenious conception of these programs, 
but our observations suggest that they have been implement- 
ed productively in only two or three of the institutions (e.g., 
Waverley and Randfontein). 

Obviously, these programs could not compensate for the 
inadequacies in medical, psychiatric, and nursing care. Fur- 
thermore, we concluded that, based on available com- 
parisons, the medical and psychiatric care provided blacks 
was inferior to that given white patients. The committee be- 
lieves that the needless deaths of black patients are in large 
measure attributable to the inadequate numbers and quality 
of the professional staff at Smith Mitchell facilities. 


B. Recommendations 

1. We urge that each Smith Mitchell facility obtain, as 
soon as possible, the services of a full-time physician who is 
accountable for the health and well-being of the patients. 

2. We urge that the Association of South African Psy- 
chiatrists establish minimum standards for professional staff 
to serve patients effectively. 

3. We urge that Smith Mitchell officials work with gov- 
ernment mental health officials to generate support, funds, 
and structures for adequate staffing and supervision. 


V. Abuse of ECT and Neuroleptics in Smith Mitchell 
Facilities 


A. Findings 

The committee found no ECT apparatus in any of the 
Smith Mitchell facilities, and the staff, administration, and 
patients all stated that no ECT is given in those facilities. 
Smith Mitchell officials claim that they have never had ECT 
equipment and have never administered ECT. The com- 
mittee found no evidence contrary to these claims. 

The committee also found no evidence of abuse of neuro- 
leptic drugs. In fact, the dosages of neuroleptics used in 
Smith Mitchell facilities are dramatically lower than those 
customary in the United States and the United Kingdom, an 
observation that was confirmed in patient interviews. The 
only remarkable finding was that a few patients, most of 
whom had epilepsy, indicated that on occasion prescribed 
drugs were not available. On balance, we consider the drug 
regimens in use at Smith Mitchell facilities appropriate. 

In summary, we found no evidence of abuse of neurolep- 
tics or ECT in Smith Mitchell facilities. The only question of 
irregularity we discovered was the possible unavailability of 
prescribed medication on rare occasions. 

Since we were not allowed to inspect state facilities, we 
cannot give an objective appraisal of the use of either neuro- 
leptics or ECT in those facilities. However, we noted that 
low drug dosages (by U.S. and U.K. standards) also seem to 
be the rule in public hospitals. Anesthesia and muscle relax- 
ants are now used in ECT at state facilities, and we were told 
they have been available since 1972. We noted that, because 
of apartheid, there is duplication of all ECT equipment in 
state facilities. 


B. Recommendations 
1. We urge the Department of Health, if it does not now 
have such supervisory capacity, to develop a system where- 
by nurses would be required to file a report with some re- 
sponsible independent supervisory agency (such as the 
Nursing Council) if prescribed drugs are not available at 

Smith Mitchell facilities. 
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VI. Exploitation of Patient Labor 


A. Findings 

The question of exploitation of patient labor can bes: be 
considered: under three headings: the use of patients to per- 
form labor in the hospital, the use of patient labor to do in- 
dustrial therapy and other outside work, and the method of 
paying patients for their work. 

It is common for patients to work in public mental hospi- 
tals everywhere. Until recently in the United States patients 
routinely worked without recompense; now they are usually 
paid. However, the Smith Mitchell facilities are private, 
profit-making institutions, and any work done by pa‘ients 
that reduces Smith Mitchell's costs adds to the profit of the 
private owners. Thus, what might be acceptable in other 
contexts is problematic here. Patients in all of the Smith 
Mitchell facilities seemed to be doing a considerable amount 
of labor that would otherwise be paid for, for example, 
kitchen work, food service, cleaning, laundry, and/or 
maintenance. 

A few of the black patients are apparently paid for their 
labor, but only a fraction of what ordinary workers would 
receive. We do not object to patient labor, and some of its 
uses are ingenious. For example, thé use of women patients 
to care for the mentally retarded at Randwest is an in- 
novation to be applauded. However, Smith Mitche'l's pri- 
vate status taints even this important innovation if patients 
are not paid. 

The black Smith Mitchell facilities — Ekuhlengeni, Waver- 
ley, East Rand, Randfontein, and Randwest among them— 
apparently seek out manufacturing firms willing to subcon- 
tract work to their patients. Such work was more difficult 
than usual to secure in 1977, according to the annua reports 
of several facilities (Ekuhlengeni was unable to find eny), but 
Waverley, Randfontein, and Randwest reported collective 
revenue from this source of almost $30,000 in 1977. The 
work generally consists of simple repetitive tasks such as 
making hangers, putting strings on price tags, and making 
rubber leg guards for miners. White patients do simlar work 
and are apparently paid modest but appropriate amounts. 
However, little if any of the revenue garnered from the sale 
of these goods seems to be returned to the black patients. 
Black patients reported they were paid 1-4 rand pər month 
white patients reported 15-30 rand per month. Oni” at Rend- 
west did we learn of a plan to return the funds tc patients, 
and that was a desultory one: monthly bonuses totalling 
about $30 are divided among especially productiv2 patients. 
The remainder of Randwest's revenue from patieats' indus- 
trial therapy, which totalled $16,000 in 1977, is paid after sal- 
ary and other expenses into a trust fund *'to provide for the 
welfare, maintenance, and education'' of patients and staff in 
South African mental institutions. We do not know exactly 
what expenditures have been made from the Randwest fund, 
but we were told it has been used to support overseas study 
for black staff members, and officials said it might also be 
used to stock libraries for nurses. 

We feel that this money might more appropriacely be used 
for direct benefit of patients, particularly to imp-ove the ex- 


tremely unsatisfactory living conditions at Raadwest, the 


largest and the worst of the facilities we survzyed. Smith 
Mitchell failed to demonstrate that the fruits of :he lators of 
its black patients at Randwest are not being used to enhance 
the company's image through public relations gestures, to 
give benefits to its staff, or for other questionable purposes. 
We are also disturbed that no black participate: in decisions 
about the use of the Randwest fund. 
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B. Recommendations 
1. We urge the Secretary for Health to establish norms 
ceptable to the Association of South African Psychiatrists 
for paying patients who work in public and private hospitals. 
he standard should be formulated by those whose primary 
interest is the patients--Smith Mitchell’s profit motive 
makes it unsuitable for the company to establish such stan- 
dards. 

2. We urge that whites and blacks be paid the same 
amounts for industrial therapy: There can be no justification 
for the use of an apartheid wage scale in paying patients for 
work that is intended to be therapeutic. 

3. We urge that Smith Mitchell not be permitted to con- 
trol the use of money earned by black patients. No Smith 
Mitchell official should have authority to spend patient- 
earned money for any purpose other than direct patient ben- 
efit. Libraries and special training for nurses should be fi- 
nanced by the government, not funds earned by patients. 
The Association of South African Psychiatrists should rec- 
ommend to Smith Mitchell the best ways in which accumu- 
lated funds can be spent to benefit patients. We hope that 
such recommendations will be based on direct consultation 
with the black patients who do the work. 


VII. Psychiatric Hospitalization of Political Dissidents 


A. Findings 

We found no evidence at the time of our visit that Smith 

Mitchell facilities are used to confine blacks because of polit- 
ical dissent or opposition to apartheid. All of the black pa- 
tients we examined had diagnosable mental illness that justi- 
fied some psychiatric intervention. The majority of the black 
patients have chronic psychiatric conditions that date back 
many years. The only unusual aspect is that many black pa- 
tients are initially diagnosed as having toxic psychoses (sec- 
ondary to alcoholism, vitamin deficiency, infection, and ex- 
haustion syndromes). It was our impression, confirmed by 
some of the more sophisticated South African psychiatrists, 
that many of these toxic psychoses are actually functional 
psychoses that could be diagnosed by more careful evalua- 
tion. All patients, black and white, who are transferred to 
Smith Mitchell facilities have been civilly committed, and it 
es our understanding that all patients remain civilly com- 
mitjed during their stay at the private facilities. At some 
black facilities, notably Thabamoopo, we saw patients who 
were still in the early years of their psychotic illnesses. Al- 
though there were some elderly black patients, many were in 
their 30s, 40s, and 50s. In marked contrast, almost all of the 
white patients were in their 60s, 70s, and beyond. 

There was one substantial group of patients whose in- 
voluntary confinement raises questions of prudent psychiat- 
ric judgment. There seemed to be significant numbers of epi- 
leptics (125 of Thabamoopo's 1,198 patients are epileptic) 
who have no obvious mental retardation or other complicat- 
ing neurologic or psychiatric condition. We question the wis- 
dom and necessity of involuntary confinement of this group. 
Many South African psychiatrists and others involved in pa- 
tient care seem to believe that there is a consistent and high 
correlation between violence and epilepsy. Current research 
in South Africa and elsewhere does not support this belief. 
There is certainly no justification for long-term custodial 
confinement of some of the epileptic patients whom we inter- 
viewed and whose charts we reviewed. 


B. Recommendations 
]. We urge the Association of South African Psychia- 
trists to review the population of epileptics at Smith Mitchell 


um 


OFFICIAL ACTIONS 


.€* 


and state facilities and reconsider their continued con- 
finement. ' E ox 


VIII. Apartheid and the Mental Health of Black South 
Africans 


A. Findings l 

The Association of South African Psychiatrists, in a letter 
to Lancet denying the allegations of the WHO report, 
claimed that critics were tying ‘‘the apartheid tin to the tail of 
the psychiatric cat” (1). Nonetheless, our investigation con- 
vinced us that apartheid is a pervasive problem affecting the 
mental health and well-being of black and white South Atri- 
cans alike. 

Because of apartheid policies that seek to contain and 
relocate blacks to distant homelands and the efforts of black 
families to evade these policies, it is difficult for Smith 
Mitchell to return patients to their families, whom they can- 
not even find in many cases. In addition, the Smith Mitchell 
facilities are located far from many black patients' homes, 
and it is difficult for patients' relatives to visit and maintain 
contact with them. This contributes to the social isolation 
and chronicity of black patients and makes the task of reha- 
bilitation difficult. The same problems exist for colored pa- 
tients, many of whom are sent to Smith Mitchell's East Rand 
facility and are thus cut off from their friends and relatives in 
distant Capetown. 

We were told that patients are assigned to distant Smith 
Mitchell facilities only if relatives agree or cannot be con- 
tacted. Thus, assignment to a Smith Mitchell facility is in 
part based on a decision at the public hospital level that the 
patient is already a social isolate suitable for permanent cus- 
todial care. Since we were not allowed to study the transfer 
decision-making process, we cannot be sure how it functions 
at the state hospital level. However, given the overcrowding 
of the state hospitals, their lack of adequate staff, and their 
apparent inability to perform even routine discharge exami- 
nations of patients being transferred to Smith Mitchell facili- 
ties, we question the validity of the screening process for 
black patients and the quality of the effort to contact rela- 
tives to determine whether patients are social isolates. It 
seems likely that to avoid overcrowding, many blacks are 
written off as chronic, hopeless cases and transferred to 
Smith Mitchell facilities. 

We were not allowed to make a thorough examination of 
public mental hospitals, but even the guided tour demon- 
strated the enormous discrepancy between white and black 
facilities. The public white facilities compare favorably with 
the best American public hospitals, as does Smith Mitchell's 
white facility, Witpoort. We believe that the inadequacies of 
the public and Smith Mitchell facilities for blacks, in striking 
contrast to what exists for whites, are a direct manifestation 
of apartheid and that the discrepancy in per diem costs for 
whites and blacks at Smith Mitchell facilities mirrors cost 
practices in the public sector. We conclude that the quality 
of care given black psychiatric patients is a manifestation of 
apartheid and that the decision to transfer patients to Smith 
Mitchell facilities is predicated on the economic constraints 
dictated by apartheid. 

Interestingly, the committee was informed by an elected 
official of the South African government that if there were 
continued objections to Smith Mitchell facilities, they would 
be closed and blacks would have nothing. We assume that 
this was a political statement, demonstrating the apartheid 
assumption that black South Africans and those concerned 
about them should be satisfied with whatever the govern- 
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ment brovides because the alternatives would be worse. We 
are convinced that the vast majority of black patients in 


m 


Smith Mitchell facilities need psychiatric care. If the Smith : 


Mitchell facilities were closed and no alternatives were pro- 
vided for these patients, the results would be disastrous. Our 
investigation revealed that Smith Mitchell facilities have 
made considerable progress, particularly during the past two 
years. If Smith Mitchell's annual reports are accurate, con- 
scientious efforts at improvement continue. Nonetheless, 
the stigma of apartheid is pervasive. 


Apartheid also significantly affects conditions within the | 


Smith Mitchell facilities in less obvious ways. The morale of 
the black nursing staff is directly affected by apartheid wage 
scales: almost all black nurses were indignant that they are 
paid substantially less than white nurses. However, the 
nurses are well-off in comparison with other black workers, 
whose wages generally average one-fourteenth those of 
whites. It is also clear that apartheid creates a dehumanized 
view of blacks. We have no doubt that as long as that view 
prevails, it will be reflected in the quality of care and the 
unnecessary deaths among black psychiatric patients. 

The Smith Mitchell facilities can be viewed as only a sub- 
system of the larger South African apartheid system, reflect- 
ing in microcosm some of its pathogenic governmental and 
social structures and processes. A powerful contrived reality 
has been developed in South Africa that favors and protects 
whites while excluding, neglecting, or oppressing blacks. 
Smith Mitchell functions in this context—indeed, probably 
would not exist without it—and must conform to it. 

The contrived reality of apartheid, based on pervasive dis- 
crimination against blacks, undermines blacks’ mental 
health by proclaiming them inherently inferior and robbing 
them of individuality. The all-important racial classification 
assigned blacks at birth severely restricts their social, eco- 
nomic, and physical mobility. Legislation prohibits mixed 
marriages. Many jobs and salaries are regulated by race. 
Black children attend overcrowded, understaffed, and poor- 
ly maintained schools, and only 4.5% reach high school. 
Blacks must carry at all times ‘‘identity documents,” pre- 
viously called *'passbooks.'" The apartheid regime largely 
denies blacks political influence, jailing and harassing those 
who organize to oppose apartheid. 

The apartheid policy of relocating blacks to the homelands 
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‘has also done much to undermine the mental health of blacks. 


by destroying their family ties. South Africa has long denied 
blacks citizenship and the right to own land and has confined `- ` 
and attempted,to relocate blacks. Under apartheid, 80% br 

the country's population is to be relegated to 15% of its land. 


` area. Blacks are to be largely confined to homelands that are >- 


without the resources necessary for economic survival. ` 
Large numbers of black male workers are forced by.econom-- 
ic necessity to remain near industrial centers, where they are 

housed in ‘‘bachelor compounds.” Many see their families | 
only once or twice a year, if at all. Men thus separated from 

their wives and families are vulnerable to all of the psychiat-- | 
ric problems that attend social and sexual isolation, and simi-.. © 
lar problems face their families, whose traditional structure  . 
has been destroyed by the apartheid policy. Black workers ^ 


face a cruel choice: near-permanent separation from their ~. 


families in semi-urban poverty, or even more bitter rural 
poverty in the homelands. l 
Apartheid, as we witnessed it in the black townships, the 
squatter communities, and the homelands, as well as in the 
psychiatric facilities, has destructive implications for ali the 
races of South Africa. We have focused our report and in- 
vestigation primarily upon its impact on blacks, but apart- 
heid is a South African obsession that consumes all of its 
citizens. 


B. Recommendations 

1. We urge the Association of South African Psychia- 
trists and other organizations and agencies involved in men- 
tal health to take a fresh look at the impact of apartheid on 
the mental health of the South African people. 

2. We urge health-related government agencies, medi- 
cal schools, and medical societies to accept responsibility for 
the failure of South African educational institutions to pro- 
duce black physicians, psychiatrists, and other important 
medical personnel. We recommend that priority be given to 
this matter in the planning and allocation of resources within 
each institution involved in medical and premedical educa- 
tion. 
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Brief Summary of Prescribing Information 


INDICATIONS —CYLERT is indicated as an integral part of a total treatment pro- 
gram which typically includes other remedial measures (psychological, 
educational, social) for a stabilizing effect in children with a behavioral syndrome 
characterized by the following group of developmentally inappropriate symptoms: 
moderate to severe distractib.lity, short attention span, hyperactivity, emotional 
lability, and impulsivity. The diagnosis of this syndrome should not be made with 
finality when these symptoms are only of comparatively recent origin. Nonlocaliz- 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may 
not be present, and a diagncsis of central nervous system dysfunction may or 
may not be warranted. 

Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms 
being used to describe the above signs and symptoms. In the past, a variety of 
terms has been associated with these signs and symptoms, including: Minimal 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, 
Hyperactive Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS — Cy LERT (pemoline) is contraindicated in patients with 
known hypersensitivity cr idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


WARNINGS —CYLERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experience suggests that in psvchotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 
during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend on the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CYLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice.) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of CYLERT (pemoline) for 
use during pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg./kg./day. 
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ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 
CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In the 
majority of cases it is transient in nature; weight gain usually resumes within 
three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
ness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
CYLERT, usually after severa! months of therapy. These effects appear to be 
reversible upon withdrawal of the drug, and are thought to be manifestations of a 
delayed hypersensitivity reaction. There have also been a few reports of jaundice 
occurring in patients taking CYLERT; a causal relationship between the drug and 
this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT: dys- 
kinetic movements of the tongue, lips, face and extremities, nvstagmus and nystag- 
moid eve movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE — Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomatic 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. o 

Results of studies in dogs indicate that extracorporeal hemodialvsis«may be 
useful in the management of CYLERT overdosage; forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION —CYLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg./day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapv. 


HOW SUPPLIED —CYvLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6088-13) 
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for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 
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Elavil 
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1 Ostroff RB, Docherty JP: Tricyclics, bioecuivalence, and clinical response. Am J Psychiatry 135:1560-1561, 1978 
2 Weddington WJ: More on bioequivalence of tricyclics. Am J Psychiatry 136:464-465, 1979 

3. Notice of proposed rule making on bioequivalence requirement for tricyclic antidepressants (21 CFR 320). Federal 
Register 43:6965-6969 (Feb 17) 1978 


Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a minimum 
of 14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until optimum response is 
achieved. Not recommended during the acute recovery phase following myocardial in- 
farction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting 
compounds. Should be used with caution in patients with a history of seizures or a his- 
tory of urinary retention, or with angle-closure glaucoma or increased intraocular pres- 
Sure: in patients with angle-closure glaucoma, even average doses may precipitate an 
attack. Patients with cardiovascular disorders should be watched closely; arrhythmias, 
sinus tachycardia and prolongation of the conduction time have been reported, particu- 
larly with high doses; myocardial infarction and stroke have been reported with drugs of 
this class. Close supervision is required for hyperthyroid patients or those receiving thy- 
roid medication. May impair mental and/or physical abilities required for performance 
of hazardous tasks, such as operating machinery or driving a motor vehicle. In patients 
who use alcohol excessively, pctentiation may increase the danger inherent in any sui- 
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cide attempt or overdosage. Safe use during pregnancy and lactation has net been es- 
tablished; in pregnant patients, nursing mothers, or women who may become pregnant, 
weigh possible benefits against possible hazards to mother and child. Not recom- 
mended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms o! psychosis; 
patients with paranoid symptomatology may have an exaggeration of such symptoms 
manic depressive patients may experience a shift to the manic phase. In these circum- 
stances, the dose of amitriptyline HC] may be reduced or a major tranquilizer, such as 
perphenazine, may be administered concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epineph- 
rine combined with local anesthetics, close supervision and careful adjustment of dos- 
ages are required; paralytic ileus may occur in patients taking tricyclic antidepressants 
in combination with anticholinergic-type drugs. Use cautiously in patients réceiving 
large doses of ethchlorvynol, since transient delirium has been reported on concurrent 
administration. May enhance the response to alcohol and the effects of barbiturates and 
other CNS depressants. Tne possibility of suicide in depressed patients remains until 
significant remission occurs. Potentially suicidal patients should not have access to 
large quantities of this drug. Prescriptions should be written for the smallest amount 
feasible. Concurrent electroshock therapy may increase the hazards associated with 
such therapy; such treatment should be limited to patients for whom it is essential. 
When possible, discontinue the drug several days before elective surgery. Both elevation 


„and lowering of blcod sugar levels have been reported. Use with caution in patients with 
_empaired liver funcion, 
Adverse Reactions: Note: Included in this listing are a few adverse reactions not re- 
emorted with this specific drug. However, pharmacological similarities among the tricyclic 
.ntidepressant drugs require that each reaction be considered when amitriptyline is ad- 
^ninistered. Cardiovascular: Hypotension, hypertension, tachycardia. palpitation, myo- 
ardial infarction, a'rhythmias, heart block, stroke. CNS and Neuromuscular: Contu- 
sona! states; disturbed concentration; disorientation; delusions: hallucinations; excite- 
ent, anxiety, restlessness; insomnia; nightmares; numbness, tingling, and paresthe- 
s of the extremitiss; peripheral neuropathy; incoordination; ataxia; tremors: seizures; 
eration in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappro- 
riate ADH (antidiusetic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, 
sturbance cf accommodation, increased intraocular pressure, constipation, paralytic 
lieus, urinary retention, dilatation of urinary tract. Allergic: Skin rash, urticaria, photo- 
nsitization, edeme of face and tongue. Hematologic. Bone marrow depression includ- 
ag agranulocytosis leukopenia, eosinophilia, purpura, thrombocytopenia. Gastro- 
alestinal: Nausea, epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, di- 
. Thea, parotid swelang, black tongue, rarely hepatitis (including altered liver function 
“id jaundice). Endocrine: Testicular swelling and gynecomastia in the male, breast 
largement and galactorrhea in the female, increased or decreased libido, elevation and 
-wering of blood sugar levels. Other: Dizziness, weakness, fatigue, headache, weight 






























gain or loss, increased perspiration, urinary frequency, mydriasis, drowsiness, alopecia. 
Withdrawal Symptoms: Abrupt cessation of treatment after prolonged administration 
may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an 
overdose. Treatment is symptomatic and supportive. In addition, the intravenous admin- 
istration of t to 3 mg physostigmine salicylate is reported to reverse the symptoms of 
tricyclic antidepressant poisoning. Because physostigmine is rapidly metabolized, the 
dosage should be repeated as required, particularly if life-threatening signs such as ar- 
rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HC! in single-unit 
packages cf 100 and bottles of 100, 1000. and 5000; tablets containing 50 mg amitripty- 
line HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets containing 
75 mg and 100 mg amitriptyline HCI, in single-unit packages of 100 anc bottles of 100: 
tablets containing 150 mg amitriptyline HCI, in single-unit packages of 700 and bottles 
of 30 and 100; for intramuscular use. in 10-ml vials containing per ml: 19 mg amitripty- 
line HCl, 44 mg dextrose, 1.5 mg methylparaben and 0.2 mg propylpara»en as preserva- 


tives. and water for injection q.s. 1 ml. MSD 
For more detailed information, consult your MSD representative or A er 
see full prescribing information. Merck Sharp & Dohme, Division of MERCK 


Merck & Co., inc., West Point, Pa. 19486 
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indications and Usage: Symptomatic relief of anxiety, tension, agitation. irritability fang 
insomnia associated ewith anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 
cardiovascular. 

Eflectiveness in long-term use, i.e.. more than 4 months, has not been assessed by i 


atic clinical studies. Reassess periodically usefulness of the drug for the individual patie 
a 
Contraindications: Known sensitivity to benzodiazepines or acute narrow-angle gaucha. 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CN 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those notedtwith barbi- 
turates and alcoho! have occurred following abrupt discontinuance of benzodiazepines 
{including convulsions, tremor, abdominal ang muscle cramps, vomiting and sweating}. Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
wher on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 


Precautions: in depression accompanying anxiety, consider possibility for suicide: 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to«avoid ovet- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may resuit in 
symptoms like those being treated: anxiety, agitation, irritability, tension, insomnia and occa- 
sional convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that iorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compo- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg “kg day. No effect dose was 1.25mg/kg/ day (approximately 6 times the maximum human 
therapeutic dose of 10mq/ day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
longed periods and in geriatric patients requires caution and frequent monitoring far symptoms 
ot upper G L disease 

Safety and effectiveness in children under 12 years have not been established 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia: some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
effects when administered with such medications as barbiturates or alcohol 


CARCINOGENESIS AND MUTAGENESIS: No evidence of carcinogenic potentia! emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, malrotated limbs, castroschisis, 
mattormed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent contra group, they 
have been reported to occur randomly in historical controls. At 4Omg/kg and higher, there was 
evidence of fetal resorption and increased fetal loss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risx of congeni- 
tal malformations associated with use of minor tranquilizers (chiordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam durieg this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontinuing the drug. 

in humans, blood levels from umbilical cord blood indicate placentai transfer of lorazepam 
and its glucuronide 
NURSING MOTHERS: it is not known if oral lorazepam is excreted in human milk like other 
benzodiazepines. As a general rule, nursing should not be undertaken while or a drug since 
many drugs are excreted in milk. . 


Adverse Reactions, if they occur, are usually observed at beginning of therapy:and generally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.295) and unsteadiness (3.495). Less frequent are disorientation. depression, nau- 
sea. change in appetite. headache, sleep disturbance, agitation, dermatological symptorns, eye 
function disturbance. various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in biood pressure 
have been noted but are not clinically significant, probably being related to reliet of anxiety. 

Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusion and coma. 
induce vomiting and/or undertake gastric lavage followed by general supportive zare, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection U.S.P Usefulness of dialysis has not been determined. 


Ativan: 
FO nxiety 


Dosage: Individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; do b 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. i 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 










Wyeth Laboratories 


Philadelphia, PA 19101 
Copyngtd € 1979, Wyeth Laboratories 
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An age for anxiety. The aging process all 


too frequently is accompanied by anxiety states. When anxious older 
patients do not respond to your sympathetic counseling, 
a benzodiazepine may be the next logical step. 

But which one? Here, more than in many other patient groups, the 
metabolites of the available compounds may make a decisive difference. 
Unlike diazepam, clorazepate and chlordiazepoxide, 

Ativan (lorazepam) has no long-acting metabolites, and its simple 
metabolism is less readily impaired with advancing age. Steady-state serum 
levels are rapidly achieved and disappear rapidly once you decide to 
discontinue therapy. For these reasons, residual effects are not likely to 
present problems. (The pharmacokinetic profile of a drug can define such 
characteristics as its absorption, distribution, metabolism and elimination 
but cannot, at present, be directly related to its therapeutic effectiveness.) 

Proved effective in many nationwide, double-blind studies 
(including patients in older age groups), Ativan is compatible with a 
wide range of commonly prescribed drugs. (The benzodiazepines produce 
CNS depressant effects when 
administered with such 
medications as barbiturates or 
alcohol.) Patients who have 
trouble swallowing solid 
medication appreciate the small 
Ativan tablet, which is tasteless 
and disintegrates within seconds 
in water or fruit juice. 


See important information on preceding page. 
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Awake! for 


orning mthe Bowl of Night 
as flung the Stone 
at puts the Stars to flight: 


EDWARD FITZGERALD 
THE RUBAIYAT OF OMAR KHAYYAM, STANZA | 


Brief Summary of Prescribing Information 
ADAPIN® (doxepin HCI) Capsules 
Indications— Relief of symptoms of anxiety and depression 


Contraindications—Glaucoma, tendency toward urinary retention 
or hypersensitivity to doxepin 
Warnings—Adapin has not been evaluated for Safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk. nor on effect in nursing infants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinuad at least two weeks prior to 
the cautious initiation í erapy with this drug. as serious side- 
effects and death have been reportec with the concomitant use of 
certain drugs and MAO inhibitors 


In patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity, the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
sweating. tachycardia and hypotension. Weakness, dizziness 
fatigue. weight gain, edema. paresthesias. flushing. chills. tin- 


nitus, photophobia, decreased libido, rash and pruritus may also 
occur 


Dosage and Administration—in mild to moderate anxiety and/or 
depression: 25 mg t.i.d. Increase or decrease the dosage according 
to individual response. Daily dosage, up to 150 mg maybg taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per day 

Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules ir bottles 
of 100 and 1000 

For complete prescribing information please see packace insert 
or PDR 
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in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


O convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin ' 
(doxepiri HCI) 


useful adjunctive 
therapy in your — 
psychiatric practice 





When they see life 
in shades of blue... 


help them see life 


in allits colors 


IF YOU HAVEN'T 
PRESCRIBED THIS CAPSULE, 
YOU HAVEN'T EXPERIENCED 

THE 48-HOUR 
LOXITANE’” 


Loxapine Succinate 


EFFECT... 
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pressive improvement in the often critical first two days In a series of 
linical studies 1-4 involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 
Isorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 
e first two days. Particularly notable was an almost 4096 mean symptomatic improvement in 


PRS reported in 18 acute schizophrenic patients after 48 hours of treatment’ (See chart) 


eady progress facilitates earlier resocialization Throughout the early weeks of therapy, 
1e LOXITANE difference continues to be apparent. In clinical trials, near maximal control 
as keen reported'-^ by week four and behavior patterns often approached normal. 
ean overall symptom improvement of almost 9695 in BPRS has been observed within 28 days. 


ompt therapeutic response permits approximate psychotherapy for a rapid return to 
ore normal activities. 


Symptom improvement in18 acute schizophrenics = 
on LOXITANE® Loxapine Succinate Xi ne 
00 


e s] LOXAPINE SD 
SUCCINATE 


9 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) 


LARA E NN Nec 


4 (No change) . 
Eo See LOXITANE Brief Summary for indications, 
5 (Worse) warnings and precautions and for more 


7 14 21 28 detailed information concerning side effects. 
Time After Drug Administration (days Adapted from Sharma’ 


BPRS (Brief Psychiatric Rating Scale) 
CGI (Clinical Global Impressions) 
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For the difference 
that begins | 
with rapid action... 





Brief Summary 

LOXITANE® Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states 
hypersensitivity to the drug 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended .for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded, observe carefully for pigmentary retinopathy 
and lenticular pigmentation 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal 
infrequent. Mild drowsiness may occur al beginning of therapy or 
upon dosage increase, usually subsides with continued therapy 
Sedation. dizziness, faintness. staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages Dystonic and dyskinetic reac- 
tions. while less frequently occurring, may be more Severe, 
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Recommended Daily Dosage 


i — — 


Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/day 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 
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requiring dosage reduction or temporary withdrawal plus appropri- 
ate counteractive drugs. Persistent Tardive Dyskinesia May appear 
during prolonged therapy or following discontinuance, tne risk 
greater in the elderly, especially females, on high dosags. Symp- NM 
toms, persistent and in some patients apparently irreversible, are 
characterized by rhythmical involuntary movement of the tongue. 
face, mouth and jaw sometimes accompanied by involuntary move 
ment of extremities. Since there is no known effective treatment, di: 
continue all antipsychotic drugs if symptoms appear Reinstitution 
treatment. increased dosage, or switching to another agent may 
mask syndrome. The syndrome may not develop if medication IS 
stopped when fine vermicular movements of the tongue first appe: 
Cardiovascular Effects: Tachycardia, hypotension, hypertension, 
lightheadedness and syncope. ECG changes, not known to bg re- 
lated to loxapine use, have been reported Skin: Dermatitis, edem: 
of face. pruritus, seborrhea. Possible photosensitivity and/or phote 
toxicity; skin rashes of unknown etiology seen in à few patients inf 
summer months. Anticholinergic: Dry mouth, nasal congestion. 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gal 
or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, neadacne, 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irreg- 
ularity of unknown etiology 


References: 1. Sharma T: Rapid response to loxapine in acute schizophrer 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisook 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thoma 
Loxapine oral liquid concentrate in the treatment of young adult patients w 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979. 
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"The Joint Information Service of the American Psychiatric Association 


4 


and the Mental Health As lation releases Two New Volumes That 


Focus on the 


Elderly 


This carefully documented book reports a field study of ten programs, four in America 
and six in England and Scandinavia, which serve as practical demonstrations of 
creative mental health services for the elderly. They include: 








Creative e a novel "Neighborhood Family” providing vigorous support to elderly residents of 
Mental several trailer parks 
Health e a high school for the elderly which sends its students abroad for study trips | 
S : e a "Human Development Project" that focuses on responding to the psychological 
ervices ds of the elderl 
f the needs of the elderly — $ | Fan coc 
Or e a carefully coordinated system of respite hospitalization," which promotes the 
Elderly health of the elderly while allowing maximum use of hospital beds and family resources 
e a "Lucy Booth," patterned after the Peanuts comic strip, which provides easy 
Raymond Glasscote access to many kinds of services 
Jon E. Gudeman e and many other innovative, successful approaches. 

Donald Miles Each program is subjected to intensive scrutiny. The resulting document becomes a 
BREEACE BY IACK WEINBERG handbook, and, as well, a forum through which some of the world’s most experienced 
practitioners of “the psychiatry of old age’ present their views. 

Dr. Wilma Donohue, director of the International Center for Social Gerontology, 
characterizes this volume as “a masterful job of putting everything in relief... the 





guidelines for action are right here.” 
190 pages. Casebound. Price $8.50. 


—————— 
OLD FOLKS 


Concerned about the very bad reputation that nursing homes have received from 
many quarters in recent years, the Joint Information Service set up a field study to AT HOMES 
visit a systematically chosen sample of nursing homes, and board-and-care homes as z pate viele e ERR 
well, to see to what extent the care of and the quality of life for the patients differed ——À—P —— 
from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 


board-and-care homes in ten locales were visited, in each case by the senior author Bantosd iss us 
* accompanied by two mental health professionals. Eur SS 
Fhe teams were surpised to learn that care and quality of life in many of the nursing Alex Butterfield, Jr Ruth Lewis 
and board-and-care homes they visited were better—sometimes dramatically better— orca 1. re oe 
than that in the mental health facilities and often at lower cost. Sect i PM 


This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized nto brief and readable style. THE JOINT INFORMATICN SERVICE 
148 pages. Casebound. Price $6.50 





Publication Sales Division 

American Psychiatric Association 

1700 18th St., N.W., Washington, D.C. 20009 
Please send: copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 

copies of Old Folks at Homes @ $6.50 per copy 

sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 
over the regular combined price of $15.00) 

ENCLOSED IS TOTAL PAYMENT OF ERE E V eed d 

(All domestic orders amounting to $35.00 or less must be accompanied by payment. All foreign orders. regard- 
less of dollar amount, must be accompanied by payment.) 


Name 
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Medical Director (Psychiatrist) 
To $60K 


Put your 
money where 
your Heart 






Attractive Desert community located in Southern 
California is seeking a Medical Director for an out- 
patient counseling clinic. 


This individual will be responsible for operation of 
the clinic including medical and consultation with 
staff and referral sources; assignment of clients to 
professional staff; provide consulting services to 
staff and carry a caseload consistent with needs of 
the clinic; and serve as liaison with community 
hospital, Naval Dispensary and physicians. 


is. 


The successful candidate will possess an MD degree 
with Board Certification or Board eligible profes- 
sional specialization in Psychiatry. 









American 


Heart 


’ Association 
WE'RE FIGHTING FOR YOUR LIFE 


The community provides excellent schools, un- 
usually low cost of living, outstanding recreational 
facilities, and congenial atmosphere. Salary 
package includes exceptional fringe benefits. 






Please submit resume and salary history in con- 
fidence to: 








Ernst & Whinney 
P.O. Box 71235 
Los Angeles, CA. 90071 


Unraveling” 
the mystery 
‘of depression. 
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of human synaptic cleft. *) 
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Current evidence suggests that many 
depressions have a biochemical basis in the fdrr 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. 








Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 


Storage Vesicle Releasing 
Neurotransmitter 


Empty Storage Vesicle Release 
Presynaptic Neuron uS cae N Postsynaptic Neuron 


Mitochondria 
Re-uptake 
E ———— 





Figure 1. Diagrammatic representation or the normal process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 


yorpramiin 2. 


esipramine hydrochloride 
tablets NF | 25,50,75,100,150 mg. 


Potent blocker 
of norepinephrine re-uptake 


According to current theory?? some depressions may respond to 
Jesipramine when other tricyclic antidepressants that block the 
e-uptake of a different neurotransmitter have been ineffective. 
‘herefore, if your patient is unresponsive to treatment with one 
ricyclic, consider switching to a tricyclic that blocks the 

-uptake of a different neurotransmitter. 





—elps patient remain calm but active 


lorpramin does not usually inhibit normal activity, although patients should 
e cautioned against driving or operating machinery if drowsiness occurs. 
See Warnings, Precautions, and Adverse Reactions.) 


3egins to improve sleep patterns 
within one week in some patients‘ 


s the depression is relieved, difficulty in falling asleep, 
3stlessness, and early morning awakening diminish. 


«ess anticholinergic activity 


see Warnings.) 


tudies in animals’ and in normal human subjects®’ have shown 
^at desipramine, with its single bond side chain, has less 
enticholinergic activity than amitriptyline or doxepin. This 
may mean: 


B less dry mouth 
B less blurred vision 
B less urinary retention 


Merrell 


erences: 1. Ross, S B. and Renyi, A.L.: Tricyclic antidepressant agents. |. Comparison of the inhibition of the uptake of 
oradrenaline and'*C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 
ion of the rat brain. Acta Pharmacol. (Kobenhavn) 36:382-394, 1975. 2. Mass, J.W: Biogenic amines and depression. Bio- 
mical and pharmacological separation of two types of depression. Arch. Gen. Psychiat. 32:1357-1361, 1975. 3. Davis, J.M.: 
atral biogenic amines and theories of depression and mania. In, Phenomenology and Treatment of Depression, W.E. Fann, 
aracan, A.D. Pokorny, and R.L. Williams, Ed., New York, Spectrum Publications, Inc., 1977, pp. 17-32. 4. Zung, WW.K.: The 
rmacology of disordered sleep. A laboratory approach. J.A.M.A. 211:1532-1534, 1970. 5. Snyder, S.H. and Yamamura, H.I.: 
*"idepressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B., 

liropoutos. A., Enders, P., Kuzma, R., and Adolphe, A.: Anticholinergic activity of two tricyclic antidepressants. Amer. J. 
chiat. 135:722-724, 1978. 7. Peterson, G.R., Blackwell, B., Hostetler, R.M., Kuzma, R., and Adolphe, A.B.: Anticholinergic 
vity of the tricyclic antidepressants despiramine [sic] and doxepin in nondepressed volunteers. Communic. Psycho- 
rmacol. 2:145-150, 1978. 
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Now 300 mg. dosage range broadens clinical flexibility — * 


ED 


Full Remission 


.c9 





300 Maximum Recommended Dose 







mg. 


No Improvement 


Full Remission 








Days 10 (47 
A maximum dosage of 300 mg. a day, as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 





AVAILABLE ONLY ON PRESCRIPTION 


Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochem cal basis in the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepirephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxypheny! glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 

While the precise mechanism of action of the tricyclic 
antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse in the central nervous system. 

Evidence indicates that the secondary amine tricyclic 
antidepressants. including Norpramin, may have greater 


activity in blocking the re-uptake of norepinephrine. 


Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 
Norpramin (desipramine hydrochloride) is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid onset of action than 
imipramine. Earliest therapeutic affects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) is 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of, 
treatment with an MAO inhibitor drug; hyperpyretic crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrocnloride) is substituted for 
an MAO inhibitor, at least 2 weexs should elapse between 
treatments. Norpramin should then be started cautiously 
and should be increased gradually. 

The drug is contraindicated in the acute recovery period 
following myocardial infarction It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and otner dibenzazepines is 
a possibility. 

WARNINGS: 1. Extreme caution should be used when this 
Crug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
anticholinergic properties of the drug. c. In patients with 
thyroid disease or those taking thyroid medication, 
because of the possibility of cardiovascular toxicity, 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY: Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established; therefore. if it is to be 
given to pregnant patients, nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies nave been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in children since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. 6. In 
patients who may use alcohol excessively, it should be 
harne in mind that the nntentiatian mav increase the 


failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind: If 
possible this drug should be dispensed in containers with 
child-resistant safety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizophrenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomitantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is limited. 
Thus, if such treatment is essential, the possibility. of 


increased risk relative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e g.. chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy; the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, stroke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions; 
anxiety, restlessness, agitation; insomnia and night- 
mares; hypomania; exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities. incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures; alter- 
ation in EEG patterns; tinnitus. 

Anticholinergic: dry mouth, and rarely associated sub- 
lingual adenitis; blurred vision, disturbance of accom- 
modation, mydriasis, increased intraocular pressure; 
constipation, paralytic ileus; urinary retention, delayed 
micturition, dilatation of urinary tract. 

Allergic: skin rash, petechiae, urticaria, itching, photo- 
sensitization (avoid excessive exposure to sunlight). 
edema (of face and tongue or general), drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic: bone marrow depressions including 
agranulocytosis, eosinophilia. purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea. stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female: increased or 
derreaced lihidn imnntenre tecticiilar «wellina: eleva- 





tion or depression of blood sugar levels. 
Other: jaundice (simulating obstructive), altered liver 
function; weight gain or loss; perspiration, flushing; 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness, dizziness, weakness and fatigue, headache; alo- 
pecia. 
Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of treatment after prclonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Not recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evidence of intolerance. 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowest 
dose that will maintain remission. 
Usual Adult Dose: The usual adult dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./day if necessary. 
Dosages above 300 mg./day are not recommended. 
Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 
Treatment of patients requiring as much as 300 mg. 
should generally be initiated in hospitals, where regular 
visits by the physician, skilled nursing care, and fre- 
quent electrocardiograms (ECG's) are available. 


The best available evidence of impending toxicity € 


from very high doses of Norpramin is prolongation of "b 
QRS or QT intervals on the ECG. Prolongation of the PR 
interval is also significant, but less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural nypoten- 
sion, should also alert the physician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal guide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses, 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience end compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiated at a lower 'evel and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg.’ 
day. Doses above 150 mg./day are not recommended in 
these age groups. 

Initial therapy may be administered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose 
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Tranxene € 


(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 
TRANXENE-SD SINGLE DOSE TABLETS, 
11.25 and 22.5 mg . 


Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
symptomatic relief of anxiety associated with anxiety 
neurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
of acute alcohol withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more than 4 months, has not been assessed 
by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patient. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be 
increased. 


Because of the lack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 
muscle aches and memory impairment have followed 
abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptly withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


Usage in Pregnancy: 

An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chiordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 


Anxiety symptoms dispelled, yet not drowsy by day. 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may he 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS —in those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
should have blood counts and liver function tests 
periodically. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

in elderly or debilitated patients, the initial dose 
should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime; the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adiustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





should not be used to initiate therapy. 


TRANXENE-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended scheauie: ist 24 hours, 30 mg 
TRANXENE initially, followed by 30 to 60 mg in 
divided doses; 2nd 24 hours, 45 to 90 mc in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter 
gradually reduce to 7.5 to 15 mg daily, and discon- 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductians in total 
drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is ta be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology of the agents to be em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after 
ethyl alcohol, increases the inhibitory effects of 
chlorpromazine, but does not exhibit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnetic medica- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or other antidepres- 
sants. 

lf TRANXENE is used to treat anxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitent 
medication. å 


MANAGEMENT OF OVERDOSAGE — Cverdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight sedation tc coma. As in 
the management of overdosage with any drug, it 
should be borne in mind that multiple agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- 
pines. The treatment of overdosage shoald consist of 
the general measures employed in the management of 
overdosage of any ONS depressant. Gastric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General sup- 
portive care, including frequent monitoring of the 
vital signs and close observation of tne patient, is 
indicated. Hypotension, though rarely reported, may 
occur with large overdoses. in such cases the use of 
agents such as Levophed® Bitartrate (levartereno! 
bitartrate injection, USP) or Aramiae® Injection 
(metaramino! bitartrate injection, US?) should be 
considered. 

While reports indicate that indivicuals have sur- 
vived overdoses of TRANXENE (clorazepate dipotas- 
sium) as hich as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amount of 
drug absorbed since the time interval betweer inges- 
tion and the institution of treatment was not always 
known. Sedation in varying degrees was the most 
common physiological manifestation of TRANXENE 
overdosage. Deep coma when it occurred was usually 
associated with the ingestion of ocher drugs in 
addition to TRANXENE, 9073314 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who's out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know 
Maybe someday it'll be helping you. 
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In moderate depression and amxiety 


Only Limbitrol relieves 
this range of 

symptoms this . x 

rapidly. à 


And without a 
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Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first week of treatment in- 
clude: insomnia, feelings of guilt 
or worthlessness, agitation, 
psychic and somatic anxiety, 
suicidal ideation and anorexia. 


Limbitrol. 

Dual therapy with greater 
specificity... without classical 
phenothiazine drawbacks. 





















OL” TABLETS Tranquilizer—Antidepressant 


‘Before pescribing, please consult complete product information, a summary of 

] which follows: E l 
indicatioAs: Relief of moderate to severe depression associated with moderate to 

severe anxiety | E l 
Contraindications: Known hypersensitivity to benzodiazepines or tneyciie antide- 
pressants: Do not use with monoamine oxidase (MAO) inhibitors or within 14 days 
following discontinuation of MAO inhibitors since hyperpyretic crises, severe convul- 
sions and deaths have occurred with concomitant use; then initiate cautiously, gradu- 
ally increasing dosage until optimal response is achieved. Contraindicated during 
acute recovery phase following myocardial infarction. 

Warnings: Use with great care in patients with history of urinary retention or angle- 

closure glaucoma. Severe constipation may occur in patients taking incyclic antide- 
pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients. 

(Arrhythmias, sinus tachycardia and prolongation of conduction time reported with 
uselof tricyclic antidepressants, especially high doses. Myocardial infarction and 
stroke reported with use of this class of drugs.) 

Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital 
malformations as suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients to discuss therapy if 
they intend to or do become pregnant. 

Since physical and psycholog:cal dependence to chlordiazepoxide have been re- 
ported rarely, use caution in administering Limbitrol to addiction-prone individuals or 
those who might increase dosage; withdrawal symptoms following discontinuation of 
either component alone have been reported (nausea. headache and malaise for ami- 
triptyline; symptoms [including convulsions] similar to those of barbiturate withdrawal 
for chiordiazepoxide). 

Precautions: Use with caution in patients with a history of seizures. in hyperthyroid 
patients or those on thyroid medication, and in patients with impaired renal or hepatic 
function. Because of the possibility of suicide in depressed patients, do not permit 
easy access to large quantities in these patients. Caution patients about possible 
combined effects with alcohol and other CNS depressants and against hazardous 
occupations requinng complete mental alertness (e.g. operating machinery, driving) 
Periodic liver function tests and blood counts are recommended during prolongec 
treatment. Amitriptyline component may block action of guanethidine or similar antie 
hypertensives. Concomitant use with other psychotropic drugs has not been eval- 
uated: sedative effects may be additive. Dis- 
continue several days before surgery. Limit 
concomitant administration of ECT to essen- 
tial treatment. See Warnings for precautions 


about pregnancy. Limbitrol should not be 
taken during the nursing period. Not recom- 
mended in children under 12. 

in the elderly and debilitated, limit to smallest 
effective dosage to preclude ataxia, overse- 
dation, confusion or anticholinergic effects. 
Adverse Reactions: Most frequently re- 


ported are those associaled with either com- 









Select dosage strength appropriate for each 
patient 

LI Limbitrol 10-25 is recommended for most patients 
G Limbitrol 5-12.5 may be indicated for those _ 
who do not tolerate higher doses and for elderly 
patients 

Specify daily dosage based on symptom 
severity 

(1 An initial dosage of three tablets is recom- 
mended. 

L1 Dosage may be increased to six tablets or de- 
creased to two tablets daily as necessary. 

L Once a satisfactory response is obtained, eval- 
uate response and, if necessary, reduce dosage to 
smallest amount needed. 

Utilize dosage options to best accommodate 
individual patient needs 

G TID. or Q.LD., familiar regimens most suited for 
patients who tolerate medication without undue 
drowsiness 

(J Two tablets one hour before bedtime and one 
tablet midday may minimize daytime drowsiness 
and help relieve a common target symptom— 
insomnia — 

CJ Entire dosage h.s. to take 
maximum advantage 
of the sedative effect 


i 
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ponent alone: drowsiness, dry mouth, consti- Tablets 10-25 each containing 10 mg chlordiazepoxide and 25 mg 


pation. blurred vision, dizziness and bloating 
Less frequently occurring reactions include 
vivid dreams, impotence, tremor, confusion 
and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weak- 
ness, restlessness and lethargy have been reported as side effects of both Limbitroi 
and amitriptyline. Granulocytopenia. jaundice and hepatic dyssunction have been ob- 
served rarely 


This list includes adverse reactions not reported with Limbitrol but requiring considera- 


tion because they have been reported with one or both components or ciosely related 
drugs: 

Cardiovascular. Hypotension, hypertension, tachycardia, palpitahons, myocardial in- 
farction, arrhythmias. heart block, stroke 

Psychiatric: Euphoria, apprehension, poor concentration, delusions. hallucinations. 
hypomania and increased or decreased libido. 

Neurologic: incoordination, ataxia, numbness. tingling and paresthesias of the ex- 
tremities, extrapyramidal symptoms. syncope, changes in EEG patterns 
Anticholinergic: Disturbance of accommodation, paralytic ieus, urinary retention, di- 
latation of urinary tract. 

Allergic: Skin rash, urticana, photosensitization, edema of face and tongue, pruritus. 
Hematologic: Bone marrow depression including agranulocytosis, eosinophilia, pur- 
pura, thrombocytopenia. 

Gastrointestinal; Nausea, epigastric distress. vomiting. anorexia, stomatitis, peculiar 
taste, diarrhea; black tongue. —— 

Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, 
galactorrhea and minor menstrual irrequianties in the female and elevation anc lower 
ing of blood sugar levels. 

Other: Headache, weight gain or loss, increased perspiration, urinary frequency. 
mydriasis, jaundice, alopecia, parotid swelling. 


Overdosage: immediately hospitalize patient suspected af having taken an overdose. 


Treatment is symptomatic and supportive, LV administration o! 1 to 3 mg physostig- 
mine salicylate has been reported to reverse the symptoms of amitriptyline poisoning. 
See complete product information tor manifestation and treatment. 
Dosage: Individualize according to symptom severity and patient response. Reduce 
| to smallest effective dosage when satisfactory response is obtained. Larger portion of 
| daily dose may be taken at bedtime. Single h.s. dose may suffice for some patients. 
| Lower dosages are recommended for the elderly. 


: | Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses. increased 


up to six tablets or decreased to two tablets daily as required. Limbitrol 5-12 5. initial 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate 
higher doses. 
Supplied: Limbitroi 10-25 tablets each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochloride salt) and Limbitrol 5-12.5 tablets each containing 
5 mg chlordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt) —botties 
of 100 and 500: Tei-E-Dose* packages of 100; Prescription Paks of 50. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


A66 


amitriptyline [as the hydrochloride salt] M 


Tablet 5.12 5 each containing 5 mg chlordiazepoxide and 12.5 mg 
$ sw amitriptyline (as the hydrochloride salt] 


How to make each patient 
an informed patient 


1. Discuss with patients the probability that they ' 
wili experience drowsiness, especially during the 

first week. . 
2. Reassure your patients that drowsiness is one 
indication that the medication is working and 
that it may help alleviate their insomnia. 

3. Encourage patients to report if drowsiness be- 
comes troublesome so that, if necessary, dosage 
schedule can be adjusted or the symptom 
treated. 

4. Caution patients about the combined effects 
with alcohol or other CINS depressants. Let them 
know that the additive effects may produce a 
harmful level of sedation and CNS depression. 

5. Caution patients about activities requiring 
complete mentai alertness, such as operating 
machinery or driving a car. 

6. Warn pregnant patients and patients of 
childbearing age that the safety of Limbitrol in 
pregnancy has not yet been established. 

Please see complete product disclosure for other 
pertinent information. 


Limbitrol should not be used under the 
following circumstances: 

1, Hypersensitivity to benzodiazepines or tricycic 
antidepressants. $ 
2. Should not be given with an MAO inhibitor. To 
replace an MAO inhibitor with Limbitrol, discon- 
tinue MAO inhibitor for a minimum of 14 days 
before cautiously initiating Limbitrol therapy 

3. During the acute recovery phase following 
myocardial infarction. 
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Eskalith 


ANCE therapy 


300 mg capsules and 
300 mg scored tablets 


lithium carbonate 


In manic-depressive patients with a history of mania, ‘Eskalith’ 
e prevents or diminishes the intensity of future episodes 
e can increase the intervals between episodes 


e helps patients function within normal limits 


Before prescribing, see complete prescribing information in SK&F 
literature or PDR. The following is a brief summary. 


WARNING 
Lithium toxicity is closely related to serum lithium levels, and 
can occur at doses close to therapeutic levels. Facilities for 


prompt and accurate serum lithium determinations should be 
available before initiating therapy. 





INDICATIONS: Treatment of manic episodes of manic-depressive 
illness. Maintenance therapy prevents or diminishes the intensity 
of subsequent episodes in manic-depressive patients with a history 
of mania. 


WARNINGS: Lithium should generally not be given to patients with 
significant renal or cardiovascular disease, severe debilitation or 
dehydration, sodium depletion, or to patients receiving diuretics. 


Lithium may prolong the effects of neuromuscular blocking agents. 
Such agents should be given with caution to patients receiving lithium. 
Lithium therapy has been reported in some cases to be associated with 
morphologic changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, 
mild ataxia, drowsiness, or muscular weakness as signs of lithium 
foxicity, and to discontinue therapy and contact a physician should 
they pccur. Patients receiving combined therapy with lithium and 
an antipsychotic should be monitored closely for early evidence of 
neurologic toxicity and treatment discontinued promptly if such 
signs appear. Caution patients about activities requiring alertness 
(e.g., operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first 
trimester, unless potential benefits outweigh possible hazards. 


In general, nursing should not be undertaken while a patient is on lithium 
therapy, since lithium is excreted in human milk. 


Not recommended for children under 12. 


PRECAUTIONS: Lithium tolerance is greater during the acute manic 
phase and decreases when manic symptoms subside. 


Lithium therapy may lead to sodium depletion. Normal diet 

(including salt) and adequate fluid intake (2500-3000 ml.) must be 
maintained, at least during initial stabilization period. Protracted 
sweating or diarrhea can decrease tolerance; in such cases, administer 
supplemental fluid and salt. 


Sweating, diarrhea, and concomitant infection with elevated 
temperatures may require temporary reduction or cessation of dosage. 


ADVERSE REACTIONS: Mild to moderate toxic reactions may occur 
at serum lithium levels from 1.5 to 2.5 mEq./l., and moderate to severe 
reactions at levels from 2.0 to 2.5 mEq./l. Fine hand tremor, polyuria, 
and mild thirst may occur during initial therapy and persist. Transient 
and mild nausea and general discomfort may also appear during initial 
therapy These effects usually subside with continued treatment or 
temporary reduction or cessation of dosage. If persistent, discontinue 
dosage. Diarrhea. vomiting, drowsiness, muscular weakness, and lack of 
coordination may be early signs of toxicity and may occur at levels below 
2.0 mEq./l. At higher levels, ataxia, giddiness, tinnitus, blurred vision, 
and a large output of dilute urine may be seen. Serum levels above 

3.0 mEq./l. may produce a complex clinical picture, involving multiple 
organs and systems. Serum levels should not exceed 2.0 mEq./I. during 
acute phase. 


The following reactions appear to be related to serum ithium levels, 
including levels within the therapeutic range: Neuromuseular — tremor, 
muscle hyperirritability (fasciculations, twitching, clonic movements of 
whole limbs), ataxia, choreo-athetotic movements, hyperactive deep 
tendon reflex; Central Nervous System — blackout spells, epileptiform 
seizures, slurred speech, dizziness, vertigo, incontinence of urine or 
feces, somnolence, psychomotor retardation, restlessness. confusion, 
stupor, coma; Cardiovascular—cardiac arrhythmia, hypctension, 
peripheral circulatory collapse; Gastrointestinal—anorexm, nausea, 
vomiting, diarrhea; Genitourinary — albuminuria, oliguria. polyuria, 
glycosuria; Dermatologic— drying and thinning of hair, alcpecia, 
anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis 
cutis; Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — 
euthyroid goiter and/or hypothyroidism (including myxedema) with 
lower T3 and T4. I!?! uptake may be elevated; rare cases of hyper- 
thyroidism; EEG Changes— diffuse slowing, widening of the frequency 
spectrum, potentiation and disorganization of background rhythm; 

KG Changes — reversible flattening, isoelectricity or inversion of 
T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG anc EKG 
changes, leukocytosis, headache, diffuse nontoxic goiter w th or with- 
out hypothyroidism, transient hyperglycemia, generalized pruritus with 
or without rash, cutaneous ulcers, albuminuria, worsening >f organic 
brain syndromes, excessive weight gain, edematous swellinz of ankles 
or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, 
and metallic taste. A single case of a syndrome resembling 3aynaud's 
has been reported. 


HOW SUPPLIED: 300 mg. capsules in bottles of 100; 300 mg. scored 
tablets in bottles of 100. 


Smith Kline &French Laboratories 
Philadelphia, PA 





NOW 
also 
available 
in 300 mg 
Scored 
tablets 























five years 
to fight for 
your life 
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He is an American Heart Association 


Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates areresearching ways to recognize 
a heart atlack before severe damage 
occurs. 

His ultimate goal is to decrease the 
present toll from. cardiovascular diseases. 
Of the four Americans that die every 
minute this year from ail causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for your life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment anc 
prevention of cardiovascular diseases. 

When a Heart Association. volunteer 
asks for your money, think of the 1,400 
scientific invesiigators. Help them fight 
fot your life. 


Please give generously to the 
American Heart Association $ 


WE'RE FIGHTING FOR YOUR LIFE 








a and Usage: Symptomatic relief of anxiety, tension, agitation, irritability and * 
insomnia associated with, anxiety neuroses and transient situational disturbances; anxiety 
associated with depressive symptoms and as a treatment of symptoms of anxiety if such symp- 
toms are a significant feature of functional or organic disorders, particularly gastrointestinal or 


cardiovascular. 7 
Effectiveness in long-term use, ie.. more than 4 months, has not been assessed by system 
atic clinical studies. Reassess periodically usefulness of the drug for the individual patient. 


Contraindications: Known sensitivity to benzodiazepines or acute narrow-angie glaucoma. a 


Warnings: Not recommended in primary depressive disorders or psychoses. As with all CNS- ` 
acting drugs. warn patients on lorazepam not to operate machinery or motor vehicles, and of ' 
diminished tolerance for alcohol and other CNS depressants. 

Physical and Psychological Dependence: Withdrawal symptoms like those noted with barbi- 
turates and alcohol have occurred following abrupt discontinuance of benzodiazepines 
(including convulsions, tremor, abdominal and muscle cramps, vomiting and sweating). Addic- 
tion-prone individuals, e.g. drug addicts and alcoholics, should be under careful surveillance 
when on benzodiazepines because of their predisposition to habituation and dependence. 
Withdrawal symptoms have also been reported following abrupt discontinuance of benzodi- 
azepines taken continuously at therapeutic levels for several months. 

Precautions: in depression accompanying anxiety. consider possibility for suicide. 

For elderly or debilitated patients, initial daily dosage should not exceed 2mg to avoid over- 
sedation 

Terminate dosage gradually since abrupt withdrawal of any antianxiety agent may result in 
symptoms like those being treated: anxiety, agitation, irritability. tension. insomnia and occa- 
Sonal convulsions. 

Observe usual precautions with impaired renal or hepatic function. 

Where gastrointestinal or cardiovascular disorders coexist with anxiety, note that lorazepam 
has not been shown of significant benefit in treating gastrointestinal or cardiovascular compe- 
nent. 

Esophageal dilation occurred in rats treated with lorazepam for more than 1 year at 
6mg/kg. day. No effect dose was 1.25mg/kg/day (approximately 6 times the maximum human 
therapeutic dose of 10mg day). Effect was reversible only when treatment was withdrawn within 
2 months of first observation. Clinical significance is unknown; but use of lorazepam for pro- 
ionged periods and in geriatric patients requires caution and frequent monitoring for symptoms 
of upper GI. disease. 

Safety and effectiveness in children under 12 years have not been established. 


ESSENTIAL LABORATORY TESTS: Some patients have developed leukopenia; some have had 
elevations of LDH. As with other benzodiazepines, periodic blood counts and liver function tests 
are recommended during long-term therapy. 


CLINICALLY SIGNIFICANT DRUG INTERACTIONS: Benzodiazepines produce CNS depressant 
eftects when administered with such medications as barbiturates or alcohol. 


CARCINOGENESIS AND MUTAGENESIS; No evidence of carcinogenic potential emerged in 
rats during an 18-month study. No studies regarding mutagenesis have been performed. 


PREGNANCY: Reproductive studies were performed in mice, rats, and 2 strains of rabbits. 
Occasional anomalies (reduction of tarsals, tibia, metatarsals, mairotated limbs, gastroschisis, 
malformed skull and microphthalmia) were seen in drug-treated rabbits without relationship to 
dosage. Although all these anomalies were not present in the concurrent control group, they 
have been reported to occur randomly in historical controls. At 40mg/kg and higher, there was 
evidence o! fetal resorption and increased fetal toss in rabbits which was not seen at lower 
doses. Clinical significance of these findings is not known. However, increased risk of congeni- 
tal malformations associated with use of minor tranquilizers (chiordiazepoxide, diazepam and 
meprobamate) during first trimester of pregnancy has been suggested in several studies. 
Because use of these drugs is rarely a matter of urgency, use of lorazepam during this period 
should almost always be avoided. Possibility that a woman of child-bearing potential may be 
pregnant at institution of therapy should be considered. Advise patients if they become preg- 
nant to communicate with their physician about desirability of discontiniuing the drug. 

in humans, blood levels from umbilical cord blood indicate placental transfer of lorazepam 
and its glucuronide. 


NURSING MOTHERS: It is not known if oral lorazepam is excreted in human mik like other 
benzodiazepines. As a general rule, nursing should not be undertaken while on a drug since 
many drugs are excreted in milk. e 


Adverse Reactions, if they occur, are usually observed at beginning of therapy and gengrally 
disappear on continued medication or on decreasing dose. In a sample of about 3,500 anxious 
patients, most frequent adverse reaction is sedation (15.9%), followed by dizziness (6.9%), 
weakness (4.2%) and unsteadiness (3.4%). Less frequent are disorientation, depression, nau- 
sea, change in appetite, headache, sleep disturbance, agitation, dermatological symptoms, eye 
function disturbance, various gastrointestinal symptoms and autonomic manifestations. Inci- 
dence of sedation and unsteadiness increased with age. Small decreases in blood pressure 
have been noted but are not clinically significant, probably being related to relief of anxiety. 


Overdosage: in management of overdosage with any drug, bear in mind that multiple agents 
may have been taken. Manifestations of overdosage include somnolence, confusicn and coma’ 
induce vomiting and/or undertake gastric lavage followed by general supportive care, monitor- 
ing of vital signs and close observation. Hypotension, though unlikely, usually may be controlled 
with Levarterenol Bitartrate Injection USP Usefuiness of dialysis has not been determined. 


Ativanc 
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OF (lorazepam) 





Dosage: individualize for maximum beneficial effects. Increase dose 
gradually when needed, giving higher evening dose before increasing 
daytime doses. Anxiety, usually 2-3mg/day given b.i.d. or t.i.d.; dosage 
may vary from 1 to 10mg/day in divided doses. For elderly or debili- 
tated, initially 1-2mg/day; insomnia due to anxiety or transient situa- 
tional stress, 2-4mg h.s. | : 


How Supplied: 0.5, 1.0 and 2.0mg tablets. 


Wyeth Laboratories 


| l Philadelphia. PA 19101 


TM 


Copynght © 1979, Wyeth Laboratories 
Div. of AR PC NY. NOY All cights reserved, 
























y Slow-Release Lithium Carbonate 300 mg. ` 
Before prescribing, see complete prescribing information in Rowell literature. They 
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3 Lithium toxicity is closely related to serum lithium levels, and can occur at* 
Mental Hea Ith doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. 










Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease, severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to be associated with morphologic 
changes in the kidneys. 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caution 
patients about activities requiring alertness (e.9.. operating vehicles or machinery :. 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 
Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases 
when manic symptoms subside. 


The National Institute of Mental Health Associate Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate 
Program at the National Institutes of Health is offering fluid intake (2500-3000 ml) must be maintained, at least during initial stabilization 
two or three year Associateships for intensive training in period. Protracted sweating or diarrhea can decrease tolerance; in such cases, 


ni ; i administer supplemental fluid and salt. 
virtually all areas of clinical and basic psychobiological , l , ! 
research in adult and child psychiatry. The program is Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of sodium. 





currently approved for the fourth post-graduate year Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
(PGY-4) of residency training. Applicants should be in temporary reduction or cessation of dosage. 

their last year of training or should have completed Adverse Reactions: Mild to moderate toxic reactions may occur at serum lithium 
training by the start of the appointment and should be levels from 1.5 to 2.5 mEq/L, and moderate to Severe reactions at levels from 2.0 to 
U.S. citizens or eligible for naturalization within four years 2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial therapy 


hoo and persist. Transient and mild nausea and general discomfort also appear during 
of the expected appointment date. Applications are due initial therapy. These effects usually subside with continued treatment or temporary 
by January 15, 1980 for appointments which begin July reduction or cessation of dosage. if persistent, discontinue dosage. 


1981. Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may De 
Excellent facilities are available at The Clinical Center on early signs of toxicity and may occur at levels below 2.0 mEg/L. At higher levels, 

| ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
the 306-acre NIH campus in Bethesda, Maryland, and at seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, involving 
nearby St. Elizabeths Hospital in Washington, D.C. multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
Clinical Associates are assigned clinical responsibility in acute phase. 
caring for adults and children who are admitted for both The following reactions appear to be related to serum lithium levels, including levels 
therapeutic and research purposes. Research Associates within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (fascicu- e 
engage in laboratory research under the preceptorship of lations, twitching, clonic movements of whole limbs), ataxia, choreo-athetotic move- 


ments, hyperactive deep tendon reflex; Central Nervous System — blackout spells, 


one of the senior staff. All associates may participate In epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urine or 


tutorial seminars and other teaching programs. feces, somnolence psychomotor retardation, restlessness, confusion, stupor, coma; 

ud . f ; TN ardiovascular— cardiac arrhythmia, hypotension, peripheral circulatory collapse; 
A competitive salary is available for candidates qualifying Gastrointestinal anorexia, nausea, vomiting, diarrhea; Genitourinary — albuminuria, 
for appointment in the Commissioned Corps, United States oliguria, polyuria, glycosuria; Dermatologic — drying and thinning of hair, alopecia, 
Public Health Service.A portion of the salary is tax anesthesia of skin, chronic folliculitis, exacerbation of psoriasis, xerosis Cutis; 
exempt. Moving and travel expenses are paid and health Autonomic — blurred vision, dry mouth; Thyroid Abnormalities — euthyroid goiter anC/or 
care is free. Appointment as a Staff Fellow is also hypothyroidism (including myxedema) with lower Ta and Ta. I'S" uptake may be elevated: 


FEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and 
disorganization of background rhythm; EKG Changes reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


baroi po nin to dosage include: icai EER ate A changes, cee No 
HUE eadache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
Associate Program glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
The Clinical Center worsening of organic brain syndromes, excessive weight gain, edematous swelling 
| Bldg. 31, Room 4BO4 of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus, and 

National Institutes of Health metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


|. . available. 











bes - For a detailed catalog about the program, write or call 
collect: 





Public Health Service Dosage and Administration: Acute Mania —900 mg b.i.d. or 600 mg t.i.d. (1800 mg 
Bethesda, Maryland 20205 per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 

Serum levels should be determined twice per week until serum level and clinical 
Phone: (301) 496-2427 condition have been stabilized. 


Long-Term Control - 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels should 
be monitored at least every two months. R 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 


An NIH Associate Training Program are supplied in bottles of 100 and 1000. 


An Equal Opportunity Employer ® 
| ROWEL LABORATORIES, INC. 
BAUDETTE, MINN. 56623 


Dofithíum 
dosage 
schedules 
keep your 
patients 
going around 
in circles? 
Lithobid 


Slow-Release Lithium 
Carbonate 300 mg. 


Now you can convert 
your lithium patients 
to this convenient, 
new b.i.d. dosage. 


LE May, 1979 


Slow-Release Lithobid enables twice-a-day 
dosing as a practical route to better patient 
compliance. Patients on conventional 
lithium dosage forms can be converted to 
new Líthobid at the same daily dose, 
divided b.id. All patients on long-term 
lithium maintenance therapy will 
appreciate the convenience of this 
reduced dosage frequency. 


Conventional tablets or capsules cause 
serum lithium spikes. New Lithobid blunts 
these peaks and keeps post-absorption 
serum levels within bounds. 


® 
ROWELL 


LABORATORIES, INC 
BAUDETTE. MINN. 56623 


Please see preceding page for brief 
summary of prescribing information. 
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é Inmarked agitation with depression 
symptomatic relief may make the patient 
more accessible and responsive. 


ç 


Rapid relief of marked agitation in many patients 

The trancuilizer component alleviates symptoms of agitation and anxiety within a few days, 
without apparent dulling of mental acuity. Hypnotic effects from the tranquilizer component 
appear to be minimal, particularly in patients permitted to remain active. However, TRIAVIL 
may impair mental and/or physical abilities required for performance of hazardous tasks. 


Highly effective antidepressant action 

The antidepressant component relieves symptoms of depression such as poor concentration 
and teelings of hopelessness as well as early morning awakening; adequate relief of symptoms 
may take a few weeks or even longer. 


Helps break barriers to psychotherapy 
As symptoms are relieved, many patients often communicate more effectively, become more 
cooperative, and are able to return to normal daily activities. 


Treatment with TRIAVIL— a balanced view: 
TRIAV Lis contraindicated in CNS depression from drugs, in the presence of evidence of 


bone marrow depression, and in patients hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery phase following myocardial infarction or 


disorders sFould be watched closely. Not recommended in children or during pregnancy. 
TRIAVIL may impair mental and/or physical abilities required for performance of hazardous 


For marked 
agitation with depression 


Triavi 


containing perphenazine and amitriptyline HCI € 


® 





Copyright © 1979 by Merck & Co., Inc Please see following page for a brief summary of prescribing information. 


“More dosage strengths 
than any other formulation containing 
- a tranquilizer and an antidepressant 


Tiä 


containing perphenazine and amitriptyline HCI 


& 






Avaliable: 

TRIAVIL® 2-25: Each tablet contains 

2 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 2-10: Each tablet contains 

2 mg perphenazine and 10 mg amitriptyline HCI. 
TRIAVIL® 4-50: Each tablet contains 

4 mg perphenazine and 59 mg amitriptyline HCI. 
TRIAVIL® 4-25: Each tablet contains 

4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 

4 mg perphenazine and 10 mg amitriptyline HCI. 


CONTRAINDICATIONS: Central nervous system depression from drugs (bar- 
biturates, alcohol, narcotics, anaigesics, antihistamines), evidence of bone mar- 
row depression; known hypersensitivity to phenothiazines or amitriptyline. Shouid 
not be given concomitantly with a monoamine oxidase inhibitor since hyperpyretic 
crises, severe convulsions, and deaths have occurred from such combinations. 
When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days 
to elapse before initiating therapy with TRIAVIL. Therapy should then be initiated 
cautiously with gradual increase in dosage until optimum response is achieved. 
Not recommended for use during acute recovery phase tollowing myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given concomitantly with quanethidine or 
similarly acting compounds since TRIAVIL may block the antihypertensive action 
of such compounds. Use cautiously in patients with history of urinary retention, 
angle-closure glaucoma, ncreased intraocular pressure, or convulsive disorders. 
Dosage of anticonvulsive agents may have to be increased. In patients with 
angle-ciosure glaucoma, even average doses may precipitate an attack. Patients 
with cardiovascular disorders should be watched closely. Tricyclic antidepres- 
sants, including amitriptyline HCI, have been reported to produce arrhythmias, 
sinus tachycardia, and prolongation of conduction time, particularly in high doses. 
Myocardial infarction anc stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or those receiving 
thyroid medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or driving a motor 
vehicle. In patients who use alcohol excessively, potentiation may increase the 
danger inherent in any suicide attempt or overdosage. Noi recommended in 
children or during pregnancy. 

PRECAUTIONS: Suicide ís a possibility in depressed patients and may remain 
until significant remission occurs. Such patients should not have access to large 
quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in patients 
who have previously exhibited severe adverse reactions to other phenothiazines. 
Likelihood of some untoward actions is greater with high doses. Closely supervise 
with any dosage. The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult the diagnosis of 
disorders such as brain turnor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intolerance to 
perphenazine, in which case discontinue. 

If hypotension develops. epinephrine should not be employed, as its action is 
blocked and partially reversed Dy perphenazine. Phenothiazines may potentiate 
the action of central nervous system depressants (opiates, analgesics, antihis- 
tamines, barbiturates, alcohol) and atropine. In concurrent therapy with any of 
these, TRIAVIL should be given in reduced dosage. May also potentiate the action 
of heat and phosphorous insecticides. There is sufficient experimental evidence to 
conclude that chronic administration of antipsychotic drugs which increase 
prolactin secretion has the potential to induce mammary neoplasms in rodents 
under the appropriate conditions. There are recognized differences in the 
physiological role of prolactin between rodents and humans. Since there are, al 
present, no adequate epidemiological studies, the relevance to human mammary 
cancer risk from prolonged exposure to perphenazine and other antipsychotic 
drugs is not known. 

Amitriptyline: in manic-depressive psychosis, depressed patients may experi- 
ence a shift toward the manic phase if they are treated with an antidepressant. 
Patients with paranoid symptomatology may have an exaggeration of such 
symptoms. The tranquilizing effect of TRIAVIL seems to reduce the likelinood of this 
effect. When amitriptyline HCI is given with anticholinergic agents or sympatho- 
mimetic drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic ileus may 
occur in patients taking tricyclic antidepressants in combination with anticholiner- 


gic-type drugs. 


Caution is advised if patients receive large doses of ethchiorvynol concurrently. 
Transient delirium has been reported in patients who were treated wth 1 g gf 
ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline Hi may enhance the response to alcohol and the effects of , 
barbiturates and other CNS depressants. 

Concurrent adnginistration of amitriptyline HCI and electroshock therapy may 
increase the hazards associated with such therapy. Such treatment should pt” 
limited to patients for whom it is essential. Discontinue several dayg before elective 
surgery if possible. Elevation and lowering of blood sugar levels@iave both been 
reported. Use with caution in patients with impaired liver function. 


s 
ADVERSE REACTIONS: Similar to those reported with either constituent alene. 
Perphenazine: Extrapyramidal symptoms (opisthotonus, oculogyric crisis, © 
hyperrefiexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) have 
been reported and can usually be controlled by the concomitant use of effective 
antiparkinsonian drugs and / cr by reduction in dosage, but sometimes persist after 
discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term therepy or may 
occur after drug therapy with phenothiazines and related agents has been 
discontinued. The risk appears to be greater in eiderly patients on high-dose 
therapy, especially females. Symptoms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized by rhythmical -nvoluntary 
movements of the tongue, face, mouth, or jaw. involuntary movements of the 
extremities sometimes occur. There is no known treatment for tardive dyskinesia: 
antiparkinsonism agents usually do not alleviate the symptoms. It is advised that all 
antipsychotic agents be discontinued if the above symptoms appear. If reatment is 
reinstituted, or dosage of the particular drug increased, or another drug substi- 
tuted, the syndrome may be masked. Fine vermicular movements of the tongue 
may be an early sign of the syndrome. The full-blown syndrome may not develop 
if medication is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythema, 
urticaria, eczema, up to exfoliative dermatitis); other allergic reactions (asthma, 
laryngeal edema, angioneurotic edema, anaphylactoid reactions). peripheral 
edema; reversed epinephrine effect; hyperglycemia; endocrine cisturbances 
(lactation, galactorrhea, gynecomastia, disturbances of menstrual cycle); aitered 
cerebrospinal fluid proteins: paradoxical excitement, hypertension, hypotension, 
tachycardia, and ECG abnormalities (quinidine-like effect), reactivation of psy- 
chotic processes; catatonic-like states, autonomic reactions, such as dry mouth 
or salivation, headache, anorexia, nausea, vomiting, constipation, obstipation, 
urinary frequency or incontinence, blurred vision, nasal congestion, and a change 
in pulse rate; other adverse reactions reported with various phenothiazine 
compounds, but not with perphenazine, include grand mal convulsions, cerebral 
edema, polyphagia, pigmentary retinopathy, photophobia, skin pigmentation, and 
failure of ejaculation. 

The phenothiazine compounds have produced blood dyscrasias (pancyto- 
penia, thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophilia), 
and liver damage (jaundice, biliary stasis). 

Pigmentation of the cornea and lens has been reported to occur arter long-term 
administration of some phenothiazines. Although it has not been reported in 
patients receiving TRIAVIL, the possibility that it might occur should be considered. 

Hypnotic effects, lassitude, muscle weakness, and mild insomnia have also 
been reported. 

Amitriptyline: Note: Listing includes a few reactions not reported for this drug, but 
which have occurred with other pharmacologically simüar tricyclic antidepressant 
drugs and must be considered when amitriptyline is administered. Cardiovascu- 
lar: Hypotension; hypertension; tachycardia; palpitation; myocardial infarction, 
arrhythmias; heart block, stroke. CNS and Neuromuscular: Contusional states: 
disturbed concentration; disorientation; delusions; hallucinations, excitement 
anxiety; restlessness; insomnia, nightmares: numbness, tingling, and paresthesias 
of the extremities; peripheral neuropathy, incoordination, ataxia: tremors: sei 
zures; alteration in EEG patterns; extrapyramidal symptoms, tinnitus; syndrome o 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth 
blurred vision; disturbance of accommodation; increased intraocular pressure 
constipation; paralytic ileus; urinary retention, dilatation of urinary tract. Allergic 
Skin rash; urticaria; photosensitization; edema of face and tongue. Hematologic 
Bone marrow depression including agranulocytosis, leukopenia; eosinophilia 
purpura; thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; vomit 
ing; anorexia; stomatitis; peculiar taste, diarrhea; parotid swelling. black tongue 
Rarely hepatitis (including altered liver function and jaundice). Endocrine: Testic 
ular swelling and gynecomastia in the male; breast enlargement and galactorrhe: 
in the female; increased or decreased libido; elevated or lowered biood suge 
levels. Other: Dizziness, weakness; fatigue; headache; weigh! gain or loss 
increased perspiration; urinary frequency, mydriasis; drowsiness; alopecia. With 
drawal Symptoms: Abrupt cessation after prolonged administration may produc 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdosage should b 
admitted to a hospital as soon as possible. Treatment is symptomatic an 
supportive. However, the intravenous administration of 1-3 mg of physostigmin 
salicylate is reported to reverse the symptoms of tricyclic antidepressant poisor 
ing. Because physostigmine is rapidly metabolized, the dosage cf physostigmin 
should be repeated as required particularly if life-threatening signs such é 
arrhythmias, convulsions, and deep coma recur or persist after the initial dosage: 
physostigmine. On this basis, in severe overdosage with perphenazine-amitrij 
tyline combinations, symptomatic treatment of central anticholinergit effects wr 
physostigmine salicylate should be considered. JATR32 (DC66132" 
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For more detailed information, consult your MSD Representatwe 
or see full Prescribing Information. Merck Sharp & Dohme, Division 
of Merck & Co., INC., West Point, Pa. 19486. 
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A Brief Summary of Prescribing Information for . « 


Lidone molindone HCI . ` 


Effective therapy 
with less chance of certain troublesome 
antipsychotic side effects 





INDICATIONS — LIDONE (molindone hydro- 
thloride) is indicated in the management of the 
1anifestations of schizophrenia. 


"ONTRAINDICATIONS — LIDONE (molindone 
ydrochloride) is contraindicated in severe 
ventral nervous system depression (alcohol, bar- 
Niturates, narcotics, etc.) or comatose states, and 
1 patients with known hypersensitivity to the 
rug. 


WARNINGS — Usage in Pregnancy: Studies 
1 pregnant patients have not been carried out. 
eproduction studies have been performed in the 
lowing animals: 


regnant Rats Oral Dose — 
) mg/kg/day — 10 days, no adverse effect 
) mg/kg/day — 10 days, no adverse effect 


regnant Mice Oral Dose — 

) mg/kg/day — 10 days, slight increase resorp- 
ns 

) mg/kg/day — 10 days, slight increase resorp- 
NS 


wegnant Rabbits Oral Dose — 
mg/kg/day — 12 days, no adverse effect 
D mg/kg/day — 12 days, no adverse effect 
9? mg/kg/day — 12 days, no adverse effect 


mimal reproductive studies have not demon- 
rated a teratogenic potential. The anticipated 
mefits must be weighed against the unknown 
sks to the fetus if used in pregnant patients. 


irsing Mothers: Data are not available on 
* content of LIDONE (molindone hydrochlo- 
We) in the milk of nursing mothers. 


sage in Children: Use of LIDONE (molindone 
drochloride) in chi dren below the age of 
elve years is not recommended because safe 
d effective conditiors for its usage have not 
"en established. 

ILIDONE has not been shown effective in the 
anagement of behavioral complications in pa- 
nts$with mental retardation. 


"ECAUTIONS — Some patients receiving 
JONE (molindone hydrochloride) may note 
wsiness initially and they should be advised 
ainst activities requiring mental alertness un- 
their response to the drug has been estab- 
1ed. 
ncreased activity has been noted in patients 
‘eiving LIDONE. Cau-ion should be exercised 
ere increased activity may be harmful. 
JIDONE does not lower the seizure threshold in 
»erimental animals to the degree noted with 
re sedating antipsychotic drugs. However, in 
mans, convulsive seizures have been reported 
va few instances. 

ADONE has an antiemetic effect in animals. A 
milar effect may occur in humans and may 

»cure signs of intestinal obstruction or brain 
nor. 


VERSE REACTIONS 

NS Effects — The most frequently occurring 

ct is initial drowsiness that generally sub- 
es with continued usage of the drug or lower- 
of the dose. 

Woted less frequently were depression, hy- 
activity and euphoria. 


urological Extrapyramidal Reactions — Ex- 
2yramidal reactions roted below may occur in 
‘ceptible individuals and are usually revers- 
* with appropriate management. 


lathisia — Motor restlessness may occur early. 


'kinson Syndrome —  Akinesia, charac- 
zed by rigidity, immobility and reduction of 
intary movements and tremor, have been ob- 
wed. Occurrence is less frequent than 
thisia. 


Dystonic Syndrome — Prolonged abnormal 
contractions of muscle groups occur infre- 
quently. These symptoms may be managed by 
the addition of a synthetic antiparkinson agent 
(other than L-dopa), small doses of sedative 
drugs, and/or reduction in dosage. 


Autonomic Nervous System — Occasionally 
blurring of vision, tachycardia, nausea, dry 
mouth and salivation have been reported. Uri- 
nary retention and constipation may occur par- 
ticularly if anticholinergic drugs are used to 
treat extrapyramidal symptoms. 


Hematological — There have been rare reports 
of leucopenia and leucocytosis. If such reactions 
occur, treatment with LIDONE may continue if 
clinical symptoms are absent. Alterations of 
blood glucose, liver function tests, B.U.N., and 
red blood cells have not been considered 
clinically significant. 


Metabolic and Endocrine Effects — Alteration 
of thyroid function has not been significant. 
Amenorrhea has been reported infrequently. 
Resumption of menses in previously amenor- 


- rheic women has been reported. Initially heavy 


menses may occur. Galactorrhea and 
gynecomastia have been reported infrequently. 
Increase in libido has been noted in some pa- 
tients. Impotence has not been reported. 
Although both weight gain and weight loss have 
been in the direction of normal or ideal weight, 
excessive weight gain has not occurred with 
LIDONE. 


Cardiovascular — Rare, transient, non-specific 
T wave changes have been reported on E K G. 
Association with a clinical syndrome has not 
been established. Rarely has significant hypoten- 
sion been reported. 


Ophthalmological — Lens opacities and pig- 
mentary retinopathy have not been reported 
where patients have received LIDONE (molin- 
done hydrochloride). In some patients, 
phenothiazine induced lenticular opacities have 
resolved following discontinuation of the 
phenothiazine while continuing therapy with 
LIDONE. 


Skin — Early, non-specific skin rash, probably of 
allergic origin, has occasionally been reported. 
Skin pigmentation has not been seen with 
LIDONE usage alone. 


LIDONE (molindone hydrochloride) has certain 
pharmacological similarities to other antipsy- 
chotic agents. Because adverse reactions are 
often extensions of the pharmacological activity 
of a drug, all of the known pharmacological 
effects associated with other antipsychotic drugs 
should be kept in mind when LIDONE is used. 
Upon abrupt withdrawal after prolonged high 
dosage an abstinence syndrome has not been 
noted. 


Tardive Dyskinesia — Although rarely reported 
with LIDONE (molindone hydrochloride) 
symptoms were reversible upon discontinuation 
of therapy. 

Tardive dyskinesia associated with other 
agents has appeared in some patients on long- 
term therapy and has also appeared after drug 
therapy has been discontinued. The risk appears 
to be greater in elderly patients on high-dose 
therapy, especially females. The symptoms are 
persistent and in some patients appear to be ir- 
reversible. The syndrome is characterized by 
rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). There may be involuntary 
movements of extremities. 

There is no known effective treatment of tar- 
dive dyskinesia; antiparkinsonism agents 


usually do not alleviate the symptoms of this syn- 
drome. It is suggested that all artipsychotic 
agents be discontinued if these symptoms ap- 
pear. Should it be necessary to reinstitute treat- 
ment, or increase the dosage of the agent, or 
switch to a different antipsychotic agent, the 
syndrome may be masked. It has been reported 
that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the 
medication is stopped at that time the syndrome 
may not develop. 


DOSAGE AND ADMINISTRATION — Initial 
and maintenance doses of LIDONE (molindone 
hydrochloride) should be individualized. 


Initial Dosage Schedule 
The usual starting dosage is 50 to 75 mg/day. 

— Increase to 100 mg/day in three or four 
days. 

— Based on severity of symptomatology, 
dosage may be titrated up or down depend- 
ing on individual patient response. 

— An increase to 225 mg/day may be required 
in patients with severe symptomatology. 


Elderly or debilitated patients should be started 
on lower dosage. 


Maintenance Dosage Schedule 

1. Mild — 5 mg to 15 mg three or four times a 
day. 

2. Moderate — 10 mg to 25 mg three or four 
times a day. 

3. Severe — 225 mg/day may be required. 


DRUG INTERACTIONS — Potentiation of 
drugs administered concurrently with LIDONE 
(molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not 
shown increased toxicity when LIDONE is given 
concurrently with representative members of 
three classes of drugs (i.e., barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE — Symp- 
tomatic, supportive therapy should be the rule. 

Gastric lavage is indicated for the reduction of 
absorption of LIDONE (molindone hydrochloride) 
which is freely soluble in water. 

Since the adsorption of LIDONE (molindone hy- 
drochloride) by activated charcoal has not been 
determined, the use of this antidote must be con- 
sidered of theoretical value. 

Emesis in a comatose patient is contraindi- 
cated. Additionally, while the emetic effect of 
apomorphine is blocked by LIDONE in animals, 
this blocking effect has not been determined in 
humans. 

A significant increase in the rate of removal of 
unmetabolized LIDONE from the body by forced 
diuresis, peritoneal or renal dialysis would not be 
expected. (Only 2*. of a single ingested dose of 
LIDONE is excreted unmetabolized in the urine.) 
However, poor response of the patient may 
justify use of these procedures. 

While the use of laxatives or enemas might be 
based on general principles, the amount of un- 
metabolized LIDONE in feces is less than 1%. Ex- 
trapyramidal symptoms have responded to the 
use of diphenhydramine and the synthetic anti- 
cholinergic antiparkinson agents. 


HOW SUPPLIED — LIDONE (molindor.e hydro- 
chloride) capsules are supplied in bottles of 100 
in the following dosage strengths and colors: 


5 mg (NDC 0074-5542-13) blue and cream 
10 mg (NDC 0074-5543-13) red and cream 
25 mg (NDC 0074-5544-13) brown and cream 


c) ABBOTT LABORATORIES 
North Chicago. IL60064 


9983320 
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PERSISTENT r 
Tardive 

Dyskinesia 

Not reported with Lidone 


molindone HCI 








Even after 13 years of clinical experience, only a 
few late-occurring dyskinesias have been noted. And all 
were reversible upon discontinuation of medication. . 


* 
Also no reports of lens opacities, pigmentary retinopathy, 
impotence, excessive weight gain. Significant hypotension 
has been rare. Other side effects resemble comparable 
agents, seldom interrupt therapy. 
Offers effective control of schizophrenic symptoms 
such as hallucinations, conceptual disorganization, 
hostility, unusual thought content, emotional withdrawal. 


molindone HCI 


Effective therapy with less chance of 
certain troublesome antipsychotic side effects 


Please see overleaf for Brief Summary 9083320 
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QU The schizophrenic patient is often lost 


ina private world of hallucinations. delusions and anxiety. For such patients. »trelazine 
provides effective control of these and other psychotic symptoms. 


Also important, Stelazine' can help patients participate in your therapeutic programs. 
5telazine usually does not cause excessive sedation and offers the convenience of 


b.i.d. dosage. 


After 19 years of extensive clinical and laboratory research and clinical experience, no 
other antipsychotic agent has demonstrated significantly greater overall effectiveness 
and significantly fewer adverse effects than 5telazine'. These facts make ‘Stelazine a first. 


choice for therapy. 


Defore prescribing, see complete 
prescribing information in SKGF 
literature or PDR. The following is a 
brief summary. 
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at the American Psychiatric Association 
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by McLean Hospital 


Course Director: 

Shervert H. Frazier, MD 
Psychiatrist-in-Chief, McLean Hospital 
Professor of Psychiatry 

Harvard Medical Schoo! 


A 16-hour review of the major areas of psychiatric 
theory, practice, and research. This course— 
presented by McLean Hospital at the APA 1979 
Annual Meeting —is now available as a convenient 
self-study course. The SURVEY OF PSYCHIATRY 
course provides a unique source of information, 
and offers an excellent opportunity for reinforcing 
previous learning and for updating current concepts 
in psychiatry, and may assist in preparing for 
certifying exams such as the American Board of 
Psychiatry and Neurology. 


Course components: 
a 14 original lectures recorded live and duplicated on 
audiocassettes 


Survey of Psychiatry 


Presented by McLean Hospital 
at the American Psychiatric Association's 
1979 Annual Meeting 
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a A study guide illustrated with tables, charts, and 
graphs; plus additional references for further study 

æ A test section and computerized answer sheet 
with self-addressed mailing envelope (for 
registrants desiring APA/AMA Category 1 credits) 


To obtain Category 1 credits, registrants must return 
the answer sheet for scoring. A certificate of 
Category 1 credits, the scored test, and a master 
answer sheet will then be issued. 


All components are packaged in a handsome, 
custom-designed case for easy portability and library 
storage. 


Credit Statement: 

As an institution accredited for continuing medical education, 
the American Psychiatric Association certifies that this 
continuing medical education offering meets the criteria for uo 
to 16 credit hours in Category 1 of the Physician's Recognition 
Award of the American Medical Association provided it is used? 
and completed as designed. 
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Prices include postage and handling 


tif paid by institution, please attach your purchase order. 
*NY State residents please add sales tax. 


Please make checks or money orders payable to: 


SURVEY OF PSYCHIATRY 
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AV/MD Educational Programs may be tax deductible. 
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papers are subject to the same peer review criteria as other 
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therapeutic interventions. Because of the stringent criteria 
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Articles submitted for prompt publication can be of either 
regular or Brief Communication length (a "prompt pub- 
lication policy” is automatically in effect for Clinical and Re- 
search Reports). These papers are given priority in sched- 
uling; however, authors should be aware that the minimum 
publication time is four months. Prompt publication papers 
must meet stringent criteria of originality and be of major, 
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possible. Headline style (declarative sentences? should be. 
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principal researchers and/or writers: collaborators can beac- . 
knowledged in a footnote. Degrees (other than honorary or | 
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Previous presentation. If the. paper has been presented __ : 
orally, please give the name of the meeting, the place, and 
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Author affiliations. The authors’ position titles and affilia- v 
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to receive reprint requests. E 
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number. Individual acknowledgments should be as brief as D 
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drugs are used only in the case of experimental drugs or = 
those unavailable in this country. COGI 

Other requirements. The number of words, tables, and fig- 
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number for the corresponding author in the lower right. 








Précis 


The précis should be up to 100 words for regular articles 
and Brief Communications (no précis is used in the Clinical 
and Research Reports section). The précis should 5e a single 
paragraph using complete, connected sentences, active 
verbs, and the third person. In most cases, the précis re- 
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Text 


Headings and subheadings should be inserted at reason- 
able intervals in all types of papers. Footnotes to text materi- 
al should be typed on a separate page at the end of the manu- 
script. Summaries are rarely desirable, although a final 
"Comment" or ‘‘Conclusions’’ section may be used. The 
body of the paper should be written in the active voice and 
first person where appropriate. 

Statistics. Authors should be sure that statistics used are 
both necessary and appropriate. Statistical tests should be . 
described and a reference citation given if the tests are not. 
generally known. It is not sufficient to say “differences be 
tween the groups were significant.” In cases of lengthy com: 
plicated analyses, the authors may summarize results and 








indicate that details are available from them on request. 

Abbreviations. All,abbreviations (other than those for 
metric units) should be explained the first time they are used. 
Idiosyncratic abbreviations should be*avoided: overuse of 
abbreviations may hinder rather than facilitate readability. 

Drugs. Generic rather than trade names of drugs should be 
used: trade names mav be given parenthetically if necessary. 
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in the preparation of figures. 
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All tricyclics have a range of 

steady-state plasma levels that produce ' 
d maximal antidepressant effects and 
minimal toxic effects: When this 
b rangeWs well-defined it is called 
the "therapeutic window.” To date, 
conclusive evidence for a therapeutic 
window has been obtained for only 
one tricyclic—nortriptyline: 


Highly predictable 
determination of 


optimal dosage 


The more accurately the limits of the therapeutic window 
are defined, the more predictably individual dosage require- 
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50 ng/ml 140 ng/ml ments for a tricyclic agent can be determined? That's why an 
The Pamelor initial starting dose of 75 mg Pamelor daily can achieve optimal 
Therapeutic Window: plasma levels for 70% of depressed patients? A single dosage 


adjustment to 100 mg Pamelor daily will achieve therapeutic 
blood levels for most patients who have not responded to 75 mg. 


Minimal titration 

With other tricyclic agents, the therapeutic dose is usually determined by increasing the daily dose 
from 25 mg upward to 300 mg. This time-consuming and often random process of titration is virtually 
reliminated with Pamelor. Because the initial dose is usually a therapeutic dose, you can spend less time 
son dosage adjustment and more time on psychotherapy. 


Minimal significant side effects 
Pamelor therapy is well tolerated. Daytime drowsiness is 
rarely a problem. As with all antidepressants, however, patients 
should be cautioned against driving or operating hazardous 
machinery. Anticholinergic side effects are also minimal, although 
some patients may experience dry mouth. 


Pamelor therapy is clinically effective 


Improvement of symptoms of depression can often begin to 
ze seen in some patients within a week. These include relief of | 
lepressed mood, sleep disturbances, and fatigue. Global improve- r Wes! 
nent is usually observed by the second week. Maximum improve-  . | 
nent with Pamelor, as with other antidepressants, may require 
onger therapy particularly in severe depressive illnesses. 


Pamelor 
(nortriptyline HCI) NF 
25mg. Capsules 


Helps make the therapeutic dosage 
easy to determine. 


a well-defined range of 
therapeutic blood levels. 
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CO highly predictable 
determination of 
optimal dosage 
C minimal titration 


[J minimal significant 
side effects 
O Pamelor therapy 


is clinically effective 


Indications: For relief of depressive symp- 
toms. Endogenous depressions are more 
likely to be alleviated than others. 


Contraindications: Hypersensitivity. Should 
not be given concomitantly with MAO inhib- 
itors or within 2 weeks of the use of this 
drug since hyperpyretic crises, severe con- 
vulsions, and fatalities have occurred when 
similar tricyclic antidepressants were used 
in such combinations. Cross-sensitivity with 
other dibenzazepines is a possibility. Con- 
traindicated during acute recovery period 
after myocardial infarction. 

Warnings: Use with caution in patients with 
cardiovascular disease because of tendency 
to produce sinus tachycardia and prolong 
conduction time. Myocardial infarction, ar- 


S  rhythmia, and strokes have occurred. May 


block antihypertensive action of guanethi- 
dine and similar agents. Because of anticho- 
linergic activity, use cautiously in patients 


with glaucoma or a history of urinary reten- 


: ion. Patients with a history of seizures 
-should be followed closely because the drug 
“is known to lower the convulsive threshold. 
Great care is required for hyperthyroid 
-patients and those taking thyroid medica- 
tion because of possible development of 
cardiac arrhythmia. Caution patients about 
possibility of impaired mental and/or phys- 
. ical ability to operate a motor vehicle or 

.— dangerous machinery. Response to alcoholic 
beverages may be exaggerated and may lead 
to suicidal attempts. Safe use during preg- 
nancy, lactation, and women of childbearing 


-.- potential has not been established and the 


drug should not be given unless clinical sit- 











(nortriptyline HCI) NF 
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25mg. Capsules 


Helps make the therapeutic dosage easy 
to determine for depressed patients. 


uation warrants potential risk. Not recom- 
mended for use in children. 

Precautions: Psychotic symptoms may be 
exacerbated in schizophrenic patients. 
Increased anxiety and agitation may occur 
in overactive or agitated patients. Manic- 
depressive patients may experience shift to 
manic phase. Hostility may be aroused. 
Concomitant administration of reserpine 
may produce a “stimulating” effect. Watch 
for possible epileptiform seizures during 
treatment. Use cautiously with anticholiner- 
gic or sympathomimetic drugs. Concurrent 
electroconvulsive therapy may increase haz- 
ards associated with nortriptyline HCI. 
When possible, discontinue drug several 
days prior to surgery. Potentially suicidal 
patients require supervision and protective 
measures during therapy. Prescriptions 
should be limited to the least possible quan- 
tity. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: The pharmaco- 
logic similarities among the tricyclic antide- 
pressant drugs require that each of the 
following reactions be considered when 
nortriptyline is administered. 


Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarc- 
tion, arrhythmias, heart block, stroke. 
Psychiatric: Confusional states (especially 

in the elderly) with hallucinations, disorien- 
tation, delusions; anxiety, restlessness, 
agitation; insomnia, panic, nightmares; 
hypomania; exacerbation of psychosis. 
Neurologic: Numbness, tingling, paresthesias 
of extremities: incoordination, ataxia, trem- 
ors; peripheral neuropathy; extrapyramidal 
symptoms; seizures, alteration in EEG pat- 
terns; tinnitus. 


Anticholinergic: Dry mouth and rarely, asso- 
ciated sublingual adenitis; blurred vision, 
disturbance of accommodation, mydriasis; 
constipation, paralytic ileus; urinary reten- 
tion, delayed micturition, dilation of the 
urinary tract. 

Allergic: Skin rash, petechiae, urticaria, itch- 
ing, photosensitization (avoid excessive 
exposure to sunlight); edema (general or of 
face and tongue), drug fever, cross-sensitiv- 
ity with other tricyclic drugs. 

Hematologic: Bone-marrow depression, 
including agranulocytosis; eosinophilia; pur- 
pura; thrombocytopenia. 

Gastrointestinal: Nausea and vomiting, 
anorexia, epigastric distress, diarrhea, pecu- 


liar taste, stomatitis, abdominal cramps, 
black-tongue. 


Endocrine: Gynecomastia in the male, breast 
enlargement and galactorrhea in the female; 
increased or decreased libido, impotence, 
testicular swelling; elevation or depression 
of blood sugar levels. 

Other: Jaundice (simulating obstructive); 
altered liver function; weight gain er loss; 
perspiration; flushing; urinary frequency, 
nocturia; drowsiness, dizziness, weakness, 
fatigue; headache; parotid swelling; 
aiopecia. 

Withdrawal Symptoms: Though these are not 
indicative of addiction, abrupt cessation of 
treatment after prolonged therapy may pro- 
duce nausea, headache, and malaise. 
Dosage and Administration: Usual adult 
dose—25 mg. three or four times daily; dos- 
age should begin at a low level and increase 
as required. As an alternate regimen, the 
total daily dosage may be given once-a-day. 
Elderly and Adolescent--30 to 50 mg. per day, 
in divided doses, or the total dosage may be 
given once-a-day. Doses above 100 mg. per 
day and use in children are not recom- 
mended. If a patient develops minor side 
effects, the dosage should be reduced. The ° 
drug should be discontinued promptly i$ 
adverse effects of a serious nature or allergic 
manifestations occur. 

How 5upplied: Capsules 10 mg., 25 mg. and 
75 mg.; solution 10 mg./5 cc. 


For more detailed information see full pre- 
scribing information. 


References: 

1. Asberg M, Crénholm B, 5jóqvist E, et al: Eelationship 
between plasma level and therapeutic effect of nortrip- 
tyline. Br Med | 3:331-334, 1971. 

2. Ziegler VE: Improved clinical response toctricyciic anti 
depressants: Provisions for faster, more effective, and safer 
therapy. Presented as a scientific exhibit at the 30th Insti- 
tute on Hospital & Community Psychiatry of the Ameri- 
can Psychiatric Association, Kansas City, Mo, September 
18-20, 1978, p 9. 

3, Sjöqvist E Hammer W, Idestrom C-M, et al, cited by 
Alexanderson B, 5jóqvist F Individual differences in the 
pharmacokinetics of monomethylated tricyclic antidepres- 
sants: Role of genetic and environmental factors and clini- 
cal importance. Ann NY Acad Sa 179:730-751, 1971. 


45 1979 Sandoz, Inc. SDZ-9-18 


S PHARMACEUTICALS 
SANDOZ East hanse, AL 07936 


Dnus: 


UN 


Rasa 


FERUNT: 


Zi 


TEE 


- 
T 


TUYA GET, 9 


7747, 


Su: 


"y 


y. 


SONIS d 
s 


PSYCHIATRISTS. ' B 


kr 

$48,972-$52,836 ij 

od 

Join us in fulfilling a new initiative in ia 
correlated mental health services. i 
Clinical Treatment Centers PA 
Community Partnership iY 
Uniform Accessibility My 
Comprehensiveness: i 
Prevention P 
Treatment 4 
Rehabilitation W 


We need the professional 


collaboration of innovative, io 
energetic, and well-qualified P 
psychiatrists. We offer a choice of n 
locations and programs, competitive v 
salaries, full benefits, and the i 
advantages of the interdisciplinary pe 
team. For complete information w 
mail resume or call collect: W 

Stan Nielsen, Chief g 


Manpower Management and t 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 


(916) 920-7157 
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The Brown Schools: 
Specialists in 
Residential Treatment 


Residential treatment has be- 
come hizhly specialized in the 

efield of mental health. It is a 
specific treatment modality for 
those who need a totally planned 
and structured environment. 

The Brown Schools has de- 
veloped a wide range of profes- 
sional services that can be 
utilized to implement an indi- 
vidually planned residential 
treatment program. The degree 
of structure and protection, the 
intensity of therapy, the methods 
of education and training are 
controlled and modified with the 
resident’s changing needs. 

Professionals in the areas of 
psychiatry, psychology, nursing, 
social work, education, pre- 
vocational training, speech 
pathology, and recreation have 
developed expertise in the spe- 
cific area of residential treat- 
ment. Each service area is de- 
signed as a component of an 
integrated therapeutic milieu. 

The three residential treatment 
centers of The Brown Schools 
provide complete programming 
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for those in need of twenty-four 
hour care. Services are available 
for children, adolescents, and 
adults with emotional distur- 
bance, mental retardation, and 
neurological impairment. Two 
small group homes in Austin 
provide for reintegration into the 
community and complement the 
services offered in the other 
centers. For information. write: 
Director of Admissions/ 
Department C-O 

The Brown Schools 

P.O. Box 4008, 

Austin, Texas 78765. 

Toll Call: (512) 478-6662 

Out of State Free: (800) 531-5305 
From Texas Free: (800) 252-5404 


THE 4. 
BROWN 
SCHOOLS 


An equal opportunity employer. 

All our programs are accredited by 
the appropriate Councils of the Joint 
Commission on Accreditation of 


Hospitals, 


Eas E 
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FELLOWSHIP IN 
CHILD PSYCHIATRY. — 
STARTING July 1, 1980 


The Division of Child Psychiatry offers a two-year, fully- 
accredited Fellowship in Child Psychiatry to qualified 
applicants who have completed an internship and two 
years of training in General Psychiatry. Salary range is 
$22,534 to $27,280. 


The Fellowship offers a developmental psychophysio- 
logic, psychodynamically oriented, active teaching pro- 
gram in all areas of child psychiatry with an cpportunity 
for clinical and basic research. A distinguishing feature is 
integrated training in pediatric neurology, a multidisci- 
plinary diagnostic clinic for learning and behavioral dis- 
orders, and liaison work with an outstanding pediatrics 
department. 


Extensive individual supervision in family, group and 
behavioral therapy approaches as well as intensive psy- 
choanalytically-oriented individua! psychotherapv and 
play therapy are provided. Community child psychiatry 
experience is ample and includes consultation rotations 
with schools, adoption agencies, etc. 


To apply for this exciting, rapidly-growing program, 
please contact: 
Rita R. Rogers, M.D. 
Chief, Division of Child Psychia:ry 
Harbor-UCLA Medical Center 
1000 West Carson Street 
Torrance, California 90509 


(213) 533-3112 or 533-3175 













You can help 


the ADD child 
with Cyler 


pemoline 








; Day-long behavior therapy . .4 
without dosing problems 
at school 





Impressive all-day control. 


Cylert works extremely well, given an adequate period 
of trial. Single daily doses are as effective for behavior 
control as multiple doses of methylphenidate or 
amphetamines. Blood levels are well sustained, 
without necessity for multidose administration. 


No troublesome midday dose. 


Cylert avoids problems of taking a drug at school. 
No involvement of school personnel. No peer 
teasing about noon-time dosing. The parents 
manage all medication, and the child carries no 

. drugs. (And note that Cylert is Schedule IV, not H) 


(permollne) 3:525: 
37.5 mg chewables 


Just once a day. At home. 








"ADD: Attention Deficit Disorder (formerly called MBD, 
Minimal Brain Dysfunction), or the Hyperkinetic 
Syndrome. Please see next page for Brief Summary. 
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Brief Summary of Prescribing Information 


INDICATIONS — CvLERT is indicated as an integral part of a total treatment pro- 
gram which typically includes other remedial measures (psychological, 
educational, social) for a stabilizing effect in children with a behavioral syndrome 
characterized by the following group of developmentally inappropriate symptoms: 
moderate to severe distractibility, short attention span, hyperactivity, emotional 
lability, and impulsivity. The diagnosis of this syndrome should not be made with 
finality when these symptoms are only of comparatively recent origin. Nonlocaliz- 
ing (soft) neurological signs, learning disability, and abnormal EEG may or may 
not be present, and a diagnosis of central nervous system dysfunction may or 
may not be warranted. 

Attention Deficit Disorder and Hyperkinetic Syndrome are among the terms 
being used to describe the above signs and symptoms. In the past, a variety of 
terms has been associated with these signs and symptoms, including: Minimal 
Brain Dysfunction, Hyperkinetic Reaction of Childhood, Hyperkinetic Syndrome, 
Hyperactive Child Syndrome, Minimal Brain Damage, Minimal Cerebral Dys- 
function, and Minor Cerebral Dysfunction. 


CONTRAINDICATIONS — Cv LERT (pemoline) is contraindicated in patients with 
known hypersensitivity or idiosyncrasy to the drug. (See ADVERSE 
REACTIONS.) 


WARNINGS — CvLERT is not recommended for children less than 6 years of age 
since its safety and efficacy in this age group have not been established. 
Clinical experience suggests that in psychotic children, administration of 
CYLERT may exacerbate symptoms of behavior disturbance and thought disorder. 
Data are inadequate to determine whether chronic administration of CYLERT 
may be associated with growth inhibition; therefore, growth should be monitored 
during treatment. 


PRECAUTIONS — Drug treatment is not indicated in all cases of the behavioral 
syndrome characterized by moderate to severe distractibility, short attention span, 
hyperactivity, emotional lability and impulsivity. It should be considered only in 
light of the complete history and evaluation of the child. The decision to prescribe 
CYLERT should depend or the physician's assessment of the chronicity and 
severity of the child's symptoms and their appropriateness for his/her age. 
Prescription should not depend solely on the presence of one or more of the 
behavioral characteristics. 

When these symptoms are associated with acute stress reactions, treatment 
with CYLERT is usually not indicated. 

Long-term effects of CYLERT in children have not been well established. 

Liver function tests should be performed prior to and periodically during 
therapy with CYLERT. The drug should be discontinued if abnormalities are 
revealed and confirmed by follow-up tests. (See ADVERSE REACTIONS regard- 
ing reports of abnormal liver function tests and jaundice.) 

CYLERT should be administered with caution to patients with significantly 
impaired hepatic or renal function. 

The interaction of CYLERT with other drugs has not been studied in humans. 
Patients who are receiving CYLERT concurrently with other drugs, especially 
drugs with CNS activity, should be monitored carefully. 

CYLERT failed to demonstrate a potential for self-administration in primates. 
However, the pharmacologic similarity of pemoline to other psychostimulants with 
known dependence liability suggests that psychological and/or physical depen- 
dence might also occur with CYLERT. There have been isolated reports of transient 
psychotic symptoms occurring in adults following the long-term misuse of exces- 
sive oral doses of pemoline. CYLERT should be given with caution to emotionally 
unstable patients who may increase the dosage on their own initiative. 

Usage during Pregnancy and Lactation: The safety of CYLERT (pemoline) for 
use during pregnancy and lactation has not been established. 

Studies in rats have shown an increased incidence of stillbirths and cannibaliza- 
tion when pemoline was administered at a dose of 37.5 mg./kg./day. Postnatal 
survival of offspring was reduced at doses of 18.75 and 37.5 mg./kg./day. 


Day-long behavior therapy. 
without dosing problems - 
at school - 


Cylert. pemoine) ( 


Just once a day. At home. 


ADVERSE REACTIONS — Insomnia is the most frequently reported side effect of 
CYLERT; it usually occurs early in therapy, prior to an optimum therapeutic 
response. In the majority of cases it is transient in nature or responds to a 
reduction in dosage. 

Anorexia with weight loss may occur during the first weeks of therapy. In the 
majority of cases it is transient in nature; weight gain usually resumes within 
three to six months. 

Stomach ache, skin rashes, increased irritability, mild depression, nausea, dizzi- 
ness, headache, drowsiness, and hallucinations have been reported. 

Elevations of SGOT, SGPT, and serum LDH have occurred in patients taking 
CvLERT, usually after several months of therapy. These effects appear to be 
reversible upon withdrawal of the drug, and are thought to be manifestations of a 
delayed hypersensitivity reaction. There have also been a few reports of jaundice 
occurring in patients taking CYLERT; a causal relationship between the drug and 
this clinical finding has not been established. 

The following CNS effects have been reported with the use of CYLERT: dys- 
kinetic movements of the tongue, lips, face and extremities, nystagmus and nystag- 
moid eye movements, and convulsive seizures. A definite causal relationship 
between CYLERT and these reactions has not been established. 

Mild adverse reactions appearing early during the course of treatment with 
CYLERT often remit with continuing therapy. If adverse reactions are of a signifi- 
cant or protracted nature, dosage should be reduced or the drug discontinued. 


OVERDOSAGE — Signs and symptoms of acute CYLERT overdosage may include 
agitation, restlessness, hallucinations, dyskinetic movements and tachycardia. 
The treatment for an acute overdosage of pemoline is essentially the same as that 
for an overdosage of any CNS stimulant. Management is primarily symptomati¢ 
and may include induction of emesis or gastric lavage, sedation, and other 
appropriate supportive measures. E 

Results of studies in dogs indicate that extracorporeal hemodialysis«may bs 
useful in the management of CYLERT overdosage; forced diuresis and peritoneal 
dialysis appear to be of little value. 


DOSAGE AND ADMINISTRATION —CYLERT (pemoline) is administered as a 
single oral dose each morning. The recommended starting dose is 37.5 mg./day. 
This daily dose should be gradually increased by 18.75 mg. at one week intervals 
until the desired clinical response is obtained. The effective daily dose for most 
patients will range from 56.25 to 75 mg. The maximum recommended daily dose 
of pemoline is 112.5 mg. 

Clinical improvement with CYLERT is gradual. Using the recommended sched- 
ule of dosage titration, significant benefit may not be evident until the third or 
fourth week of drug administration. 

Where possible, drug administration should be interrupted occasionally to 
determine if there is a recurrence of behavioral symptoms sufficient to require 
continued therapy. 


HOW SUPPLIED —CvLERT (pemoline) is supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (white) in bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-6073-13) 

CYLERT Chewable is supplied as monogrammed, grooved tablets in one dosage 
strength: 

37.5 mg. tablets (orange-colored) in bottles of 100 (NDC 0074-6083-13) 


Abbott Laboratories 
North Chicago, IL60064 
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ANNOUNCING PUBLICATION OF : 


THE CHRONIC MENTAL PATIENT 


Report of a Conference held in January 1978 
Edited by 
John A. Talbott, M.D. 


with contributions by James T. Barter, M.D., Paul R. Friedman, J.D., Raymond Glasscote, 

M.A., Trevor D. Glenn, M.D., Norman V. Lourie, M.S.W., W. Walter Menninger, M.D., 

Arthur T. Meyerson, M.D., Kenneth Minkoff, M.D., Samuel Muszynski, M.S.W., Lucy D. 
Ozarin, M.D., Gordon L. Paul, Ph.D., Ronald Peterson, Steven S. Sharfstein, M.D., Judith 

Clark Turner, Jane Bloom Yohalem, J.D. 


This 277-page Report of the Conference, sponsored by APA and President Carter’s 
Commission on Mental Health, identifies the chronic mental patient population, spells out 
where they are and what their needs and rights are. It specifies what programs work and 
what programs do not work in meeting the needs of these patients. It elaborates on the ob- 
stacles to implementing effective programs and the economic issues involved. It delineates 
the pros and cons of case management and specifies responsibility for coordinating, im- 
plementing, and monitoring services to chronic mental patients. 


Finally, it proposes a Call to Action which opens with this statement: ‘“There is no more 
urgent concern than the needs of the chronic mentally ill who suffer from severe, persist- 
ent, or recurrent mental illnesses with residual social and vocational disabilities. As a result 
of the deinstitutionalization programs of the past decade and the continuing growth of high 
risk populations that generate chronically ill, the problems associated with the care of these 
patients constitute a national crisis.” 


Since the Conference, the APA Assembly and the Board of Trustees have both ap- 
proved the “Call to Action” which calls upon the APA to take the lead in undertaking pro- 
grams to elevate the prestige and value of work with chronic mentally ill patients. 


* — It follows that all APA members should be thoroughly versed in the current problems of 
this chronic patient population. This is best accomplished by reading this Conference Re- 
port now available from APA Publications Services at $11.00 a copy. 

Send coupon to: American Psychiatric Association 
Publication Sales 
1700 18th St., N.W. 
Washington, D.C. 20009 
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Brief Summary of Prescribing Information 
ADAPIN® (doxepin HC!) Capsules 
Indications—Relief of symptoms of anxiety and depression 


Contraindications—Glaucoma, tendency toward urinary retention 
or hypersensitivity to doxepin 


Warnings—Adapin has not been evaluated for safety in pregnancy 
No evidence of harm to the animal fetus has been shown in repro- 
ductive studies. There are no data concerning secretion in human 
milk, nor on effect in nursing infants 

Usage in children under 12 years of age is not recommended 
MAO inhibitors should be discontinued at least two weeks prior to 
the cautious initiation of therapy with this drug, as serious side 
effects and death have been reported with the concomitant use of 
certain drugs and MAO inhibitors 


in patients who may use alcohol excessively potentiation may 
increase the danger inherent in any suicide attempt or overdosage 
Precautions—Drowsiness may occur and patients should be 
cautioned against driving a motor vehicle or operating hazardous 
machinery. Since suicide is an inherent risk in depressed patients 
they should be closely supervised while receiving treatment. Al- 
though Adapin has shown effective tranquilizing activity, the possi- 
bility of activating or unmasking latent psychotic symptoms should 
be kept in mind 
Adverse Reactions—Dry mouth. blurred vision and constipation 
have been reported. Drowsiness has also been observed 

Adverse effects occurring infrequently include extrapyramidal 
symptoms, gastrointestinal reactions, secretory effects such as 
Sweating, tachycardia and hypotension. Weakness, dizziness 
fatigue. weight gain. edema. paresthesias. flushing, chills. tin- 


nitus, photophobia. decreased libido, rash and pruritus may also 
occur 
Dosage and Administration—!n mild to moderate anxiety and/or 
depression: 25 mg t.i d. Increase or decrease the dosage according 
to individual response. Daily dosage. up to 150 mg may be taken at 
bedtime without loss of effectiveness. Usual optimum daily dosage 
is 75 mg to 150 mg per day not to exceed 300 mg per day 
Antianxiety effect usually precedes the antidepressant effect by 
two or three weeks 


How Supplied—Each capsule contains doxepin, as the hy- 
drochloride: 10 mg, 25 mg, 50 mg, and 100 mg capsules in bottles 
of 100 and 1000 

For complete prescribing information please see package insert 
or PDR 





in anxiety/depression... 


a good awakening 
from a good night’ sleep 


Most depressed patients experience some form of sleep 
disturbance. Adapin® helps relieve the accompanying 
anxiety, and restores a more normal sleep pattern right from 
the start of therapy. 


[] convenient, flexible therapy 

The usual optimal dose is 75 to 150 mg daily. The entire dose 
may be given at night without loss of therapeutic effect. 
Adapin is available as 10 mg, 25 mg, 50 mg, and 100 mg 


capsules. 


Adapin '». 
(doxepiri HCI) | 


useful adjunctive 


therapy In your ! <a 
psychiatric practice $ 


When they ii life 
in shades of blue... 


help them see life 


in all its colors 
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IF YOU HAVEN'T 
PRESCRIBED THIS CAPSULE, 
YOU HAVEN'T EXPERIENCED 

THE 48-HOUR 
LOXITANE 


Loxapine Succinate 


EFFECT... 





Impressive improvement in the often critical first two days In a series of 

clinical studies '-* involving hospitalized and ambulatory schizophrenics, there was a 
particularly impressive decrease in key target symptoms such as conceptual 

aisorganization, thinking disorder, hallucinatory behavior, and anxiety-depression during 

the first two days. Particularly notable was an almost 40% mean symptomatic improvement in 
BPRS reported in 18 acute schizophrenic patients after 48 hours of treatment.’ (See chart) 


Steady progress facilitates earlier resocialization Throughout the early weeks of therapy, 

the LOXITANE difference continues to be apparent. In clinical trials, near maximal control 

has been reported! -4 by week four and behavior patterns often approached normal. 

Mean overall symptom improvement of almost 96% in BPRS has been observed within 28 days. ! 
Prompt therapeutic response permits approximate psychotherapy for a rapid return to 

more normal activities. 


Symptom improvement in 18 acute schizophrenics & 
on LOXITANE® Loxapine Succinate Xi ne 
© 


“S| LOXAPINE > 
SUCCINATE 


5 mg, 10 mg, 25 mg, 50 mg capsules 


3 (Slight) 


ame SNOOP 
(ae ee Oe Noc 5 (Worse) 


4 (No change) : ; 
See LOXITANE Brief Summary for indications, 
warnings and precautions and for more 

2 ag 14 21 28 detailed information concerning side effects. 


Time After Drug Administration (days) Adapted from Sharma' 
BPRS (Bnet Psychiatric Rating Scale) 
CGI (Clinical Global Impressions) 


Improvement in BPRS and SNOOP Total Score 


(percent) 
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Brief Summary 

LOXITANE® Loxapine Succinate Capsules 

LOXITANE® C Loxapine Hydrochloride Oral Concentrate 
INDICATIONS: Manifestations of schizophrenia 
CONTRAINDICATIONS: Comatose or severely depressed states; 
hypersensitivity to the drug. 

WARNINGS: Safe use during pregnancy or lactation has not been 
established; weigh potential benefits to possible hazards. Not 
recommended.for use in children under 16. May impair mental and/ 
or physical abilities especially during early therapy; warn ambula- 
tory patients about activities requiring alertness and concomitant 
use of alcohol or other CNS depressants. Not recommended for 
management of behavioral complications in mentally retarded 
patients. 

PRECAUTIONS: Use with extreme caution in patients with a history 
of convulsive disorders; use with caution in patients with cardio- 
vascular disease or in those with glaucoma or a tendency to urinary 
retention particularly when on concomitant anticholinergic medica- 
tion. Loxapine has an antiemetic effect in animals which might occur 
in man masking signs of overdosage of toxic drugs and obscuring 
intestinal obstruction or brain tumor. Since possible ocular toxicity 
cannot be excluded. observe carefully for pigmentary retinopathy 
and lenticular pigmentation 

ADVERSE REACTIONS: CNS effects, other than extrapyramidal, 
infrequent. Mild drowsiness may occur at beginning of therapy or 
upon dosage increase, usually subsides with continued therapy. 
Sedation, dizziness, faintness, staggering gait, muscle twitching, 
weakness and confusional states have been reported. Extrapyrami- 
dal reactions often occur early in treatment manifested by 
Parkinson-like symptoms (tremor, rigidity, excessive salivation, 
masked facies, akathisia) controllable by dosage reduction or anti- 
parkinson drugs at usual dosages. Dystonic and dyskinetic reac- 
tions, while less frequently occurring, may be more severe, 
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SUCCINATE 


Recommended Daily Dosage 





Dosage Initially: 20-50 mg 

During first 24 hours: up to 100 mg 
Usual therapeutic level: 150 mg/cay 
Maintenance: 60-100 mg/day 


Maximum: 250 mg/day 


Dosage may be divided as necessary. 
Reduced dosage in geriatrics and 
adolescents should be considered. 





requiring dosage reduction or temporary withdrawal plus appropri- 
ate counteractive drugs. Persistent Tardive Dyskinesia may appear 
during prolonged therapy or following discontinuance, the risk 
greater in the elderly, especially females, on high dosage. Symp- 
toms, persistent and in some patients apparently irreversible, are 
characterized by rhythmical involuntary movement of the tongue, e 
face, mouth and jaw sometimes accompanied by involuntary mgve- 
ment of extremities. Since there is no known effective treatment, dis* 
continue all antipsychotic drugs if symptoms appear. Reinstitution of 
treatment, increased dosage. or switching to another agent may 
mask syndrome. The syndrome may not develop if medication Is 
stopped when fine vermicular movements of the tongue first appear. 
Cardiovascular Effects: Tachycardia, hypotension, hypertension, 
lightheadedness and syncope. ECG changes, not known to be re- . 
lated to loxapine use, have been reported. Skin: Dermatitis, edema 
of face, pruritus, seborrhea. Possible photosensitivity and/or photo- 
toxicity; skin rashes of unknown etiology seen in a few patients in hot 
summer months. Anticholinergic: Dry mouth, nasal congestion, 
constipation, blurred vision (more likely to occur with concomitant 
use of antiparkinson agents). Other: Nausea, vomiting, weight gain 
or loss, dyspnea, ptosis, hyperpyrexia, flushed tacies, headache, 
paresthesia, polydipsia. Rarely, galactorrhea and menstrual irreg- 
ularity of unknown etiology 


References: 1. Sharma T: Rapid response to loxapine in acute sch zophrenia, 
Curr Ther Res 25:366-370, March 1979. 2. Serban G: Loxapine in acute 
schizophrenic disorder, Curr Ther Res 25:139-143, January 1979. 3. Zisook S el 
al.: Loxapine succinate (LOXITANE®) in the outpatient treatment of acutely ill 
schizophrenic patients, Curr Ther Res 24:415-426, August 1978. 4. Thomas JL: 
Loxapine oral liquid concentrate in the treatment of young adult patients with 
acute schizophrenic symptoms, Curr Ther Res 25:371-377, 1979. 
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The -week-at-a-glance" Appointment Book, published by the American Psychiatric Association, has been | 


Specifically developed to satisfy the needs of psychiatrists. It contains a comprehensive list of addresses — ts 
and annual meeting dates of all major organizations and agencies of interest to psychiatrists. Members who 

.. have not tried this book in the past are urged to do so. It is returnable within 30 days forafullrefundifnct —— 
- acceptable. (Returned copies must be received in saleable condition.) CE 


The Pocket Size Appointment Book is also available and may be ordered in combination with the Desk. p 
Appointment Book. ME US 





Copies are now available. Your order will be processed immediately upon receipt of coupon and payment. 


— POCKET: $6.00 
BOTH: $15.00 


10% Discount for 10-99 copies 
15% Discount for 100 copies or more 
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Send coupon to: 


Publication Sales Department 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me: ____ copies of Desk Appointment Book order #141 (9 $12.00 ea. D 
— — copies of Pocket Appointment Book order #141-1 @ $6.00 ea. | 
—— copies of Appointment Book Set order 4141-2 @ $15.00 ea. 

—— To expedite my order, | am enclosing an additional $3.00 (U.S. only) 








(All domestic orders amounting to $35.00 or less must be accompanied by payment; all 
.. foreign orders, regardless of dollar amount, must be accompanied by payment.) x 











25 mg opaque blue and yellow capsules 
50 mg opaque blue and orange capsules 


Proven efficacy 


Results of double-blind, controlled studies: 


[] Among 122 depressed outpatients, those given 
SURMONTIL showed significant improvement 
(P< .05) in somatic and pathological thought symp- 
toms and overall score on the Physician Depression 
Scele.! 

O After four weeks, 16 out of 19 hospitalized 
depressed patients on SURMONTIL received clini- 
cally significant benefit as judged by standard psy- 
chiatric criteria; 11 of these patients achieved 
rerrission.? 


Prompt relief of insomnia 


oleep disturbance has abated in some cases as soon 
as one week after treatment.’ 


Prompt relief of anxiety 


Anxiety usually subsides rapidly, even before peak anti- 
depressant effects take place. 


Effective in single nighttime dosage 


After initial dosage titration, 30 outpatients received 
75 mg to 150 mg before bedtime. Significant improve- 
ment (P< .001) was seen in a majority of depressive 
symptoms measured at the end of the third week of 
treatment.? 


Low incidence of side effects 


SURMONTIL has consistently demonstrated a low inci- 
dence cf adverse effects.*e Those most frequently 
noted are anticholinergic in nature. 
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URIVIONTIL 


TRIMIPRAMINE MALEATE 


Before prescribing, please see“tomplete product information, a sam* 
mary of which follows: » 
CONTRAINDICATIONS: Contraindicated in cases of known hypersensi- 
tivity to the drug, and during the acute recovery period after myocar- 
dial infarction. The possibility of cross-sensitivityto other dibenzaze- . 
pine compounds should be kept in mind. m should not be 
given in conjunction with drugs of the monoamine oxidase inhibitor 
(MAQI) class. At least two weeks should elapse between cessation of 
therapy with an MAOI and institution of therapy with Surmontil s 
(trimipramine maleate). 

WARNINGS: Use in children. This drug is not ecommended for use in 
children, since safety and effectiveness in the pediatric age group 
have not been established. Adults: Use extreme caution in giving-the 
drug to patients with evidence of cardiovascu er disease. Caution is 
advised in patients with: increased intraocular pressure, history of 
urinary retention, narrow-angle glaucoma, seizure disorder, hyper- 
thyroidism, a need for thyroid medication. In patients receiving 
guanethidine or similar agents, Surmontil may block the pharmaco- 
logic effects of these drugs. Warn patients tha* the drug may impair 
the mental or physical abilities required for drving or performing 
other potentially nazardous tasks. 

PRECAUTIONS: Eecause of an inherently serious suicide potential, 
the nonhospitalized severely depressed patient should be given the 
smallest drug amount feasible. In schizophrenic patients, activation of 
the psychosis may occur and require reduction óf dosage or the addi- 
tion of a major tranquilizer to the medication schedule. Manic or 
hypomanic episodes may occur, especially in patients with cyclic-type 
disorders; Surmontil may have to be discontinued until the episode is 
relieved and reinstituted, if required, at lower dosage. Limit concur- 
rent administraticn of Surmonti! and electroconvulsive therapy to 
those patients for whom it is essential. When possible, discontinue the 
drug for several days prior to elective surgery. The use of alcoholic 
drinks during therapy may provoke exaggerated response. Potentiation 
of effects has been reported when tricyclic anidepressants were 
administered with sympathomimetic amines, local decongestants, 
local anesthetics containing epinephrine, atropine, or drugs with an 
anticholinergic effect. Drugs having a parasympathetic effect, includ- 
ing tricyclic antidepressants, may alter ejaculatory response. 

Usage in pregnancy: Pregnancy category C. Surmontil has shown evi- 
dence of embryotoxicity and/or increased incidence of major anoma- 
lies in rats or rabbits at doses 20 times the human dose. There are no 
adequate and well-controlled studies in pregnant women. Surmontil 
should be used during pregnancy only if the pozential benefit justifies 
the potential risk to the fetus 

ADVERSE REACTIONS: When tricyclic antidepressants are used, each 
of the following adverse reactions must be considered, although some 
have not in fact been reported with Surmontil. 
Cardiovascular—Hypotension. hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. 
Psychiatric — Confusional states (especially in the elderly) with halluci- 
nations, disorientation, delusions; anxiety, restlessness, agitation; 
insomnia and nightmares; hypomania; exacerbation of psychosis. 
Neurologic — Numbness, tingling, paresthesias af extremities; incoor- 
dination, ataxia, tremors; peripheral neuropathy: extrapyramidal symp- 
toms; seizures, alterations in EEG patterns; tinn tus. 
Anticholinergic —Dny mouth and, rarely, associated sublingual adenitis; 
blurred vision, disturbances o* accommodation, mydriasis, constipa- 
tion, paralytic ileus urinary retention, delayed micturition, dilation of 
the urinary tract. 

Allergic—Skin rash, petechiae urticaria, itching, photosensitization, 
edema of face and tongue. 

Hematologic — Bone-marrow depression including agranu ocytosis, 
eosinophilia; purpura; thrombocytopenia. Leukocyte and differential 
counts should be performed ir any patient who develops fever and 
sore throat during therapy; the drug should be discontinued if there is 
evidence of pathologic neutrophil depression. 
Gastrointestinal — Nausea and vomiting, anorexia, epigastric distress, 
diarrhea, peculiar taste, stomatitis, abdominal cramps. black tongue. 
Endocrine — Gynecomastia in the male; breast enlargement and galac- 
torrhea in the female; increased or decreased libido, impotence; tes- 
ticular swelling; elevation or depression of bloodsugar levels. 
Other—Jaundice (simulating obstructive); alterec liver function; 
weight gain or loss; perspiration; flushing; urinary frequency; drowsi- 
ness, dizziness, weakness, and fatigue; headache; parotid swelling: 
alopecia. 

Withdrawal Symptoms—Though not indicative of addiction, abrupt 
cessation of treatment after prelonged therapy may produce nausea, 
headache, and malaise. 

SUPPLIED: 25 mg in bottles of 100 opaque blue end yellow capsules, 
50 mg in bottles of 100 opaque blue and orange capsules. 


References: 1. Rickels K, et al: Amitriptyline and imipramine in neu- 
rotic depressed outpatients: A collaborative study Am J Psychiatry 
127:208-217, 1970. 2. Rifkin A, et al: Comparison of trimipramine and 
imipramine: a controlled study, to be published. 3. Pecknold JC, 
Ananth J: Trimipramine in the treatment of anxious-depressed outpa- 
tients. Curr Ther Res 23:94-100, 1978. 4. Lean TH, Sidhu MS: Compara- 
tive study of imipramine (Tofranil) and trimipramime (Surmontil) in 
depression associated with gynaecological conditions. Proc Obstet 
Gynaecol Soc 3:222-228, 1972. 5. Evans JI, et al: Two new psychotro- 
pic drugs. Practitioner 198:135-139, 1967. 6. Salzmann MM: A con- 
trolled trial with trimipramine, a new anti-depressant drug. Br J 
Psychiatry 111:1105-1106, 1965. 
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of life, through Medicine^ 
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And without a 
phenothiazine. 
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Limbitrol is indicated for the 
treatment of patients with 
moderate to severe depression 
associated with moderate to 
severe anxiety. 


The therapeutic response to 
Limbitrol occurs earlier and with 
fewer treatment failures than 
when either amitriptyline or 
chlordiazepoxide is used alone. 


Symptoms likely to respond in 
the first week of treatment in- 
clude: insomnia, feelings of guilt 
or worthlessness, agitation, 
psychic and somatic anxiety, 
suicidal ideation and anorexia. 


Limbitrol. 
Dual therapy with greater EN 
specificity... without classical * 


phenothiazine drawbacks. 
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LIMBITROL* TABLETS Tranquilizer—Antidepressant 


Before prescribing, please consult complete product information, a summary of 
which follows: 
Indications: R&M of moderate to severe depression associated with moderate to 
Severe anxiety. . 
—-— | Contraindications: Known hypersensitivity to benzodtazepines or tricyclic antide- œ 
| pressants: Do not use with monoamine oxidase (MAO) inhibitors or within 14 days 
following discontinuation of MAO inhibitors since hyperpyretic crises, severe convul- 
sions and deaths have occurred with concomitant use; then initiate cautiously, gradu- 
ally increasing dosage until optimal response is achieved. Contraindicated during 
acute recovery phase following myocardial infarction. 
Warnings: Use with great care in patients with history of urinary retention or angle- 
closure glaucoma. Severe constipation may occur in patients taking tricyclic antide- 
-pressants and anticholinergic-type drugs. Closely supervise cardiovascular patients. 
- (Arrhythmias, sinus tachycardia and prolongation of conduction time reported with 
. usejof tricyclic antidepressants, especially high doses. Myocardial infarction and 
stroke reported with use of this class of drugs.) 
Usage in Pregnancy: Use of minor tranquilizers during the first trimester 
should almost always be avoided because of increased risk of congenital 
malformations as suggested in several studies. Consider possibility of 
pregnancy when instituting therapy; advise patients to discuss therapy if 
E they intend to or do become pregnant. 
= hange physical and psychological dependence to chlordiazepoxide have been re- 

-1 ported rarely, use caution in administering Limbitrol to addiction-prone individuals or 
oot those who might increase dosage; withdrawal symptoms following discontinuation of 
cop either component alone have been reported (nausea, headache and malaise for ami- 
os} tnptyline; symptoms [including convulsions] similar to those of barbiturate withdrawal 

(| for chlordiazepoxide). 
<4 Precautions: Use with caution in patients with a history of seizures, in hyperthyroid 

—] patients or those on thyroid medication, and in patients with impaired renal or hepatic 
function. Because of the possibility of suicide in depressed patients, do not permit 
easy access to large quantities in these patients. Caution patients about possible 
combined effects with alcoho! and other CNS depressants and against hazardous 
occupations requiring compete mental alertness (e.g., operating machinery, driving). 
Periodic liver function tests and blood counts are recommended during prolonged 
treatment. Amitriptyline component may block action of guanethidine or similar anti- 
hypertensives. Concomitant use with other psychotropic drugs has not been eval- 
vated: sedative effects may be additive. Dis- 
continue several days before surgery. Limit 
concomitant administration cf ECT to essen- N 
tial treatment. See Warnings tor precautions 
about pregnancy. Limbitrol should not be 
taken during the nursing period. Not recom- 
mended in children under 12 
In the elderly and debilitated. limit to smallest 
efective dosage to preclude ataxia, overse- 
dation, confusion or anticholinergic effects. 
Adverse Reactions: Most frequently re- 
ported are those associated with either com- 
















: Qum z h containing 10 mg chlordiazepoxide and 25 mg 
ponent alone: drowsiness. dry mouth, consti Table 10-25 PACTE | 
pation, blurred vision, dizziness and bloating. ts amitriptyline [as the hydrochloride salt] 


Table 5. 12 5 each containing 5 mg chlordiazepoxide and 12.5 mg 
ts “Eheem amitriptyline (as the hydrochloride salt] 


Less frequently occurring reactions include 
vivid dreams, impotence, tremor, confusion 
and nasal congestion. Many depressive 
symptoms including anorexia, fatigue, weak- 
ness, restiessness and lethargy have been reported as side effects of both Limbitrol 
and amitriptyline. Granulocytopenia, jaundice and hepatic dysfunction have been ob- 
Served rarely. 
This list includes adverse reactions not reported with Limbitrol but requiring considera- 
tion because they have been reported with one or both components or closely related 
drugs: 
Cardiovascular: Hypotension. hypertension, tachycardia, palpitations, myocardial in- 
farction, arrhythmias, heart block, stroke. 
Psychiatric: Euphoria, apprehension, poor concentration, delusions, hallucinations, 
hypomania and increased or cecreased libido. 
Neurologic: incoordination, ataxia, numbness. tingling and paresthesias of the ex- 
tremities, extrapyramidal symptoms, syncope. changes in EEG patterns. 
Anticholinergic: Disturbance of accommodation, paralytic ieus. urinary retention, di- 
latation of unnary tract. 
Allergic: Skin rash, urticaria, photosensitization, edema of face and tongue. pruritus. 
Hematologic. Bone marrow depression including agranulocytosis, eosinophilia, pur 
. | pura, thrombocytopenia. 
| Gastrointestinal. Nausea, epigastric distress, vomiting, anorexia. stomatitis, peculiar 
taste, diarrhea, black tongue. 
Endocrine: Testicular swelling and gynecomastia in the male, breast enlargement, 
gaiactorrhea and minor menstrual irregularities in the female and elevation and lower- 
inc of blood sugar levels. 
Other: Headache, weight gain or loss, increased perspiration, urinary frequency, 
mydcitiasis, jaundice, alopecia, parotid swelling. 
rdosage: Immediately hospitalize patient suspected of having taken an overdose. 
Treatment is symptomatic and supportive. LV. administration of 1 to 3 mg physostig- 
4 mine salicylate has been reported to reverse the symptoms of amitriptyline poisoning. 
1 See complete product information for manifestation and treatment. 
| Dosage: individualize according to symptom severity and patient response. Reduce 
| to smallest effective dosage when satisfactory response is obtained. Larger portion of 
daily dose may be taken at bedtime. Single h.s. dose may suffice for some patients. 
Lower dosages are recommended for the eiderly. 
Limbitrol 10-25, initial dosage of three to four tablets daily in divided doses, increased 
up to six tablets or decreased to two tablets daily as required. Limbitrol 5-12.5, initial 
dosage of three to four tablets daily in divided doses, for patients who do not tolerate 
higher doses. 
Supplied: Limbitroi 10-25 tablets each containing 10 mg chlordiazepoxide and 25 mg 
amitriptyline (as the hydrochionde sait) and Limbitrol 5.12.5 tablets each containing 
5 mg chiordiazepoxide and 12.5 mg amitriptyline (as the hydrochloride salt).—bottles 
of 100 and 500; Te--E-Dose* packages of 100: Prescription Paks of 50. 


Roche Laboratories 
ROCHE > Division of Hoffmann-La Roche inc. 
Nutley, New Jersey 07110 
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‘How to initiate and ' 
maintain therapy , T 
Select dosage strength appropriate for each 


£f patient 


[J Limbitrol 10-25 is recommended for most patients 
L1 Limbitrol 5-12.5 may be indicated for those  . 
who do not tolerate higher doses and for eiderly 
patients 

Specify daily dosage based on symptom 
severity 

(J An initial dosage of three tablets is recom- 
mended. 

L Dosage may be increased to six tablets or de- 
creased to two tablets daily as necessary. 

Lj Once a satisfactory response is obtained, eval- 
uate response and, if necessary. reduce dosage to 
smallest amount needec. 

Utilize dosage options to best accommodate 
individual patient needs 

[]T..D. or Q.L.D., familiar regimens most suited for 
patients who tolerate medication without undue 
drowsiness 

L Two tablets one hour before bedtime and one 
tablet midday may minimize daytime drowsiness 
and help relieve a common target symptom— 
insomnia 

C] Entire dosage h.s, to take 
maximum advantage 
of the sedative effect 
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How to make each patient 
an informed patient 


1. Discuss with patients the probability that they 
will experience drowsiness, especially during the 


first week. z 
2. Reassure your patients that drowsiness is one . 
indication that the medication is working and 7 


that it may help alleviate their insomnia. 

3. Encourage patients to report if drowsiness be- 
comes troublesome so that, if necessary, dosage 
schedule can be adjusted or the symptom 
treated. 

4. Caution patients about the combined effects i 
with alcohol or other CNS depressants. Let them 
know that the additive effects may produce a 
harmful level of sedation and CNS depression. 

5. Caution patients about activities requiring 
complete mental alertness, such as operating 
machinery or driving a car. 

6. Warn pregnant patients and patients of 
childbearing age that the safety of Limbitrol in 
pregnancy has not yet been established. 


Please see complete product disclosure for other 
pertinent information. 


Limbitrol should not be used under the 
following circumstances: 

1. Hypersensitivity to benzodiazepines or tricyclic 
antidepressants. 

2. Should not be given with an MAO inhibitor. To 
replace an MAO inhibitor with Limbitrol, discon- 
tinue MAO inhibitor for a minimum of 14 days 
before cautiously initiating Limbitrol therapy 

3. During the acute recovery phase following 
myocardial infarction. 
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"Before soribing or administering, see Sandoz literature for full prod- . 


* uct information. The following is a brief summary. 


* Gontraindications: Severe central nervous- system depression, 


comatose states from any cause, hypertensive or hypotensive heart 
disease of extreme degree. 
Warnings: Administer cautiously to patients who have previously ex- 
hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) 
to phenothiazines. Phenothiazines are capable of potentiating céntral 
nervous system depressants (e.g., anesthetics, opiates, alcohol, etc.) 
as, well as atropine and phosphorus insecticides; carefully consider 
benefit versus risk in less severe disorders. During pregnancy, admin- 
ister only when the potential benefits exceed the possible risks to 
mother and fetus. 
Precautions: There have been infrequent reports of leukopenia and/ 
or agranulocytosis and convulsive seizures. In epileptic patients, anti- 
convulsant medication should also be maintained. Pigmentary 
retinopathy, observed primarily in patients receiving larger than rec- 
ommended doses, is characterized by diminution of visual acuity, 
brownish coloring of vision, and impairment of night vision; the 
possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients partici- 
pating in activities requiring complete mental alertness (e.g., driving), 
and increase dosage gradually. Orthostatic hypotension is more com- 
mon in females than in males. Do not use epinephrine in treating 
drug-induced hypotension since phenothiazines may induce a 
reversed epinephrine effect on occasion. Daily doses in excess of 
300 mg should be used only in severe neuropsychiatric conditions. _ 
Adverse Reactions: Central Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinson- 
ism and other extrapyramidal symptoms; rarely, nocturnal confusion, 
hyperactivity, lethargy, psychotic reactions, restlessness, and 
headache. Autonomic Nervous System— Dryness of mouth, blurred vi- 
sion, constipation, nausea, vomiting, diarrhea, nasal stuffiness, and 
pallor. Endocrine System—Galactorrhea, breast engorgement, amenor- 
rhea, inhibition of ejaculation, and peripheral edema. Skin—Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. 
Cardiovascular em—ECG changes (see Cardiovascular Effects 
below). Other—Rare cases described as parotid swelling. 
It should be noted that efficacy, indications and untoward effects 
have varied with the different phenothiazines. It has been reported 
that old age lowers the tolerance for phenothiazines; the most com- 
mon neurologic side effects are parkinsonism and akathisia, and the 
risk of agranulocytosis and leukopenia increases. The following reac- 
tions have occurred with phenothiazines and should be considered 
whenever one of these drugs is used. Autonomic Reactions—Miosis, 
obstipation, anorexia, paralytic ileus. Cutaneous Reactions— Erythema, 
exfoliative dermatitis, contact dermatitis. Blood Dyscrasias— 
Agranulocytosis, leukopenia, eosinophilia, thrombocytopenia, anemia, 
aplastic anemia, pancytopenia. A//ergic Reactions—Fever, laryngeal 
edeme, angioneurotic edema, asthma. Aepatotoxicity — Jaundice, bili- 
ary Stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering 
and inversion of T-wave, and appearance of a wave tentatively iden- 
tified as a bifid T or a U wave have been observed with phenothia- 
zines, including Mellaril (thioridazine); these appear to be reversible 
* and due to altered repolarization, not myocardial damage. While there 
is #o evidence of a causal relationship between these changes and 
* significant disturbance of cardiac rhythm, several sudden and unex- 
pected deaths apparently due to cardiac arrest have occurred in 
patients cp ile ir caesi electrocardiographic changes while 
taking the drug. While proposed, periodic electrocardiograms are not 
regarded as predictive. Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms— Akathisia, agitation, motor restlessness, 
dystonic reactions, trismus, torticollis, opisthotonus, oculogyric 
"crises, tremor, muscular rigidity, and akinesia. Persistent Tardive 
Dyskinesia— Persistent and sometimes irreversible tardive dyskinesia, 
characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, 
puckering of mouth, chewing movements) and sometimes of ex- 
tremities may occur on long-term therapy or after discontinuation of 
therapy, the risk being greater in elderly patients on high-dose 
therapy, especially females; if symptoms appear, discontinue all anti- 
psychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. 
Fine vermicular movements of tongue may be an early sign, and syn- 
drome si?! not develop if medication is stopped at that time. £n- 
docrine Disturbances— Menstrual irregularities, altered libido, 
gynecomastia, lactation, weight gain, edema, false positive pregnancy 
tests. Urinary Disturbances— Retention, incontinence. Üthers— Hyper- 
pyrexia; behavioral effects suggestive of a paradoxical reaction, in- 
uding excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin- 
eye syndrome marked by progressive pigmentation of skin or 
conjunctiva and/or accompanied by discoloration of exposed 
scleraand cornea; stellate or irregular opacities of anterior à 
and cornaa; systemic lupus erythematosus-like syndrome. 
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MELLARIE IS KIND 


(THIORIDAZINE) 


-TO MANY PATIENTS 


* minimal drug-induced akathisia, 


tremor, and other extrapyramidal 
side effects 


* effective control of 


psychotic symptoms 


causes minimal akathisia or 
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degree. 


Effectiveness plus infrequent side effects — that's 


other extrapyramidal symptoms. 

Mellaril (thioridazine) is contra- 
Aa === indicated in patients with hyper- 

tensive or hypotensive heart disease of extreme 


Mellaril® (thioridazine) is kind two 
ways to the patient with psychotic 
symptoms. It has an impressive 
record of relieving agitation, ex- 
citement, and hallucinations, while 
successfully helping the patient 
live and perform in the commu- 
nity. And, unlike other major tran- 
quilizers, Mellaril (thioridazine) 


the kind of kindness the physician likes to see in a 


major tranquilizer! 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 50 mg, 100 mg, 150 mg, and 200 mg thioridazine HCI, USP 


MELLARIL-S™ (thioridazine) SUSPENSION, per 5 ml (teaspoon): 
thioridazine base equivalent to 100 mg thioridazine HCI, LSP 
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other extrapyramidal side effects 


* effective control of psychotic symptoms 


B 


PRS +444 4) 


eee 





en 


= 
"€. e * 


Am J Psyehiatry 136:12, December 1979 


o 





- THE AMERICAN JOURNAL OF PSYCHIATRY 


The Psychiatric Use of Electrically Induced Seizures 


BY RICHARD D. WEINER, M.D., PH.D. 


ECT is an effective but also controversial treatment 
modality in psychiatry. The aecision of when to use 
ECT is predicated on a knowiedgeable assessment of 
anticipated benefits and possible risks as they apply to 
eazh individual case. Refinements in ECT technique 
have minimized risks, but have also increased the 
methodological complexity. The author presents a 
clinical review of ECT use with particular emphasis on 
practical issues related to efficacy, risks, and 
technique. 


THE USE OF electrically induced seizures in psychiatry 
Is <nown as electroconvulsive therapy. The need to 
educate psychiatrists concerning ECT was recently 
stressed in two comprehensive reviews of the ECT lit- 
erature: the 1978 report of the American Psychiatric 
Association's Task Force on ECT (1) and ECT: Effica- 
cy and Impact (2), the proceedings of a meeting held in 
February 1978 under the sponsorship of the National 
Ins:itute of Mental Health anc Temple University. The 
APA Task Force on ECT, in particular, recommended 
increased coverage of this topic in residency training 
programs. This article will attempt a general, clinically 
oriented review of ECT in which specific topics will 
include a historical perspective, patterns of use, in- 
dications and contraindicaticns, mechanisms of ac- 
tion, risks and side effects, technique, and informed 
consent. i 
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A HISTORICAL PERSPECTIVE 


Based on the mistaken belief that schizophrenia and 
epilepsy were antagonistic, along with the valid finding 
that patients with both disorders experienced an im- 
provement in schizophrenia after generalized seizures, 
beginning in the late 1930s large numbers of schizo- 
phrenic patients were given series of chemically in- 
duced seizures (3), with pentylenetetrazol being the most 
common agent. The treatments were more successful 
than other available alternatives, yet the technique 
was difficult; focal seizure manifestations were prone 
to occur and generalization of the seizure was fre- 
quently delayed or even absent. In addition, a pro- 
longed state of heightened cerebral excitability occa- 
sionally led to the development of spontaneous sel- 
zures postictally. At about the same time Cerletti and 
Bini were studying the effects cf electrically induced 
seizures in animals in order to gain some understand- 
ing of the mechanism of generalized epilepsy (4). Real- 
izing the relative simplicity of their electrical tech- 
nique for seizure induction, they decided to use their 
method clinically. Their attempts were successful, and 
the use of ECT spread quickly throughout the Western 
world and within a few years became firmly estab- 
lished in the United States as the dominant somatic 
therapy for schizophrenia. As with every other new 
treatment regimen, attempts were made to establish its 
efficacy in every conceivable type of diagnostic cate- 
gory. Eventually, these studies revealed that ECT is 
most effective, as will be discussed in more depth lat- 
er, in severe endogenous (vegetative) depressive dis- 
orders, rather than schizophrenic syndromes. 

The development in the 1950s and 1960s of psycho- 
pharmacological agents for the treatment of schizo- 
phrenia and the major affective disorders heralded a 
substantial decrease in the use of ECT. This is, of 
course, what one would expect, with the ‘‘medical’’ 
treatment (i.e., psychopharmacclogical agents) sup- 
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plantingstge ''surgigal" treatment (ECT). And yet the 
use of ECT has not completely disappeared. First, 
ECT, as will be discussed later, is effective in a num- 
ber of cases in which drugs are not. Second, any treat- 
ment modality, be it ECT, drugs, or even psychothera- 
py, has its inherent disadvantages. As is usually the 
case with a new treatment modality, the benefits are 
appreciated long before the risks, and this has indeed 
been the case with psychopharmacological agents, 
whose use with some patients may represent com- 
parable or even greater risks than those associated 
with ECT. 

One cannot conclude a discussion of the historical 
aspects of ECT without commenting on the over- 
whelmingly negative affect that often accompanies 
mention of ECT in the lay press. The association with 
electrical stimulation ("shock") and seizures (‘‘con- 
vu_sions’’) has unfortunately allowed ECT to stand out 
as a symbol of all that is deemed authoritarian in the 
way emotionally troubled members of our society are 
dealt with by the psychiatric "system." As with any 
other treatment modality, ECT 1s associated with its 
own sets of risks and potentially toxic side effects, 
and, as will be discussed later, a comparison of these 
risks along with the anticipated benefits is the basis 
on which the decision to recommend ECT is predi- 
ca:ed. 


PATTERNS OF USE 


There have been a number of formal and informal 
studies of patterns of ECT use over the last few years. 
The largest and most complete of these is the recent 
survey undertaken by the APA Task Force on ECT 
(1?. This study consisted of a random survey of over 
4,000 APA members; there was an unexpectedly high 
response rate of 75%. Seventy-two percent of the re- 
spondents felt that there are patients for whom ECT is 
the safest, least expensive, and most effective form of 
treatment. Only 7% felt that the use of ECT is now 
obsolete. Those surveyed felt that the main indications 
for ECT are severe depression (86%), followed by 
manic excitement (42%), schizophrenia (25%), ano- 
rexia nervosa (11%), etc. In terms of actual practice, it 
was found that ECT is generally used either when 
medication in therapeutic dosages has not been ef- 
fective or psychopharmacological treatment is con- 
traindicated. The typical ECT patient is a severely de- 
pressed, middle-class individual receiving treatment in 
a private psychiatric hospital. It is now clear that many 
hospitals, particularly in the public domain, do not of- 
fer ECT (2, 5), usuallv because of lack of adequate 
staff and funding considerations, including the higher 
malpractice charges levied by insurance companies. 
The APA survey and other U.S. studies of ECT (1, 5- 
7; show that in recent years it has been used to treat 
395—596 of psychiatric inpatients, with a mean of about 
4%, which is similar to the rate recently reported for 
Sweden (2). 
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Affective Disorders : 
P" n 


In discussing the efficacy of ECT I will frst deal with 
its use in treating affective disorders. In practice, the 
term ‘‘depression’’ is applied to a rather heterogene- 
ous patient population. The type of depression for 
which ECT or, for that matter, anv of the somatic psy- 
chiatric treatments shows a high degree of efficacy is 
endogenous depression. The diagnosis of endogenous 
depression does not necessarily imply that there is no 
reactive component, but rather that the response to 
stress is inappropriately intense and prolonged and is 


‘generally accompanied by profound alterations tn the 


individual’s level of vegetative functioning, particular- 
ly regarding sleep, appetite, libido, and activity level. 

Although ECT and the antidepressant psychophar- 
macological agents are effective in similar populations, 
a number of comparative studies (8-10) have shown 
that ECT is significantly more effective, with marked 
improvement generally occurring in 8096-9096 of the 
patients. Although the early comparative studies in- 
cluded patients treated with what now appears to have 
been probably inadequate levels of medication, more 
recent work (11) has revealed that even with adequate 
drug levels, ECT still maintains its superiority. In ad- 
dition, ECT is effective with many depressed patients 
who do not respond to psychopharmacological agents 
(12, 13). This may be particularly true for patients with 
psychotic depression, especially those with somatic 
delusions (14), although this has been questioned (15). 
Other than the endogenous features mentioned above, 
the pursuit of psychological predictors for the thera- 
peutic response to ECT has not been productive (16). 
There 1s some recent evidence, however, that the de- 
gree of improvement after the first couple of treat- 
ments may be of prognostic value (17), but further in- 
vestigation is necessary before direct clinical appa 
cation of this association can be made. 

The concurrent use of antidepressant drugs witht 
ECT is widespread, despite the lack of evidence that it 
potentiates the therapeutic effectiveness of ECT (18). 
Given the added side effects, this concurrent use 
should not be encouraged. However, the use of antide- 
pressant drugs after ECT may decrease the risk of re- 
lapse in some patients (19). 

ECT appears to be abou: as effective with mania as 
it is with severe depression (20), although comparison 
studies of ECT and lithium carbonate are apparently 
limited to a single report of identical twins (21). ECT 
should not be used concurrently with lithium because 
of increasing evidence that this may produce dimin- 
ished therapeutic effects, along with increased neu- 
ropsychological side effects (22). 


Schizophrenia 


As in the case of the depressive disorders, the effica- 
cy of ECT in the treatment of schizophrenia varies 
among schizophrenic subgroups (23). The evidence 
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~ Strongly suggests that for acutely ill nonchronic sehiz- 


at 


aphrenic patients, particularly those wHo are para-, 


noid, catatonic, or displav a major affective com- 
ponent, ECT is therapeutically comparable to major 
tranquilizers (24). Both ECT and major tranquilizers 
are significantly less effective with chronic schizo- 
phrenic patients, although there is evidence that some 
apparent nonresponders to pharmacological treatment 
may improve with ECT (25). The concurrent use of 
ECT and major tranquilizers is widespread, but al- 
though there is some evidence that the combination 
may potentiate the tberapeutic benefit of ECT (26), 
large doses of tranquilizers may also potentiate neu- 
ropsychological and neurophysiological side effects. 
After a course of ECT, the maintenance use of major 
tranquilizers often proves helpful in decreasing the fre- 
quency of relapses. 

A significantly large number of ECT treatments are 
usually necessary to treat a schizophrenic episode as 
compared with that for depression. Because of this 
there has been speculation that therapeutic mecha- 
nisms may differ for the effect of ECT on these two 
populations. Under the premise that ECT-induced or- 
ganic regression is the important therapeutic factor, 
the use of intensive ECT (1.e., increased number and 
frequency of treatments) with schizophrenic patients 
has been suggested (27), but this is highly controver- 
sial (28). 


Other Disorders 


As mentioned earlier, ECT has been tried with near- 
ly every known type of menta! disorder. However, ex- 
cept for the conditions mentioned above, it has not 
been very successful (1, 8). Neurotic conditions, in- 
cluding neurotic depression, generally do not respond 
well to ECT, and the same is true for psycho- 
physiologic and personality disorders. Quite surpris- 
ángly, psychotically depressed patients with organic 
brain syndromes may be treated effectively with ECT, 
‘often without a significant increase in the level of or- 
ganic impairment (29). This may even be the case 
when the symptomatology is clearly secondary to the 
organic disease process itself, whether it be senile de- 
mentia, drug-induced psychosis (including withdrawal 
states), or general paresis. Contrary to what one might 
expect, the side effects of ECT appear to be poten- 
tiated less by aging than are the side effects associated 
with antidepressants and major tranquilizers (30). A 
number of reports have also suggested that ECT may 
be helpful in cases of chronic pein (31) and various oth- 
er types of somatic dysfunction, but it is possible that 
some of these successful cases may actually be in- 
dicative of affective disorder ‘‘in disguise,” e.g., a de- 
pressive equivalent (23). 


MECHANISMS OF ACTION 


There are many hypotheses but few accepted facts 
concerning the mechanisms of action of the somatic 
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therapies in psychiatry, and this.is indeedthe case 
with ECT (1). The monoamine hypothesis /32), felt by 
many to explain the action of antidepressant psycho- 
pharmacological agents, has also been used to de- 
scribe how ECT might work. Many of the vegetative 
features accompanying depressive disorders, such as 
anorexia, decreased libido, diurnal variations, and 
menstrual and sleep disturbances, have been consid- 
ered hypothalamic” symptoms, corresponding to an 
area of the brain known to be affected bv norepineph- 
rine levels. ECT is, in fact, known to increase norepi- 
nephrine turnover (33), while at the same time having a 
palliative effect on the above vegetative symptoms. In 
addition to this evidence of a correlation between 
ECT's therapeutic effect and norepinephrine levels, 
possible roles of other neurotransmitters, along with 
those of hormones and electrolvtes, are being consid- 
ered (1). 

The neurophysiological domain provices a greater 
body of knowledge concerning ECT's mechanisms of 
action. Ottosson (34), along with others, has shown 
conclusively that the common underlying denominator 
in all forms of convulsive therapy, at least in the treat- 
ment of affective disorders, is the inducticn of a series 
of generalized grand mal seizures spaced out over 
time. The generalized seizures produced »y either 
electricity or chemical agents are strikingly similar to 
those occurring spontaneously in individuals with 
grand mal epilepsy. Based on the limited amount of 
information available concerning the mechanisms in- 
volved in producing spontaneous (35) and induced 
grand mal seizures (36, 37), it appears that subcortical 
structures in the reticular core of the brain stem, along 
with the specific and nonspecific nuclei of the thala- 
mus, may be involved in the mediation of ECT's thera- 
peutic effect. 

Attempts to trace the anatomic pathway followed by 
the electrical stimulus have not provided much help in 
elucidating brain structures receiving maximal stimu- 
lation. Before reaching the brain, the electrical stimu- 
lus is shunted diffusely through the relatively low-im- 
pedance scalp tissues, with most of the current never 
reaching the brain. This extracerebral current shunt al- 
so results in a widespread distribution of intracerebral 
current flow (38, 39), although the maximal irtracere- 
bral current density remains in ihe direct interelec- 
trode path. 

The role of psychological factors in the response to 
ECT has been of great interest (40), but has rot been 
demonstrated to be of comparable importance to that 
of biological determinants. The ineffective results of 
“sham” ECT have shown factors such as fear and de- 
sire for punishment to be noncontributory (9, 41). 
However, as mentioned in a previous section, there 
appear to be qualitative differences among subgroups 
responding to electrically induced seizures, particular- 
ly in the treatment of depression, and the possible use 
of personality variables as prognostic indicators of re- 
sponse to electroconvulsive therapy deserves further 
consideration (42). 
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e 
RISKS AND SIDE ,EFFECTS 
Systemic Risks and Side Effects * 


The risks and side effects of ECT can be broken 
down into a number of different areas, including those 
related to the seizures, the electrical stimulus itself, 
the modifying anesthetic and relaxant drugs, and the 
effects of the above on cardiovascular, cerebrovascu- 
lar, and metabolic functioning. The most recently pub- 
lished figures of mortality associated with ECT have 
been about | per 10,000 patients (8), and death has 
generally been secondary to cardiac complications. 
The most common complaints of patients under pres- 
ent methods of ECT administration are muscle aches, 
memory disturbances, and headaches (42). 

The most common type of cardiac complications are 
premature ventricular contractions mediated through 
vagal hyperactivity, with onset usually during the brief 
postictal bradycardia (1). The use of anticholinergic 
agents such as atropine or methylscopolamine has gen- 
erally alleviated this problem. Sympathetically mediat- 
ed ventricular contractions, usually occurring during 
either the seizure or the arousal period, are rarer but 
may respond to premedication with beta-blocking 
agents (43). Other factors having known or potential 
cardiotoxic effects include the marked systemic hyper- 
tension that occurs during the major part of the gener- 
alized seizure, the rapid increase in serum potassium 
induced by the action of succinylcholine and also the 
ECT-induced muscular contractions, anoxia (if the pa- 
tient is not adequately ventilated), and direct cardio- 
toxic effects of succinylcholine (1, 44). 


Cerebrovascular Effects 


After a brief period of cerebral vasoconstriction, 
concurrent with the passage of the electrical stimulus, 
there is a sustained increase in cerebral blood flow, 
related to an increase in systemic blood pressure, of up 
to 1.5 to 7 times baseline values (45). This in part com- 
pensates for the brain’s increased metabolic needs 
during the seizure but also leads to a transient break- 
down of the blood-brain barrier (46) along with an in- 
crease in intracranial pressure. Both animal and hu- 
man studies have revealed that with adequate oxygen- 
ation and muscular relaxation, no measurable anoxic 
effects occur (47). In baboons, for example, 80 minutes 
of continuous seizure activity are necessary in order 
for anoxic damage to develop (48). This ts consid- 
erably more than 19 times the total duration of seizure 
activity for an entire clinical series of ECT. If the in- 
duced convulsions are not modified by muscle relax- 
ants and oxygenation, however, marked cerebral 
anoxia may occur (49). 


Neuropathologicai Findings 


The neuropathological literature relating to ECT is a 
morass of poorlv done and largely uninterpretable 
studies. With the exception of the baboon studies men- 
tioned above, in which seizures were chemically in- 
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duced, results were drawn from studies in which sei- 
zures were tnmodified by oxygen or muscular relaxa- 


"tion and hence do not directly relate to present staté- 


of-the-art technique. If one considers only those stud- 
ies which were methodologically consistent with ECT 
techniques in clinical practice at the time, the evidence 
suggests that electrically induced convulsions are not 
associated with any irreversible pathological changes 
(50). Of particular interest are reports in the early ECT 
literature concerning punctate hemorrhages in the 
brains of a few patients whe died shortly after unmodi- 
fied ECT treatments. It was hypothesized that these 
hemorrhages resulted from direct electrical effects, 
anoxic effects, disruptions of the blood-brain barrier, 
edema, hypertension, and.the like. However, there is 
now reason to believe that these phenomena may be 
largely secondary to cardiovascular collapse, rather 
than resulting from a primary neurological insult (47). 


Neurophysiological Changes 


Beginning within 24 hours after the initial ECT treat- 
ment, there is a gradual increase in the amplitude of 
the EEG over all frequency bands, but most notice- 
ably in the theta and delta ranges (51). With bilateral 
ECT this slowing is typically symmetrical over both 
hemispheres, although there may be a left-sided pre- 
dominance. With unilateral ECT the interictal slowing 
is usually more prominent over the stimulated hemi- 
sphere. The amount of slowing continues to rise with 
successive treatments but varies a great deal from pa- 
tient to patient. Following completion of a course of 
ECT, the slowing disappears over a period of days or 
weeks (52), the rate of disappearance depending on the 
total number of ECT treatments and other as yet un- 
known factors. There have been a few reports of per- 
sistent slowing, but this has not been substantiated, 
particularly in the present era of modified ECT treat- 
ments.' Possible correlations between the degree of 
EEG slowing after a course of ECT and either clinical 
response (53) or cognitive deficits (54) have not beer 
demonstrated on any consistent basis. 

During the early years of ECT there were reports of 
spontaneous seizures following ECT treatmenis (55). 
These were uncommon even then, but since treat- 
ments began to be modified by general anesthesia; 
mention of such phenomena is exceedingly rare. 


Memory Disturbances 


Of all the deficits associated with ECT, difficulty 
with memory has received by far the most attention, 
both by the psychiatric and the lay press. It has been 
well established that many patients undergoing electri- 
cally or chemically induced seizures develop an acute 
amnestic syndrome. This syndrome is qualitatively 
similar to that experienced by patients with grand mal 
epilepsy, closed head injuries, hippocampal lesions, 


'Weiner RD: Prolonged effec:s of electroconvulsive therapy upon 
the electroencephalogram, unpublished paper. 
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diencephalie tumors, Korsakoff s syndrome, etc. (46). 
It consists of both a retrograde componént (most no- 
ticeably for recent events) and difficulty in retaining 
newly learned information, i.e:, an anterograde deficit 
(57). Both the anterograde and retrograde amnesia di- 
minish in severity over a period of a few weeks after 
completion of a course of ECT (58), although the issue 
of persistent memory loss remains largely unresolved 
(59). 

Although it has proven very difficult to objectively 
demonstrate memory loss a month or more after a 
standard course of ECT, some patients continue to 
complain of problems with memory (60). Typically, 
these patients complain about a spotty retrograde 
memory loss of up to a few years preceding the course 
of ECT. There does not appear to be any correlation 
between these perceived losses and objective mea- 
sures of memory function (61), although the argument 
has been made that standard measures of memory are 
not adequately sensitive (60), particularly in the area 
of personal memory. On the other hand, depression 
itself is often associated with memory deficits (62), and 
in fact, at least in some cases memory impairment 
does appear to be correlated with the presence of re- 
sidual depression at the time of testing (61). There is 
also the possibility that because of the acute memory 
losses sustained with ECT, patients may become sen- 
sitized to routine, otherwise unnoticed, difficulties in 
remembering, leading to the development of a pseudo- 
deficit (63). It is interesting in this regard that signifi- 
cantly fewer patients undergcing unilateral ECT com- 
plain months later of memory deficits (63, 64). While it 
is possible to explain this discrepancy on the basis of a 
lesser sensitization to memory functioning after unilat- 
eral ECT, there remains a concern that, in at least 
some patients, there may be areal (although at present 
immeasurable) persistent memory deficit. For those 


«patients who have received multiple, prolonged, or in- 


tegsive courses of ECT, with the total number of treat- 


*ments reaching at times into the hundreds, there is 


some evidence that increased incidence, severitv, and 

persistence of cognitive deficits may occur (65). 
There have been attempts to decrease memorv defi- 

cits by modifications of ECT treatments. These have 


'included variations in stimulus electrode location and 


stimulus waveform. Acute memory losses associated 
with unilateral ECT to the nondominant hemisphere 
are much less apparent than those observed with bilat- 
eral treatments (57). With brief pulse stimuli, seizures 
can be induced with a srnaller amount of electrical en- 
ergy than with sine wave stimuli because the flow of 
current with brief pulses is intermittent (66). However, 
the results of studies comparing memory deficits asso- 
ciated with sine wave and brief pulse ECT do not show 
so clear an advantage for this modification as was 
shown for unilateral versus bilateral ECT (67); yet the 
two types of waveforms have similar efficacy (68). 
The decrease in the severity of memory deficits with 
the use of alternative electrode placements and stimu- 
lus waveforms raises the issue of whether it is the elec- 


RICHARD D. WEINER ° 


$ 


trical stimulus or the induced seizure that isthe main 
determinant in the production of memory loss. The 
fact that ECT-induced amnesia is qualitatively quite 
similar to that encountered with chemically induced 
seizures suggests that changes brought about by the 
seizures may be the chief mediator. On the other hand, 
studies comparing the memory deficits associated with 
minimally versus markedly suprathreshold electrical 
stimuli provide evidence that the intensity of the elec- 
trical stimulus is also involvec. The finding that the 
degree of acute memory loss with flurothy is less than 
with ECT (64) also supports this argument. In addi- 
tion, a smaller amount of verbal, and, to a lesser de- 
gree, figural memory impairment is present with uni- 
lateral nondominant ECT (59). This is compatible with 
the evidence that with unilateral ECT, less electricity 
flows not only through the contralateral cerebral hemi- 
sphere but through the ipsilateral hemisphere as well 
(39). Alternatively, the relative advantage of unilateral 
ECT may relate to differences in the evoked seizure 
itself. 

The use of pharmacologic agents, such as piracetam 
or adrenocorticotropic hormone, to alleviate ECT-in- 
duced memory dysfunction is under investigation but 
has not yet proved helpful (70, 71). 


THE RISK-BENEFIT RATIO 


The comparison of anticipated risks anc benefits of 
different therapeutic alternatives is a vital part of any 
treatment plan. As mentioned above, it is often quite 
clear when ECT will be effective; in the treatment of 
severe depression with vegetative symptoms and signs 
it is the most effective treatment available. With the 
acute management of schizophrenia, ECT has no ther- 
apeutic advantage or, depending on how one wants to 
view it, no therapeutic disadvantage, over the major 
tranquilizers. Concerning other diagnostic entities, the 
efficacy of ECT is clearly less than that offered by oth- 
er available treatment modalities. In addition to choos- 
ing a therapeutic modality on the basis of efficacy, a 
consideration of the relative risks involved for the 
available options must also be made. All treatment al- 
ternatives are associated with specific risks. Those re- 
lated to ECT have already been outlined. The morbidi- 
ty associated with psychopharmacologic agents has 
only recently begun to be appreciated, parcicularly in 
the cardiovascular and neurologic areas (72-74). One 
must also consider the risks of psychotherapy and, for 
that matter, no treatment at all, particularlv in regard 
to the management of depression. Patients adequately 
treated with either drugs or ECT have significantly 
lower mortality rates, not just related to suicide but 
also from natural causes as well (75). 

In summary, we are faced with a trade-off between 
the probable cost of the patient's illness, in terms of 
individual and family suffering, loss of productivity, 
and accompanying morbidity and mortality, versus the 
possible risks of treatment as delineated above. In gen- 
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eral, th& «se of BCT may be reserved for three 
eventualities: when there is a substantial therapeutic 
advantage for ECT, as may be the case for depression 
accompanied by somatic delusions; when there is 
greatly increased concern over present or potential 
toxicity of treatment alternatives, as in the case of the 
elderly, frail patient with severe cardiac disease; and 
when a rapid remission is necessary, as in the case of 
the actively suicidal patient. 


PREPARING THE PATIENT FOR ECT 
Medical Workup 


The standard medical workup for ECT begins with 
the patient's medical history and a complete physical 
exam. Routine chemistries, complete blood count, uri- 
nalysis, chest X ray, ECG, EEG, and spine X rays are 
ordered. The results should be included on a checklist 
that is prominently displayed in the patient's chart. If 
there is any question as to particular areas of risk in a 
given case, the appropriate medical or surgical consul- 
tation should be obtained and the consultant should 
note on the chart his or her recommendations as to 
whether and under what circumstances the patient can 
tolerate ECT. In addition, a clear synopsis of the justi- 
fication for ECT should be placed in the chart by the 
attending psychiatrist. 

Although there is some disagreement on what 
should be considered contraindications for ECT (76, 
77), there are certain circumstances when one should 
not proceed with ECT unless the underlying medical 
problem can be alleviated or the risk-benefit ratio still 
favors ECT. Individuals with severely compromised 
cardiac status, particularly those recuperating from an 
acute myocardial infarction, are at increased cardiac 
risk with ECT, but, unfortunately, are often even more 
at risk with psychopharmacologic agents. Patients suf- 
fering from severe hypertension may require increased 
antihypertensive medication to minimize the possi- 
bility of cerebral hemorrhage (47). If a cerebral mass 
lesion such as a tumor is present, there is a significant 
risk of neurological deterioration with ECT, probably 
secondary to cerebrovascular fragility or to the tran- 
sient increase in intracranial pressure.? Patients with 
musculoskeletal injuries, especially within the spinal 
column, may require increased muscular relaxation for 
ECT to be safely conducted. 

Knowledge of the patient's medical and family his- 
tory plus an understanding of pertinent drug-drug in- 
teractions are essential to help minimize the risk of ad- 
verse reactions to anesthetic and relaxant agents. The 
presence of organic brain syndrome is not a con- 
traindication for ECT, which may be used effectively 
in such patients, often without significant added risk of 
cognitive deficits (30). However, such individuals 


*Maltbie AA, Wingfield MS, Weiner RD, et al: ECT in the presence 
of brain tumor: case reports and evaluation of risk, unpublished 
paper. 
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shguld be observed closely for signs of severe organic J 


deterioration, and, if these should appear, the ECT 


treatments should either be discontinued or spread out - 


in time. 
Informed Consent 


A major component of the ECT workup is informed 
consent, which includes, in addition to its more formal 
aspects, the general psychclogical preparation of the 
patient. The rationale and the nature for the use of 
ECT in the treatment of the individual patient should 
be conveyed with both clarity and compassion to the 
patient and his or her family. Involuntarily hospital- 
ized patients, along with voluntary patients who are 
incompetent, often present medicolegal dilemmas re- 
garding ECT use. In these cases it is important to use 
psychiatric consultants, particularly those who are 
neither involved in the patient's case nor directly asso- 
ciated with the attending psychiatrist, and also to en- 
sure that the patient have access to legal counsel (1). 


ECT TECHNIQUE 
Premedication, Anesthesia, and Muscular Relaxation 


As mentioned earlier, the anticholinergic agent will 
decrease the morbidity due to both cardiac arrythmias 
and aspiration. Atropine, in a dose of at least 0.6 mg 
injected subcutaneously, I.M. or I.V., is most com- 
monly used. Since atropine is an agent that acts cen- 
trally in addition to systemically, it may increase con- 
fusion following the treatment, and for this reason the 
APA Task Force on ECT recommended the use of 
quaternary anticholinergic preparations such as 
methylscopolamine (1), which do not cross the blood- 
brain barrier. 

The use of muscular relaxation with ECT has neces- 
sitated the use of extremely fast-acting general anes-, 
thetics such as methohexitol, which is preferable, to 
thiopental in view of its more rapid action and lesser* 
cardiac toxicity. Only enough anesthetic to induce 
light coma should be given, since large doses unneces- 
sarily raise the seizure threshold and also prolong the 
apneic period. For an average-sized man a starting 
dose of 60 mg given rapidly I. V. can be used, but since: 
the necessary amount may vary from 30 to 160 mg, one 
may choose, particularly at the time of the initial treat- 
ment, to titrate the dose to the anesthetic effect. 

The rationale underlying the choice of succinylcho- 
line dosage is that only mild behavioral manifestations 
of the seizure should appear. The convulsive activity 
need not be completely suppressed unless the patient 
has severe musculoskeletal pathology, in which case a 
preparatory anesthesia consultation should be ob- 
tained. Variations in succinylcholine metabolism are 
uncommon, but it is important to realize that they may 
result in prolonged apneic states which are potentially 
avoidable when anticipated (1). The presence of such 
disorders usually necessitates the substitution of an- 
other relaxant agent, such as curare, which ordinarily 
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^. would be less desirable because of increased duration 


ef action. In addition, the half-life of succinylcholine 


vw May be markedly increased by a number of plrarmaco- 


logic agents, including anticholinesterase prepara- 


. «cons, some antibiotics, quinidine, phenelzine, and 


lithium carbonate (78), and in patients with severe he- 
patic disease or nutritional deficiencies. Relatively 
simple procedures for determining the capacity of 
pseudocholinesterase to hydrolyze succinylcholine are 
available (79) and may be used either when there is 
reason to believe that an abnormal response may oc- 
cur or with certain high-risk patients in whom pro- 
longed apnea would be particularly disastrous. 

Succinylcholine is given rapidly I.V. immediately 
after the onset of anesthesia. One hundred percent ox- 
ygen is begun per bag, taking care not to hyper- 
ventilate the patient because this may prolong the sei- 
zure duration as much as several minutes, presumably 
because of hypocarboxemia. Muscle fasciculations re- 
sulting from the depolarizing action of succinylcholine 
are generally present visibly, beginning in the rostral 
portions of the body and moving caudally. Once fas- 
ciculations in the feet diminish, a mouthpiece is in- 
serted, the neck is extended through upward traction 
on the chin, and the electrical stimulus is given. Oxy- 
genation should be resumed following passage of the 
stimulus current and continued until the patient is able 
to breathe well on his or her own. 


The Electrical Stimulus 


There have been few comparisons of ECT in- 
struments in the literature (8), 81). All ECT devices 
have in common the production of an electric stimulus 
characterized by waveform, frequency, and duration, 
with a wide enough range of adjustable factors to 
evoke generalized seizure activity in virtually all indi- 
viduals. 

» One way to classify ECT devices is on the basis of 
waveform. Because of convenience, Cerletti and Bini 
"used standard wall current as their stimulus signal. In 
the United States this consists of a 60 cycle per second 
(Hz) sinewave. At present two devices commonly 
used in this country utilize the sinewave stimulus: the 
Medcraft, Inc., B 24 and the Reuben Reiter Sc. D., 
“Inc., MOLAC. The Reiter machine, which has a very 
high ampzitude spikelike signal coupled to the 60 Hz 
sinewave, Is the least expensive but offers no built-in 
timing capability for stimulus duration and only very 
limited variation in voltage settings (81). The Medcraft 
B 24 produces a 60 Hz sinewave with variable voltage 
settings from 70 to 170 volts (RMS) at stimulus dura- 
tions that are preset by a built-in timer from 0.1 to 1.0 
seconds (81). Another feature of this machine is the 
“glissando” control, which allows for a gradual build- 
up of the stimulus voltage intensity preceding the de- 
livery of the preset stimulus. This control was useful in 
the days before seizures were modified with relaxant 
agents in that the initial stimulus-related muscular con- 
traction was milder. With present techniques of sei- 
zure modification, however, the glissando control is 
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unnecessary, and its use should*be discqaraged be- 
cause it functionally increases the seizure threshold. 
For the Medcraft B 24, typical initial settings are 140 
volts at 0.5 seconds. Possibly because of effects of ag- 
ing on scalp tissues, seizure threshold increases with 
age, and older patients generally require higher in- 
tensity stimuli than younger patients (82). In addition, 
seizure threshold generally rises over the course of a 
number of treatments, often necessitating an increase 
In stimulus intensity (83). 

The second major type of ECT stimulus waveform is 
the brief pulse stimulus which, although it was initially 
used in the mid 1940s, hes only recently come into 
common clinical practice with the development of the 
Custom Systems Associates, Inc., MECTA ECT de- 
vice (84). Unlike the sinewave, which varies in ampli- 
tude continuously over time, brief pulse stimuli consist 
of short pulses of current interrupted ky relatively 
longer periods of electrical inactivity. Because current 
is transmitted during only a small fraction of the time 
the stimulus is on, the total stimulus duration is gener- 
ally longer than that for standard sinewave stimuli. 
However, this increase in stimulus duration is more 
than compensated for by the relatively small amount 
of time the current is actually on. Because of this, gen- 
eralized seizures can usually be evoked with about 
one-third the total amount cf electrical energy required 
with sinewave stimuli (85). This is importart in view of 
the fact that acute cognitive deficits and EEG abnor- 
malities may be related to the amount of electrical en- 
ergy delivered by the ECT device. 

With the MECTA machine the current output is 
fixed at 800 milliamperes, and the voltage varies with 
the impedance between the stimulus electrodes (rather 
than the reverse relationship with the Méedcraft and 
Reiter machines). This constant current mode of stim- 
ulus delivery is more physiologic than is t*e constant 
voltage mode. A voltage-limiting circuit is provided to 
prevent inordinately high voltages from being pro- 
duced across high interelectrode impedances. The 
MECTA also checks for electrical continuity before 
each stimulation. This allows more constant control of 
electrode impedance, which ordinarily produces a 
large amount of variability in seizure threshold during 
a course of ECT. A final major feature of the MECTA 
machine is a two-channel chart monitor for EEG and 
ECG. With this feature one can determine with defini- 
tive clarity the presence and precise duration of a sei- 
zure and, in addition, monitor for cardiac irregulari- 
ties. 

The stimulus variables on the MECTA machine are 
the frequency per second of the bipolar brief pulses, 
the pulse width in milliseconds, and the total stimulus 
duration in seconds. A typical initial setting is 60 Hz 
pulse frequency at 0.75 millisecond pulse duration and 
a total stimulus duration of 1.25 seconds. 


Stimulus Electrode Placement 
The electrical stimulus is coupled to the head by 
large plate or sponge electrodes, which, if prcperly ap- 


1513 


t^m 


R 
ł 
À 


* “ELECTRICALLY INDUCED SEIZURES 


[ 


plied, will.provide an effective low-impedance path- 
way for the stimulus current (86). Fixing the electrodes 


. to the scalp by a headband, rather than holding them 


by hand, allows for a more constant electrode imped- 
ance, but a hand-held vertex electrode may be un- 
avoidable with temporoparietal unilateral ECT. The 
coupling of stimulus electrodes to the scalp is often not 
performed adequately, resulting in a wide variation in 
the amount of electricity necessary to evoke a seizure. 
Such variability increases the likelihood of either inef- 
fective treatments (subthreshold stimuli) or increased 
neuropsychological deficits (markedly suprathreshold 
stimuli). Preparation of the stimulus electrode sites in- 
cludes removal of skin oils and hair, mild abrasion of 
the superficial skin layer, and rubbing a small amount 
of electrode jelly or saline into the skin. 

Most of the literature dealing with ECT electrodes 
stresses the relative merits of different configurations 
of electrode placement. With bilateral ECT, each stim- 
ulus electrode is placed over a separate cerebral hemi- 
sphere, whereas with unilateral ECT both stimulus 
electrodes are placed over the same cerebral hemi- 
sphere. The typical bilateral electrode placement has 
the right and left electrodes positioned with midpoints 
approximately one inch above the middle cf an imagi- 
nary line drawn between the upper tragus of the ear 
and the external canthus of the eye (87). Because of 
the diffusion of the current throughout the scalp as 
mentioned above, precise measurement of electrode 
position is unnecessary (39). A number of variations of 
unilateral electrode placement exist (88). The most 
common unilateral placement is characterized by the 
position of one stimulus electrode as described above 
(over the junction between the tip of the anterior tem- 
poral lobe and the inferior lateral aspect of the frontal 
lobe), with the second electrode positioned approxi- 
mately four and one-half inches posteriorly and ros- 
trally (overlying the centroparietal area of the ipsilater- 
al cerebral hemisphere) (89). Placement of electrodes 
too closely opposed may result in increased seizure 
threshold and skin burns. There is some evidence that 
placement of the second electrode over the mid-fore- 
head region (90, 91) results in a higher seizure thresh- 
old than the more common temporoparietal placement 
and should therefore be avoided (80).. Furthermore, 
there may be an interaction between electrode place- 
ment and stimulus waveform, with unilaterally in- 
duced seizures more easily produced with brief-pulse 
stimuli (85). This interaction may help to explain some 
of the controversy related to the efficacy of unilateral 
ECT. 

Before one begins a course of unilateral non- 
dominant ECT, lateralization of cerebral function 
must be ascertained. The greater the evidence that an 
individual is right body dominant in terms of behavior- 
al performance, the greater the certainty that the left 
cerebral hemisphere is dominant. Left-handed individ- 
uals commonly display mixed dominance, and, in fact, 
more than half are left-hemisphere dominant. Perform- 
ance tests for assessing cerebral dominance are avail- 
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able to aid in these discriminations (89), but if test re- 
sults prove equivocal, dominance can usually be de:er4 
mined by alternating left-right unilateral ECT with the 
first two treatments and, as the patient awakens, ob- 


serving the response to a simple verbal performance l 


task (92). 
Seizure Characteristics 


The behavioral manifestations of the seizure are at- 
tenuated, but generally not completely suppressec, dy 
the muscle relaxant. Concurrent with the passage of 
stimulus current, there is a very brief period of muscu- 
lar contraction, representing the direct effect of the 
electrical current upon neural and muscular tissues. 
Following this, at a latency of 1-15 seconds, is the ton- 
ic phase of the generalized seizure. Under the muscu- 
lar relaxation provided by modified ECT, this is usual- 
ly manifested most clearly by plantar extension. The 
tonic phase persists for 5-20 seconds, graduall* pe- 
coming replaced by generalized clonic contractions, 
which are initially rapid and erratic but eventually 
reach a frequency of around two to three per second. 
The duration of the clonic phase ranges widely from as 
little as a few seconds up to more than a minute de- 
pending on a number of factors, including degree of 
anesthesia. Occasionally, convulsive movements may 
only be present unilaterally, particularly with uniater- 
al ECT. These suggest an incomplete, and thereby 
probably less effective, seizure. 

As expected, the EEG findings associated witk elec- 
trically induced generalized seizures are strikingly 
similar to those observed with spontaneous grand mal 
seizures. The initial EEG changes are characterized by 
a gradual buildup of rhythmic activity in the alpha and 
beta range. This activity may persist into the tonic 
phase, where it is often masked by higher freqa:ency 
muscle artifact. The EEG in the clonic phase is cazrac- 
terized by repetitive polyphasic spike and wave com- 
plexes, which are synchronous with the clonic r1ove- 
ments. Occasionally, however, even without complete 
muscle relaxation, a typical electrographic seizure 
may occur without any behavioral manifestations. 
This latter phenomenon may result from inco molete 
recruitment of subcortical centers (36), but it ts not 
well understood. 


Following a typically abrupt termination of the zlon- 


ic phase, a period of gross electrographic suppression 
is usually seen. However, in some patients the termi- 
nation of the seizure may not be abrupt and nstead 
may occur gradually, making precise determineétion of 
seizure duration difficult. 

The ictal and immediate postictal EEG findings as- 
sociated with the use of unilateral ECT are different in 


Pt 


some respects from those encountered with tilateral ` 


electrode placement. With unilateral placement, 
"missed" and unilateral seizures, both of wkich are 
probably less effective, are more common. Because of 
this it is important to monitor the EEG in crder to 
clearly ascertain whether or not a bilaterally general- 
ized seizure has occurred. With one recording chan- 
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. nel, this can be accomplished by placing bcth mon- 


ila, 


itoring electrodes over the contralateral cereb-al hemi- 
Sphere. In keeping with the lesser degree of acute 
neuropsychological deficits associated with i nilateral 
ECT, the degree of postictal suppression is generally 
less prominent. 

If unequivocal seizure manifestations, either behav- 
iorally or electrophysiologically, do not occur within 
15 seconds, a one-step increase in any of the factors 
that determine stimulus intensity should be quickly 
made and the patient restimulated. This may be re- 
peated a third time if necessary, and it may b2 neces- 
sary to provide additional anesthetic or musc e relax- 
ant. If there is still no seizure, further attempts should 
be postponed until the next session. If the seizure du- 
ration is less than 25 seconds, the stimulus mtensity 
should be increased at the next treatment session. A 
seizure length of 25-60 seconds can be considered ade- 
quate. A seizure duration of greater than 60 seconds 
may occur regularly for some patients, even with only 
slightly suprathreshold stimulus intensity. In some ca- 
ses, however, a prolonged seizure may indicate that 
the stimulus intensity is markedly suprathreshcld, sug- 
gesting the use of a lower stimulus intensity at zhe next 
treatment session. 


Postictal Management 


Recovery of spontaneous breathing occurs within a 
minute or two following termination of the seizure, 
and the recovery of consciousness shortly thereafter. 
If the patient experiences a prolonged apnec state 
postictally, either the dose of muscle relaxant was too 
large or a pseudocholinesterase deficiency is present. 
If there is a delayed return of consciousness, tke anes- 
thetic dose should be reduced for the next treatment 
session. Occasionally a postanesthetic delirium similar 
to that often seen in surgical recovery rooms will occur 
but usually does not require pharmacologic inter- 
vention. 


Number of Treatments 


In determining how many treatments to be given in a 
course of ECT, it is usually more appropriate to go by 
the patient's clinical response than by a fixed aumber 


` of treatments. After an apparent maximal clinical re- 


sponse is obtained, 1.e., when successive treetments 
do not elicit further beneficial effect, 2 or 3 additional 
treatments should be given. If these last few treat- 
ments are not given, the probability of early rekapse is 
probably higher. With depressed patients, a typical 
course of ECT consists of 6-10 treatments, while with 
schizophrenic patients the number is generally some- 
what higher, between 10 and 20. 

The use of multiple induced seizures within e single 
period of anesthesia (MECT) has been advocatsd as a 
means of reducing length of hospitalization. Surpris- 
ingly, there is some evidence that MECT produces 
less neuropsychological impairment (93) than the stan- 
dard arrangement of 3 treatments per week. This is 
quite different from what would be expected based on 
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the results of twice daily, 7-dayssper-week, regressive 
ECT (27). More recent evaluations of MECT have re- 
vealed that although hospital stay is shortened, a , 
greater total number of seizures is necessary to pro- 
duce a beneficial response (94). These findings suggest 
that the mechanisms involved in producing »oth clini- 
cal improvement and organic impairment appear to re- 
quire a period of interictal consolidation. However, 
there is some preliminary evidence that unilateral 
ECT, with its milder degree o? organic impairment, 
may be given 4 times a week without decreased effica- 
cy or increased memory deficits (95). 


CONCLUSIONS 


The electrical induction of a series of generalized 
seizures remains an effective means of treating severe 
endogenous depression and, under certain circum- 
stances, schizophrenic disorders. In some cases it may 
be the treatment of choice, based on a risk-benefit 
comparison of available treatment alternatives. Al- 
though ECT is associated with potential side effects 
and complications affecting many body systems, cen- 
tral nervous system functicns, particularlv in the area 
of memory, are most noticeablv affected. The acute 
effects of ECT on memory are well understood, but 
there still remains some uncertainty concerning the 
persistence of these changes. A reduction in the sever- 
ity of acute organic impairment has been reported with 
the incorporation of certain refinements in ECT tech- 
nique, chiefly unilateral nondominant electrode place- 
ment and brief pulse stimuli. Because ECT involves 
the induction of generalized seizures in patients who 
are under both general anesthesia and muscular paral- 
ysis, it should only be attempted by those with ade- 
quate training.’ 
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The authors studied 8 sets of healthy twins, ranging in 
physical maturity from prepubertal to late pubertal, 
and their parents to assess psychological changes in 
early adolescence. Interview and questionnaire data 
suggested that self-doubt, avoidance of responsibility, 
resentment of parents, and anxiety about social 
relationships peaked in early puberty; emotional upset 
peaked in early puberty to mid-puberty. The results 
support a hypothesis of phase-specific psychosocial 
regression correlated with the biological onset of 
puberty. Children in all pubertal stages were shifting 
their interests away from parents and toward peers. 


SINCE THE PUBLICATION of G. Stanley Hall's Adoles- 
cence in 1905 (1), Hall’s expressive characterization of 
adolescence as the period of Sturm und Drang has 
evolved from catch-phrase to paradigm to cliché. As 
the age of pubertal onset decreased and the age of ac- 
cepting adult responsibility increased, the ever-ex- 
panding label ‘‘adolescence’’ was stretched to cover a 
widening span of diverse experiences between child- 
hood and adulthood. 

In recent years the versatile designation seems final- 
ly to have reached its breaking point. Researchers and 
clinicians have concluded that adolescence may be 
better understood if the total period is divided into sev- 
eral distinct phases, each with characteristic develop- 
mental tasks and coping styles (2-9). As a result, hid- 
den gaps in our knowledge have been brought to light. 
Keniston (10) and Erikson (11) have postulated a stage 
of "youth" to cover the long transition of many 
middle-class Americans from late adolescence and 
high school to young adulthood and the working 
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world. On the younger side of adolescence there is an- 
other transitional stage to which relatively less re- 
search has been directed: the stage of preadolescence, 
marking the considerable step from latency or child- 
hood into adolescence proper (2-4, 6-8, 12). 

With slight variations in chronology and terminol- 
ogy, several investigators have been working to define 
a preadolescent phase of development linked to the 
early endocrinological changes of puberty (2-8). Pu- 
berty may be defined as the period of bodily develop- 
ment during which the gonads secrete sex hormones in 
amounts sufficient to cause accelerated growth and the 
appearance of secondary sex characteristics (13). 
Eight- to tenfold increases in the plasma levels of the 
sex hormones— estradiol in girls and testosterone in 
boys—depend on maturation cf the brain's hypotha- 


amic ‘‘gonadostat,’’ which signals the pituitary to in- 


crease production of the gonadotropins—luteinizing 
hormone (LH) and follicle-stimulating hormone (FSH) 
(13-17). 

Preadolescence may be defined as the phase cf psy- 
chological adjustment leading up to and during the 
earliest pubertal changes (6, 7). It is thus a transitional 
phase spanning the end cf one biological period (pre- 
puberty) and the beginning of another (early puberty). 
Coinciding with the activation of the mechanisms of 
pubertal onset, preadolescence is characterized by rel-, 
ative neuroendocrine instability. Biological change,in 
preadolescence is primarily internal, but sex dimor-* 
phism in pelvic structure, breasts, genitalia, and body 
hair may begin to increase noziceably. Preadolescent 
boys (typically ages 11-13 years) and girls (10-12 
years) would most likely be in Tanner's puberta! stage 
2 or ready to enter it within 2 year (see appendix 1): 
(18-22). 

Various clinical observers have cited regression, dif- 
fusion, shifting cathexis, and instability of mood and 
temperament as the outstanding emotional qualities of 
preadolescence. At preadolescence, the relatively 
well-structured personality of the child during latency 
appears to loosen up considerably (2-4, 6-8, 23). The 
normal course leads not to breakdown but to a "nor- 
mative crisis, ° during which effects and behavior be- 
come more fluid and unpredictable in response to new 
biological and psychological demands. During this 
phase, heterosexual interest is intensified or rekindled, 
peer relationships become increasingly important, and 
a renéwed thrust toward independence begins to strain 
family ties. Preadolescents also begin to think more 
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logically, abstractly, and judgmentally as they startthe 
transition from the cognitive stage of coficrete opera- 
tions to that of formal operations (24, 25). i 

Many child developmentalists have explicitly linked 

" the biological with the psychological processes of pre- 

4 adolescence. They have suggested that neuroendo- 
crine changes are the major stimulus to increased sex- 
ual and aggressive drives and to fluctuation in behavior 
and affect. This makes theoretical sense because the 
maturing brain functions as both source and end-organ 
for endocrinological change and as the physical sub- 
strate for new self-perceptions. To date, however, the 
proposed linkages remain general and speculative in 
the absence of confirmatory research (8, 9, 26). 

In the twin study we report here we used a broad 
methodology to explore change and continuity in pre- 
adolescent behavior. We studied twins rather than 
single children to facilitate data gathering and intra- 
familial comparisons. However, in this paper we pre- 
sent only those findings concerning general biological 
and psychosocial trends in the entire group of children 
and families. 


METHOD 
Population 


The 8 sets of twins studied were healthy, between 9 
and 15 years of age, and living with both parents. The 
mean age of the twins was 12.3 years; of their mothers, 
38 years; and of their fathers, 39 years. All families 
were judged middle-class according to income and par- 
ents’ occupations. 


Procedure 


Mothers and fathers were interviewed jointly, and 
each parent completed a series of questionnaires. ! 
ə Each child was interviewed separately and completed 
a series of self-descriptive questionnaires and stan- 
edardized tests.2 Each child received a physical exami- 
nation. Bone age, a measure of physical development, 
was determined by wrist X ray (39). Pubertal matura- 
tion stage was rated according to Tanner’s classifica- 
tion (18-20) adapted by Root (15) (see appendix 1). 
The population was divided into 4 puberty sub- 
groups by averaging each child’s Tanner stage for gen- 
itals (boys) or breasts (girls) with stage for pubic hair: 
prepuberty (average, stage 1), early puberty (stage 1!/2 
to 2), mid-puberty (stage 2'/2 to 3), and late puberty 


"The following questionnaires were used: Twin Development Dur- 
ing the First Years of Life, Recent Family Changes, Behavior 
Problems, Behavior Change in Preadolescence, Childhood Person- 
ality Scale, and Parents' Report (27-29): Pregnancy, Delivery, and 
First Month of Life; and Father's Report on Pregnancy (30). 


"The following questionnaires ard tests were used: Wechsler In- 
telligence Scale for Children— Revised, selected items (31), Offer 
Seif-Image Questionnaire for Adolescents (32), Coopersmith Self- 
Esteem Inventory (33), Locus of Control Scale (34), T'asks of Emo- 
tional Development Test (35, 36), and Moral Judgment Interview, 
Heinz Story, Form AIII (37, 38). 
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(stage 4). The composition of the subgroups is.detailed 
in table 1. j 


RESULTS 


Questionnaires 


Early pubertal children were cutstanding in several 
respects. On the Offer Self-Image Questionnaire (32) 
they rated below all other groups in self- and body im- 
age as well as in desire to plan ahead and take respon- 
sibility. On the Coopersmith Inventory (33) the nadir 
of self-esteem again clearly fell in the early. pubertal 
group. On the Tasks of Emotional Development pic- 
ture interpretation test (35, 36), early pubertal children 
received scores notably below all other groups in ac- 
cepting parental limits. They also showed more ag- 
gression and same-sex peer socialization than pre- 
pubertal children. Their misgerceptions of task on the 
heterosexuality, identification with parents, and self- 
concept cards suggested a defensive, ambivalent pos- 
ture toward parents, toward peers of the opposite sex, 
and toward self-examination. 

Parental ratings tended to confirm the results of the 
self-rating questionnaires. Cn the behavior change 
scale, parents of children in early puberty perceived 
the most change during the previous 2 years, com- 
pared with parents of children in other groups. Jn par- 
ticular these parents observed increasing interest in in- 
dependence and in heterosexuality. On the childhood 
personality scale, mothers of children in early puberty 
perceived them as least talkative, attentive, and 
ebullient. Fathers disagreed, attributing the same neg- 
ative characteristics more to their children in mid-pu- 
berty. On the behavior problems scale, parents of chil- 
dren in early puberty clearly saw more problems over- 
all, particularly with anxiety and perfectionism. 

In contrast to these resulis was the absence of 
change from prepuberty through mid-puberty in locus 
of control scores and on the Offer self-image question- 
naire scores in family relauonships and psycho- 
pathology. 


Child Interviews 


Family life and adults. All of the children were 
asked to name the family members who understood 
them best and got along with zhem best as well as the 
one person they would take with them to a cesert is- 
land. In general, with increasing age the choice of par- 
ents ylelded to choice of siblings and friends, as in this 
series of responses to the desert island question: 


I would take my father, probably, if we had to make a 
house. My mother might get tired. She can't do some of 
the work my father can do (boy, 9 years, 7 montas old, in 
prepuberty). 


Either my brother—I could live with him without fight- 
ing, we could work things out—or my father. He knows 
how to build stuff. Probably my father if I had to choose. 
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' Number of Number of 
Number of © Number of Number of Number of Same-Sex Mixed-Sex Mean Mean 
Subgroup Twin Sets Boys Girls Monozygotic Sets — Dizygotic Sets Dizygotic Sets Age Bone Age 
Prepuberty 2 3 l 0 ] 10.6 10.8 
Early puberty 3 4 2 0 3 0 12.3 12.2 
Mid-puberty 2 l 3 [ 0 I 12.7 12.6 
Late puberty i 0 2 I 0 0 14.8 —* 


“Not assessed. 


Otherwise, just two kids don’t know what to do (boy, 11 
years, 8 months old, in prepuberty). 


Probably a girl. You could have kids and make a whole 
world. Kids get older, thev have kids, they have kids 
(boy, 13 years old, in early puberty). 


Prepubertal children were beginning to attend mov- 
ies with friends instead of parents. Pubertal children 
were beginning to bicycle farther away from home, 
walk to town unchaperoned, go out more often, and 
stay out later. Activity was moving away from the 
home in both time and distance. 

Time alone and together. The children in our study 
spent little time alone. Common solitary activities 
were playing card games and watching television, 
reading for girls, and physical activities for boys. Only 
the oldest twins mentioned thinking and daydreaming 
about the future. Half of the children had started a col- 
lection of some kind in the previous year. Boys col- 
lected stamps and coins; girls saved stuffed animals, 
shells, and photographs. 

Most of the children could name 3 or more best 
friends. These generally were neighborhood children 
because schoolmates who live some distance away 
could not be seen very often outside school. At least 
half of the children had 1 closest friend, and some had 
known this child for a few years. The rising valuation 
of close peers with the onset of puberty was beau- 
tifully illustrated by responses to the question, " Who 
outside of your family do you think is really great?” 
Prepuberta] children listed God, sports stars, and fa- 
mous Americans. The majority of pubertal youngsters 
listed their own friends. 

The opposite sex. These children saw mixed-sex ac- 
tivities as only a minor part of peer group life. Pre- 
pubertal boys and girls occasionally played ball togeth- 
er, but, as one prepubertal girl put it, 


They want to play football; we'd rather sit and talk. 
Boys just want to be with boys, girls with girls... . They 
started it (girl, 9 years, 7 months old, in prepuberty). 


Both sexes agreed that boys prefer to play ball and 
girls prefer to talk. During early puberty and mid-pu- 
berty, mixed activities expanded, but playmates of the 
Opposite sex were still largely limited to next-door 
neighbors, close friends, a sibling, or a cousin. 
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By mid-puberty every child had developed a special 
interest in one particular peer of the opposite sex. The 
typical child in early puberty or mid-puberty .iked 
someone or Knew that someone liked him or Lez but 
did not call that person a boyfriend or girlfriend. How- 
ever, none was dating; they considered themselves too 
young. Rather, they spoke to their friend, saw him or 
her in a group or class, or liked him or her fron afar. 
As one girl in mid-puberty said, " When I look a: them, 
| see stars. .. . I don't do stuff with them!’ 

Most children had received some sex education from 
teachers, parents, friends, or older siblings. Some said 
they weren't curious or didn't care now. Nervous re- 
sponses to the introduction of the topic of the opposite 
sex into the interview suggested that these professions 
of disinterest were partly defensive. At the first men- 
tion of the opposite sex one girl exclaimed, "Boys!" 
Another dropped her pencil several times. At the con- 
clusion of that section one boy asked, ‘‘Did ycu make 
up all those questions?” All three of these youngsters 
were in early puberty. i 

The opposite sex received mixed appraisa during 
early puberty. They were recognized as qmite dif- 
ferent, even a little strange, but not entirely for the 
worse. The resultant attitude was a mixture of half- 
hearted disdain, curious admiration, and gua-ded de- 
tachment losing ground to growing interest as @x- 
pressed by these children: 


Girls are more feminine. They're different because they 
don't punch you when they walk up to you— just talk. . . . 
They tell silly secrets. . . . I ask my brother who’s going 
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with who, who he’s going with. I'd like to follov him and’ 


see what he does on a date (boy, 11 years, 9 monihs old, 
in early puberty). 


Occasionally we play ball here but usually they run 
around and make mischief... . I have my first »cyfriend 
in school this year. I like him, he likes me. We just talk on 
the phone. Sometimes my mother smiles at me. He 
doesn't come; he lives pretty far (girl, 12 years old, in 
early puberty). 


These attitudes marked a definite shift from the rela- 
tive lack of curiosity and the acceptance of separation 
as natural and sensible that characterized prepuberty. 
Problems and wishes. School furnished the major 
problems of the younger children: difficult courses, un- 
sympathetic teachers, and aggressive schoolmates: 
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Homework. I hate doing it, always put it off, do dt at 
night. I have other things to do. It's hard? like outline a 
* story (girl, 12 years old, in early puberty). . ° 


Teacher-student relationships. I get into trouble when 
another kid punches or kicks me under the table. The 
teacher doesn't believe me and tells my parents I hit kids 
(boy, 11 years, 9 months old, in early puberty). 


Older children found peer relationships the most 
problematic; for older girls eating and weight were also 
mentioned: 


Friends. I get in trouble when they do something. One 
stole something and said I told him to do it (boy, [3 years, 
2 months old, in early puberty). 


Some of my friends, they're pains—like one I’ve known 
since sixth grade always bugging me about her boyfriend, 
crying about bad marks, using me (girl, 14 years, 10 
months old, in late puberty). 


Wishes and fantasies dramatized well the psycho- 
social position of these children— poised between fam- 
ily ties and a more independent path. Given a million 
dollars, almost all would have used it to benefit both 
self and family, but given three wishes, almost all 
wanted more personal than family gain. They wished 
for art supplies, bicycles, swimming pools, the health 
of close people, a peaceful world, and attractive per- 
sonal qualities. Children who had fantasies of potency 
tended to be in early puberty or mid-puberty, such as 
the boy who asked to be "stronger, smarter, and skin- 
nier" and the girl who wanted only ‘‘all the money in 
the world, being a queen, and a diamond ring.” 


Parent Interviews 


Parents and peer group interests. Most parents de- 
e scribed their families as close-knit and described their 
children as cooperating as expected. However, only 
* prepubertal children were seen as free of difficulties: 


They have no problems; maybe it’s parents’ pride (fa- 
ther of mixed-sex dizygotic twins, 9 years, 7 months old, 
in prepuberty). 


They're almost too easy to take care of; there should be 
a problem (father of monozygotic twin boys, II years, 8 
months old, in prepuberty). 


Parents of pubertal children cited problems much 
more readily. They saw the children's desire for more 
independence as a relatively recent and important 
trend creating frequent minor frictions: 


They're more demanding now. They want to stay up 
later at nizht, travel further from the house (mother of 
monozygotic twin girls 12 years, 5 months old, in mid- 
puberty). 


They still do what they're told, but now they will ques- 
tion it (mother of monozygotic twin girls, 14 years, 10 
months old, in late puberty). 
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There's no major problem like drinking or dating yet. . 
Just trivial things like not sitting far enough from the T-V 
though they're often told. This year and last, since middle 
school, the girls try to express themselves, to take on 
more than they should. If you say no, they question you 
and give you an argument. . . . I'm not crazy about their 
girl friends sleeping over, but the twins say, "We have to 
reciprocate if we were there’’ (mother and father of dizy- 
gotic twin girls, 12 years old, in eazly puberty). 


As the last example implies, the trend toward inde- 
pendence from parents is closelv linked witn move- 
ment toward closer peer relationships. According to 
the father of these girls, '* Friends influence them more 
than anything.” 

Parents of children in early puberty and mid-puberty 
also noticed the children's growing interest in the op- 
posite sex. They observed that their children liked 
someone for the first time, talked with children of the 
opposite sex, or made a point of dressing attractively. 

Emotional upset. The majority of parents of puber- 
tal children described their twins as often sensitive, 
irritable, easily frustrated, or prone to outburs:s. No 
parents of prepubertal children made this observation. 
Children in early puberty and mid-puberty displayed a 
new or increased tendency to minor emotional upset: 


Neither twin can take a setback or a disappointment (fa- 
ther of dizygotic twin girls, 12 years old, in early puberty). 


Now they get upset over trivial things; they re touchy, 
They may only do it for two secor.ds. but it upsets me, 
makes me nervous (mother of monozygotic twin girls, 12 
years, 5 months old, in mid-puberty). 


The twins who were in late pubertv still had flashes of 
anger and periods of sulking as overreactions to trivial 
events, but they were ‘not moody now as they were 
when going through the change.” Thus, even the par- 
ents of the girls in late puberty felt in retrospect that 
moodiness had peaked in early puberty or mid-puber- 
ty, near the onset of menses. 


DISCUSSION 
The Preadolescent Transition 


Our results suggest that the twins in earlv puberty 
were in a unique phase of psychological adjustment 
compared with both prepubertal and later pubertal 
children. The nadir of self-esteem and body image fell 
in early puberty, as well as the low point in the desire 
to work, learn, plan ahead, and take a problem-solving 
orientation. Children in early puberty displayed the 
strongest reaction to parental interference. Thev were 
the most anxious about heterosexual relationships and 
possibly about social relationships in general. Minor 
emotional upset peaked in early puberty to mid-puber- 
ty and took the form of increased moodiness, sensitivi- 
ty, irritability, sulking, and a tendency to temper- 
amental outbursts as well as decreased attentiveness 
and talkativeness within the family. 
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In general, both parental and self-descriptions sup- 
ported the hypothesis of a phase-specific, phase-limit- 
ed regression in preadolescent personality structure. 
Regression in this hypothesis denotes a return to more 
childish, more primitively organized, more irregular 
modes of thought, feeling, and behavior (2-4, 6-8, 12, 
23, 24.) 

Anna Freud (23) distinguished two types of regres- 
sion common in normal development: libidinal and ego 
regression. The present study provides evidence of 
both types of regression in preadolescence. Libidinal 
regression, a return to earlier aims, objects, and meth- 
ods of discharge for the sexual and aggressive drives, 
seemed exemplified by increased and more overt ag- 
gression and ambivalence toward parents, traits char- 
acterized by Anna Freud as pre-oedipal. Ego regres- 
sion was represented by decreased frustration toler- 
ance and by comparative difficulty experiencing an 
integrated and satisfying sense of self. 

The degree of upset and disorganization revealed in 
these children, however, was certainly moderate. For 
the most part, parents of both prepubertal and pubertal 
children described a gradual progression of behavior 
from more childish and aimless to more adult and goal- 
directed. Children in early puberty did not rate them- 
selves more impulsive, unhappy, or emotionally labile 
than children in other stages, nor did their parents note 
any substantial outbreak of behavior problems or dete- 
rioration in family relations. Attempts at task mastery 
were rarely dominated by regressive behavior. For ex- 
ample, expressions of anxiety about the opposite sex 
were juxtaposed with a growing interest and new so- 
cial approaches. The anxiety might be interpreted as a 
sign of progress, indicating that unlike the prepubertal 
children, youngsters in early puberty had started to ex- 
perience their sexual drives and the accompanying un- 
certainty about appropriate social outlets. 

Offer (40) concluded on the basis of his study of nor- 
mal adolescent boys that they did not show a sufficient 
degree of fluctuating behavior and labile affect to justi- 
fy the designation of adolescence as a period of "psy- 
chological turmoil." Rutter and associates (41) found 
that "inner turmoil," as represented by feelings of 
misery, self-depreciation, and ideas of reference, was 
quite common in [4-year-olds but that it was unclear 
how often such feelings were indicators or portents of 
psychiatric disorder. Some of the children in our study 
appeared to have feelings of ‘inner turmoil," but 
these feelings were not sufficiently prevalent or severe 
to warrant the view that normal preadolescence is a 
period of crisis. Psychological adjustment in preado- 
lescence may be unique in its particularly biologically 
determined character and its relative predilection for 
regressive behavior, but the adjustment need not be 
tumultuous or obviously disruptive to the individual or 
his or her family. Although transiently upset feelings 
are normal at ages 11 to 14, an additional behavioral or 
emotional disturbance, especially if prolonged, may 
well be atypical or indicative of a serious develop- 
mental problem (7). 
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Psychosocial Trends from Prepuberty Through Mid- 
puberty $ 


If the onset of puberty was not tumultuous for the *' 


children we studied, it did bring problems. Te chil- 


dren and their parents became increasingly occupied | B 


with the question of what is normal with respect to 
physical, emotional, and social maturation: One 
source of this concern was the increasing var&tion in 
rates of development, both among different individuals 
and within each individual in different areas o7 adjust- 
ment. Another source was the increasing varizbility in 
youngsters' demands and in parental attitudes toward 
new and more complex issues involving limit-setting, 
discipline, and privileges. All these parents would 
probably have agreed that an 8-year-old shculd not 
leave the immediate neighborhood unchaperoaed, but 
the cultural norms for limits on 10- to 14-year-olds ap- 
peared considerably more flexible. 

In all the pubertal stages studied, the domirznt psy- 
chosocial trend was a shift in focus of relationships 
away from parents and toward peers. Desoite this 
trend, the home remained an important center of activ- 
ity and close emotional ties. Youngsters still thought 
of their parents as nearly ideal, citing school and peers 
but not parents as their biggest problems. The promi- 
nence of school difficulties was in accord wita Offer's 
findings for older adolescents (40) and Hamburg's sug- 
gestions about the stresses of the transition into junior 
high school (8). Our results also support :he con- 
clusions of two recent large-scale surveys (40. 42) with 
regard to normal adolescent rebellion: that it tends to 
peak in early adolescence and to manifest itself in fre- 
quent disagreements with adults rather than in violent 
emotions, dramatic conflict, or delinquency. 

The parents in this study seemed more prctective 
than average for their social class, probably z result of 


our nonrandom selection procedures. Membership in, 


the club from which the families were recruited gde- 
pends on the mother's strong identification with the* 
maternal role. In view of the bias toward sheltering of 
children tn our group of parents, one might 2xpect to 
see more rapid and impressive psychosocia changes 
in preadolescents from randomly selected families. 
Coordination of biological and psychological: 
phases. In general, the patterns of psychological 
change between prepuberty and early puberty were 
more distinctive and consistent than the patterns of 
subsequent development, perhaps reflecting the bio- 
logical break between prepuberty and early puberty. 
Psychological changes in early puberty migat be less 
variable than in late puberty because they are deter- 
mined by the same kind of dramatic neuro2ndocrine 
changes in all individuals. The psychological course of 
later puberty depends relatively more on sociocultural 
factors and personality traits that vary comsiderably 
among children. Although the later course is more var- 
iable among different individuals, it is also nore con- 
tinuous for any single individual because th» circulat- 
ing hormones and body characteristics comtinuously 
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approachradult levels and structures (6, 7, 15-17, 43). 
TFere is no major biological shift between early puber- 
ty and mid-puberty, or between mid-puberty and late 
puberty, as there is between prepuberty and early pu- 
‘erty. 

As might be expected, the period of preadolescent 
ad ustment appeared to correlate better with the start 
of pubertal stage 2 than with chronological age. There 
were two twinships in which age was the same but 
pubertal stage was different. In both twinships the psy- 
chological features of the twins differed predictably 
when pubertal stage was taken into account. 

If hormone levels rise before the bodily changes of 
puberty occur, and if hormones affect behavior direct- 
ly, psychological adjustment might be expected before 
stage 2. However, developmental endocrinologists 
have not yet reached agreement on the question of pre- 
pubertal increases in gonadotropins and sex hor- 
mones. Testosterone urinary excretion (43) and plas- 
ma levels (44-46) in boys probably do rise significantly 
in orepuberty, but not all investigators have agreed 
with this idea (47). LH excretion (43, 48, 49) and 
plasma levels (46, 50-54) do not appear to rise signifi- 
cartly in prepuberty. The results for FSH have been 
equivocal: some studies (46, 52, 53, 55) have found a 
rise in FSH in prepuberty, but others (43, 48, 50, 52, 
53, 55, 56) have not. Even if the appropriate hormone 
levels increase in prepuberty, related psychological 
changes might be delayed until early puberty because 
it takes time for rising hormcne levels to bring about 
changes in the brain and body and for the child to rec- 
ognize shifts in his feelings and perceptions (5). 

"Preadolescence" has been the term most often 
used to refer to the phase of psychological adjustment 
at tie onset of puberty (2, 6, 7, 12, 23), but it has also 
been called "early adolescence” (8) and even ‘‘pre- 
puberty" (4) or "early puberty" (24). Even if ‘‘pre- 
adolescence'' were to gain general acceptance, some 
con usion might still arise from the lack of congruence 
between biological and psychological phase terminol- 
ogy Preadolescent behavior seems to occur at the end 
of prepuberty and at the start of early puberty, the 
stage 1-2 transition. As a transitional phase, it spans 
the end of one biological period and the beginning of 
another. The other phases of adolescence (early. mid- 
dle, late) might correspond to the stages of puberty in 
the tollowing way: early adolescence, late stage 2 and 
stage 3; middle adolescence, stage 4; and late adoles- 
cence, stage 5. 

Accurate Tanner staging is clearly an important pre- 
requisite for further research attempting to clarify the 
relationships between biological and psychosocial 
phenomena during prepuberty and puberty. 
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APPENDIX 1 


Stages of Sexual Development in Puberty 


BREAST GROWTH IN FEMALES 


Stage | Prepuberty 

Stage 2 Breast budding, widening of areola and ele- 
vation on mound of subareolar tissue, erect 
papilla 

stage 3 Continued enlargement of breast and widen- 
ing of areola without separation of their con- 
tours 

Stage 4 Areola and papilla project above the plane of 
the enlarging breast 

Stage 5 Mature breast, areola and breast in same 


plane, erect papilla 


GENITAL GROWTH IN MALES 


Stage | Prepuberty 

Stage 2 Enlargement of testes and scrotum, pigmen- 
tation and thinning of scrotum 

Stage 3 Lengthening of penis, further enlargement of 
testes and scrotum 

Stage 4 Increase in width and length of penis, fur; 
ther enlargement of testes and scrotum, in- 
creased pigmentation of scrotum 

Stage 5 Adult size and shape of genitals 


PUBIC HAIR GROWTH IN MALES AND FEMALES 


Stage 1 Absence of pubic hair 

Stage 2 Earliest appearance of long. pigmented hair 
over mons veneris or labia majora 

Stage 3 Dark, coarse, curled hair spread sparsely 
over mons veneris 

Stage 4 Abundant, adult-type sexual hair limited to 
mons veneris 

Stage 5 Sexual hair of adult type, quantity, and dis- 


tribution, with spread to medial aspects of 
thighs 
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_ Psychiatric Education at the'Crossroads: Issues and Future ' 


' Directions 


BY ALLAN BEIGEL, M.D. 


Psuchiatric education is currently facing many critical 
issues. Their resolution will determine the future 
availability of psychiatrists and is dependent or the 
development of new strategies that will require a 
reorientation in several aspects of current psychiatric 
education. This may be necessary if the vitality of 
psychiatry as a specialized branch of medicine `s to be 
maintained and the relevance of psychiatric training 
and practice to service needs and research objectives 
is to be increased. 


THE PRESIDENT’S Commission on Mental Health 
stated that ‘the quality of mental health care cepends 
ultimately on the knowledge, skills, and sensitivity of 
those providing it° (1). The future availability of an 
adequate number of psychiatric personnel will depend, 
in part, on the perceptions and foresight of cecision 
makers within the profession and leaders in academic 
psychiatry (2-5). 

Steps to ensure the continued relevance of psychia- 
try must be based on a clear conceptualization bf criti- 
cal issues. The future development of an adequete sup- 
plv of psychiatrists who meet clearly definec HOES 

mav require redirections in training. 


A ERIEF REVIEW OF SOME CRITICAL ISSUES 


|. Many psychiatrists and nonpsychiatrists have 
called attention to the need for psychiatry as a profes- 
sion to proclaim clearly its alliance with medictne and 
for psychiatrists to define the unique qualificaticns that 
they possess, in contrast to other mental health srofes- 
sionals (6-11). 

It is paradoxical that a profession which in the past 
has formally recognized a variety of subspecial-ies, as 
exemplified by examination and certification proce- 
dures in forensic psychiatry, administrative psychia- 
try, and child psychiatry, is now seemingly pro- 
claiming a need for a narrower focus through erm phasis 
on "remedicalization."' 
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However, these two objectives should not be mu- 
tually exclusive. Stressing only a closer alliance with 
other medical practitioners or a limitation of psychiat- 
ric practice to certain settings may be self-defeating. 

2. Federal officials question the continued use of 
public dollars for the support of psychiatric training 
when there is little evidence that the supply of man- 
power adequately addresses the priority needs as de- 
fined by government (12-14). The problem is com- 
pounded when representatives of academic psvchiatry 


.are the principal proponents of increased training re- 


sources and are heard as lonely voices sounding the 
call for more psychiatrists to do what, in the eyes of 
others, is seen as "the same thing” and is no longer 
acceptable or adequate. 

Decision makers require assurances that psychiatry 
as a profession, and academic psychiatry in particular, 
is aware of national priorities and not simplv acting 
from a vested interest. The recent success in obtaining 
additional resources for psychiatric research is an im- 
portant example of what can be accomplished when 
professional knowledge and direction are merged with 
citizen empathy, understanding, and support. 

3. During the past two decades, increases in psychi- 
atric personnel have been paralleled by growth within 
other mental health professions. Interprofessional 
conflict has increased, partially as a result of :he over- 
supply that exists in some areas, leading to a com- 
petitiveness for jobs in the public sector and for pa- 
tients in the private sector. The variety of mental 
health settings available in which services are deliv- 
ered by multidisciplinary teams nas also been a con- 
tributing factor. Furthermore, the recent popularity of 
certain therapies, which in the view of many do not 
require medical training, has exacerbated the problem 
(2, 15, 16). 

These conflicts will not be ezsily resolved. Their 
roots often lie in negative attitudes that are first formu- 
lated during professional training as a result of the hi- 
erarchy of values that psychiatrists and other mental 
health professionals attach to their roles and the isola- 
tion which arises from the absence of opportunities for 
communication except in the most formalized manner 
(17). 

4. While maldistribution of all physicians is a na- 
tional problem, it is particularly acute in psychiatry 
(14, 18). The interest of many graduates in practicing 
psychotherapy in a setting that offers the most satis- 
factory remuneration and independence, namely the 
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- urban or «suburban private office, contributes to the 


problem. Community mental health settings, which 


„are often the primary mental health service delivery 


resource available to those who live in urban dis- 
advantaged and rural areas, continue to experience a 
decrease in the number of psychiatrists (19). 

5. Public Law 94-484 (1976), the Health Professions 
Education Assistance Act, designated certain types of 
medical practice as primary care specialties (20). Psy- 
chiatry was not so designated, and other provisions of 
the law, as well as its rules and regulations, have in- 
creased psychiatry's problem in attracting medical 
graduates into the profession (21). 

However, many strategies can be mounted to com- 
bat this problem. In addition to those which will be 
discussed later, they include liberalization of the rules 
regarding how many years a practitioner can continue 
in specialty training before having to pay back govern- 
ment training loans (19), increased participation of 
psychiatry in undergraduate medical education (22, 
23), and continued attention to the relationship be- 
tween psychiatrists and primary care practitioners as 
well as to the coordination and integration of mental 
health and health care (24). These steps could counter 
any need to pursue the ""pseudodesignation'' of psy- 
chiatry as a primary care specialty to achieve political 
advantage. 


FUTURE DIRECTIONS 


To respond adequately to the critical issues that 
have been briefly described, a thorough review of cur- 
rent practices in psychiatric education needs to be un- 
dertaken and maintained on a continuing basis. There 
are many potential solutions to the problems that psy- 
chiatric education faces. The specific suggestions that 
tollow do not represent the entire spectrum of possible 
solutions. At the same time, careful consideration of 
these steps is indicated if the concerns highlighted in 
the previous discussion are shared by a significant 
number of those interested in psychiatric education. 


The First Year of Training 


After a brief period of time during which an intern- 
ship in medicine or another nonpsychiatric medical 
field was not required, an apparent compromise was 
reached. In opposition to those who proposed the con- 
tinued elimination of the internship requirement were 
those who felt that the maintenance of a medically ori- 
ented postgraduate experience was necessary prior to 
entering specialized psychiatric training to solidify a 
medical knowledge base, to enhance the identity of the 
psychiatrist with medicine, and to provide the oppor- 
tunity for assuming total responsibility for patient care 
under supervision (2, 25). As with most compromises 
arrived at after a period of intense controversy, the 
guidelines for this compromise were phrased in a man- 
ner broad enough to allow flexibility to individual pro- 
grams and to proponents of both sides (26). 
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Consequently, the first-year experience in most 
four-year psychiatric training programs is now cirect- 


ed toward. providing medical training and service de- ' 


livery experiences in nonpsychiatric settings. In some 
programs these requirements take up almost the 2rtire 
first year, with relatively little contact with psycaiatry 
as a result. In others, only the bare minimum o^ non- 
psychiatric training is provided and the majority cf the 
first year is the beginning of the trainee's psychiatric 
education. This variation suggests that little has been 
resolved regarding this question (27). 

Furthermore, regardless of the amount of non- 
psvchiatric training during the first year of resicency, 
it is also clear that the majority of this training takes 
place independent of any contact with psychiatry and 
without special emphasis on the two areas that most 
clearly characterize the interrelationship betwee 1 psy- 
chiatry and medicine, namely, psychosomatic llaess 
and the relationship between mental health care and 
primary health care delivery. The simple creaticn of a 
requirement for an "internship" does not really ad- 
dress the heart of the issue. namely, what type of irain- 
ing should all psychiatrists receive that emphasizes the 
relationship between psychiatry and medicine aad be- 
tween mental health and health care? 

In many programs the current system is for tne de- 
partment of psychiatry to plead, beg, or negotiate with 
other clinical departments in the medical schoo. to al- 
low psychiatric trainees to participate in the treining 
programs of those departments alongside non- 
psychiatric residents (28). Psychiatric trainees dlaced 
in these settings do not receive the necessary soecial- 
ized medical education that they require in regard to 
the relationship between psychiatry and medicine and 
between mental health and health care. 

Consequently, it is recommended that the current 
requirements for the first year of psychiatric training, 
which emphasize an “‘internship’’ experience, be al- 
tered. Rather, the thrust of future planning shculd be 
toward the creation of well-planned and limited experi- 
ences for psychiatric trainees in nonpsychiatne set- 
tings during their first two years of postgraduate train- 
ing as part of a psychiatric core curriculum. This train- 
ing would take place under the joint supervision of 
psychiatrists and nonpsychiatric physicians and would 
emphasize the development of an understancing of 
psychosomatic illness, its diagnosis, evaluation, and 
treatment, as well as the relationship between ps vchia- 
try and medicine and between mental health care and 
health care. Ideal settings would include primary care 
delivery settings such as emergency rooms, fzmily 
practice clinics, and health maintenance organizations 
rather than the more typically used inpatient medical 
service of a teaching hospital. 


The Development of a Core Curriculum 


Related to the above consideration, among others, 
there is a need to pursue further the current efkorts of 
several academic centers to deane clearly a core cur- 
riculum, with specified educational objectives required 
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of all psychiatric trainees (29-31). This core curricu- 
lum must define concepts and areas of knowledge that 
all psychiatrists should possess regardless ef the spe- 
cific application(s) which they later choose for this 
knowledge and be subject to evaluation according to 
deadned criteria (32). This core curriculum, which 
wculd require a minimum of 18 to 24 months, should 
include, but not necessarily be limited to, the following 
areas: 

i. Psychosomatic and somatopsychic 
erations in health and disease. 

z. The interrelationship of mental health and health 
and the interdisciplinary relationships between psychi- 
atr and medicine. 

3. Diagnosis and evaluation of mental disorder. 

4. Principles of interviewing. 

5. The nature of the therapeutic contract. 

6. Psychotherapeutic principles and methods, with 
emphasis on the development of basic skills through 
supervised treatment experiences. 

7. Àn understanding of social systems, including 
the family, that have an impact on mental health, men- 
tal illness, and the therapeutic process. 

8 Prirciples of social psychiatry and their relation- 
ship to rental health and mental illness. 

9, Psychopharmacology. 

10. The history of psychiatry. 

11. The role of psychiatrists in the mental health 
care delivery system and other mental health disci- 
plines. 

It is recognized that the suggested time frame for 
covering this list of topics and others that might be 
added may be too brief. Nevertheless, if properly im- 
plemented, a well-defined core curriculum could pro- 
vide all individuals interested in psychiatry with the 
basic knowledge and skills which would define that in- 
dividual as a psychiatric practitioner and furthermore 
wouid prcvide a mechanism for clarifying the purpose 
Qf besic psychiatric education. In addition, a more in- 
deptn study of any of these areas could continue as 
part of the period of subspecialization described later 
and m the context of a selected ‘‘applied’’ psychiatric 
career. 


consid- 


Interdisciplinary Training 


Psvchiatrists have an important qualitative role 
withia the framework of today's mental health service 
delivery systems, but their total quantitative impact is 
limited in contrast to the larger numbers of individuals 
who work within the field and whose training has been 
in other mental health disciplines. As pointed out ear- 
lier, conflicts among the disciplines, which are myriad, 
are derived from definitional problems, economic con- 
siderations, and a lack of clarity with regard to the spe- 
cialized skills that each discipline possesses and their 
importance to the delivery of mental health services 
(18, 33). 

It is not unusual today for most academic settings in 
which psychiatric training takes place to have close at 
hand graduate programs tn psychology, social work, 
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and psychiatric nursing. The core training evolving in: 


each of these disciplines often has not been responsive 
to interdisciplinary considerations. 
ciplines have approved the use of multidisciplinary 
settings in which trainees work alongside each other, 
separate curriculum and supervisory experiences usu- 
ally are maintained, with little cross-fertilization. All 
are guilty of a failure to work more closely together to 
define specific areas in which interdisciplinary educa- 
tional experiences can be implemented within a core 
curriculum framework (17). 

The issue is not whether limited. inte: rdisciplinary 
training will provide a "better" educational experi- 
ence in terms of the acquisition of knowledge, but 
rather what opportunities it can provide to trainees 
from various disciplines to explore and clarify role 
similarities and differences. For example, training 
blocks in therapeutic concepts, social systems, and so- 
cial psychiatry could present, in contrast to other por- 
tions of the core curriculum, important opportunities 
for positive interdisciplinary contact within the train- 
ing setting. Within these blocks the psychiatrist-to-be 
could receive exposure to other disciplines, and dis- 
cussion could ensue in an atmosphere of mutual learn- 
ing and respect about the appropriate relationships 
among these disciplines. Important evaluation could 
be carried out to determine the actual potential of 
these interdisciplinary training experiences for reduc- 
ing conflict among the disciplines. 


Subspecialization 


Robinson (30) pointed ou:, "The coming challenge 
for psychiatric educators and leaders is to find the 
means [by which] all graduates . . . are well prepared 
for their future roles, while permitting each resident 
and each residency training program the opportunity 
to innovate, deviate, and excel.” 

This objective could be reached more easily if, after 
the completion of a core training period, there were a 
requirement that each person who wishes to practice 
psychiatry must also develop specialized skills in one 
or more specific areas of psychiatric practice. Further 
development of many generalist skills acquired during 
the core curriculum period could take place in the con- 
text of the selected specialized area of practice. Partic- 
ipation for one or two years in at least one training 
program in a specialized area of psychiatry could be 
tied to requirements for residency completion and 
Board certification. The combination of a generic ex- 
perience (core training), similar for all psychiatrists, 
with one or more areas of specialization would offer 
several advantages that would be extremely useful in 
the revitalization of psychiatric education. 

Specifically, different training centers throughout 
the country already are noted for their strengths in cer- 
tain areas of psychiatry as a result of the particular 
interests of the chairperson and faculty members or 
emphases acquired as a result of local gircumstances 
and initiatives. Psychiatric educatigft- js" hot taking 
maximum advantage of the possi ilities offered be, 
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. cause insufficient emphasis is given to these consid- 


erations in the development of training programs. 
Much of the concern expressed about the relevance 


“of psychiatric education to national and local service 


needs as well as research priorities could be dealt with 
more effectively if psychiatric training programs dem- 
onstrated their attention to these needs through the de- 
velopment of specialized training programs that were 
directed toward the areas of concern. Fiscal support 
for core training from federal and other sources might 
then be more readily available and supportable if it 
were related to the willingness and commitment of ac- 
ademic centers to develop specialized training pro- 
grams that were in high priority areas and were avail- 
able to those who have completed the required core 
training. 

Areas within our broad sphere of interest and exper- 
tise that immediately suggest themselves for develop- 
ment into specialized training programs to be available 
after the completion of the core training experience in- 
clude, but are not necessarily limited to, the following: 
child and adolescent psychiatry, geriatric psychiatry 
(34), research psychiatry (35), forensic psychiatry, 
community psychiatry (including administrative psy- 
chiatry) (36-38), public health psychiatry, institutional 
psychiatry, primary care/psychiatric specialization 
(39, 40), liaison psychiatry (including consultation psy- 
chiatry) (41), and rural psychiatry (42). 

This list of specialization areas is not intended to 
preclude further training in psychotherapy (whether 
practiced in a public or private setting). For the psy- 
chiatrist who completes core training and who feels 
that the practice of psychotherapy is his or her major 
area of interest, a year or two of additional training 
emphasizing primarily the enhancement of psycho- 
therapeutic skills could also be offered. 

Furthermore, training in many of the specialized 
areas listed above will include attention to the devel- 
opment of psychotherapeutic skills and exposure to 
different psychotherapeutic modalities and tech- 
niques. Opportunities for continuing treatment of se- 
lected patients over a longer period of time could also 
be available. 

If specialized training programs were developed in 
one or more of these areas by each psychiatric training 
center, in conjunction with a core training experience 
available at all centers, a wide range of experiences 
would be available to all who choose to enter psychia- 
try. Furthermore, those who are considering psychia- 
try as a specialty would be more fully apprised of the 
diversity that the field offers and could see that a ca- 
reer choice of psychiatry does not necessarily mean a 
limited selection of career opportunities (43). 

Many training centers currently emphasize the de- 
velopment of specialized skills, but this often takes 
place at the expense of core training, while at the same 
time not providing the recognition that a formal spe- 
cialized training program would provide. Nationally, 
this approach would provide non-mental health deci- 
sion makers with a greater understanding of the poten- 
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tial diversity of roles for psychiatrists. Plannirg for 
meeting future psychiatric personnel needs coulc be, 
miore coherently approached if it were known what* 
areas of specialization were required, what special:zed 
training programs were available, and what the con- 
tent of the core training is that serves as the foundation 
for the specialized training experience. 

Movement toward this approach to psychiatric ədu- 
cation will also encourage much needed further szudy 
of curriculum models and organizational aspects cf in- 
terinstitutional collaboration. Both of these sri b: ects 
require increased attention from those concerned with 
the future of psychiatric education. 
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- BY PAULA J. CLAYTON, M.D. 


The author reviews prospective studies of 
bereavement, which show that widows and widowers 
suffer from significant depressive symptoms in the first 
vear. Young widows and widowers may have more 
physical distress and take more drugs. There are few 
changes among older men and women in physical 
health, visits to physicians, and hospitalizations. 
Psychiatric consultation and hospitalization are rare 
and tend to occur early in a bereavement rather than 
later. There is probably an increase in mortality only 
among older widowers in the first year. The death of 
one's spouse is a psychologically stressful event; 
however, during the first year men and women cope 
with the loss with minimal morbidity and mortality. 


CAREFUL AND controlled prospective studies of the 
short- and long-term frequency of physical and psychi- 
atric morbidity and of mortality following bereave- 
ment are few in number. In contrast, there are numer- 
ous retrospective studies and even more anecdotal 
studies relating bereavement to various physical and 
psychiatric diseases and to an increased mortality. 
This article will deal for the most part with prospective 
studies of bereavement, some of which were not con- 
trolled. 


PHYSICAL AND PSYCHOLOGICAL SYMPTOMS 
DURING BEREAVEMENT 


Parkes has done a great deal of work in the area of 
bereavement, beginning in a logical way with record 
and retrospective studies. He conducted two prospec- 
tive studies, one with and one without a control group. 
In one (1), he studied 22 London widows (average age, 
49 years) at multiple points in the first 13 months of 
their bereavement. The women were referred by gen- 
eral practitioners in London and represented only 
those who had visited their physician in the first month 
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of bereavement, thus eliminating the most well from 
the study. The women had a mean of 4.7 consu:tetions 
during the first 6 months of bereavement (compared 
with a rate of 3.6 consultations from a previous chart 
review). At 13 months 6 widows (2796) reported that 
their health was definitely worse. However, Parkes 
felt that this assessment of health was more closely 
correlated with measures of irritation and anger than 
with the more objective assessments of ill health Two 
widows had atypical grief reactions. None of the wom- 
en had psychiatric care during the first 13 mcn:hs of 
bereavement. 

In 1972 Parkes and Brown (2) reported their zindings 
in a Boston study of 68 widows and widowers under 
age 45 and a well-matched, married control group; 
subjects were studied for up to 4 years. In the f rst year 
there was an increase in depressive symptoms, use of 
tranquilizers and alcohol, and a trend towa:d in- 
creased hospitalizations among bereaved spouses, but 
no intergroup differences in general health or visits to 
physicians. Twenty-two bereaved subjects corsulted a 
minister, social worker, psychologist, or psychiatrist 
within the first year for emotional problems, compared 
witk 5 control subjects (p«.001). These researchers 
found no excess of psychosomatic illness ir their 
sample; this finding was also reported in a careful ret- 
rospective questionnaire study (3). 

Clayton (4) conducted a prospective study of 109 
widaws and widowers (average age, 61 years), ran- 
domly selected from a review of the death cert:ficates 
of their spouses, and age- and sex-matched married 
control subjects from the same voting district. Fsycho- 
logical and somatic depressive symptoms clearly 
dominated the picture in the first month of bereave- 
ment, and some of the symptoms, includinz insom- 


* 


nia, continued through the first year. Tai-ty-five - 


perzent of the bereaved subjects met the Feighaer cri- 
teria (cited in reference 5) for the diagnosis of a depres- 
sive episode at 1 month, 25% at 4 months, 17% at | 
year, and 4596 at some point during the year. Thirteen 
percent (1 in 8) were depressed for the entire year (5). 
Despite these findings, the bereaved group had no 
more physician visits, hospitalizations, physical symp- 
toms, feelings of general poor health, or use of tran- 
quilizers than did the married control subjects. There 
was a small but significant increase in the use of hyp- 
notics by the bereaved subjects (p<.05), although two- 
thirds of those who used hypnotics had used them be- 
fore the death of their spouses. ' 
Young widowed subjects had significartly more 
medical hospitalizations during the first yea- than did 
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the control subjects, and they also had a few more 
¿physical symptoms, such as shortness of breath, 
blurred vision, abdominal pain, and other pains (6). 
here we-e no differences between the older widowed 
subjects end the controls. 

Crisp and Priest (7, 8) administered a brief self-rat- 
ing Invencory, covering a wide range of neurotic ill- 
ness2s, to bereaved spouses (aged 40-65) who were 
registered with a group practice in southwest London. 
Although the size of this group was small and the con- 
trol group was quite large, Crisp and Priest found mini- 
mal intergroup differences. They studied people be- 
tween the ages of 40 and 65; the average age of the 
bereaved widows and widowers was 58 and of the con- 
trols. about 52. These groups were thus older, and 
they beheved similarly to the bereaved subjects in 
Clayton's study (4). These researchers commented 
that the bereaved subjects generally withstood the 
stress in a "robust way." 

Heymar: and Gianturco (9), as part of the continuing 
Duke Center Longitudinal Study for Aging, reported 
on reactions to the loss of a spouse among elderly men 
and women (average age, 74). They found little dif 
ference in subjects’ scores before and after bereave- 
ment in the areas of health, interests, leisure activity, 
financial security, religion, anxiety, and hypochon- 
driasis. There was a small increase in depression in the 
women after bereavement, but it was felt that the de- 
pression was mild and that all of the women main- 
tained act.ve contact with their friends. These re- 
searchers made no mention of inpatient or outpatient 
psychiatric care in the group. 

Wiener and associates (10) prospectively studied 
older widowed subjects associated with a medical care 
group in New York City. The study was originally de- 
signed as an intervention study, and data were collect- 
ed on recently bereaved subjects without social work 
intervention, bereaved subjects with social work inter- 
venticn, amd married control subjects. These research- 


* ers found that widowed subjects with poor prior medi- 


cal histories visited their physicians significantly more 
frequently than the control subjects and that physician 
visits were higher among bereaved Jewish women than 
among non»ereaved Jewish women. Otherwise, there 


'" were minimal differences in health and health care be- 


tween the untreated bereaved and the control subjects. 
This finding of an association between visits to the 
physician after bereavement and poor prior medical 
health was alluded to by Crisp and Priest, who stated, 
"Perhaps taere is some segment of this population 
with a high psychoneurotic morbidity that is affected 
by bereavement in the direction of increased com- 
plaints to coctors." However, they were unable to 
document taat hypothesis (7). 

Many studies, then, show that the bereaved suffer 
from and rezort depressive symptoms in the first year. 
In add:tion, some studies suggest that young bereaved 
persons have more physical distress and take more 
tranquilizers and/or hypnotics than young married 
contro. subj2cts. This is in keeping with Parkes' earlier 
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record studies (11). For the most part, there are few ' 
changes among plder men and women in physical 

health, visits to physicians, and number of hospital-, 
izations. 


PSYCHIATRIC CARE DURING BEREAVEMENT 


The next question concerns psychiatric morbidity as 
measured by psychiatric consultation in the first year 
of bereavement. Hudgens and associates (12) studied 
40 hospitalized patients with affective disorders and a 
matched control group of 40 nonpsychiatric, inpatients 
for precipitating events and found no deaths of spouses 
in either group. When they expanded the sample to 100 
psychiatric patients and 100 matched control patients 
there were still no deaths of spouses (13). 

Paykel and associates (14) studied life events and 
depression in 220 inpatients and outpatients with a di- 
agnosis of depression and in a group of well-matched, 
nonhospitalized control subjects. Sixteen of the de- 
pressed subjects and 4 of the controls reported the 
death of an "immediate family member” in the 6 
months before the onset of tke illness or the interview 
(p<.05). However, only | of the depressed subjects 
had lost a spouse (E.S, Paykel, personal communica- 
tion, Oct. 10, 1970). Five patients experienced the 
death of a child; this is a surprisingly high rate. This 
finding fits in with some of our other research, which 
indicates that the death of a child is the most signifi- 
cant and traumatic death of a family member. 

Frost and Clayton (15) studied approximately 344 
psychiatric inpatients, most of whom were matched 
with hospitalized nonpsychiatric patients. Three of the 
psychiatric inpatients (less than 1%) and nene of the 
control subjects had experienced the death ot a spouse 
within the 6 months before the current admission. 
There were no additional deaths of spouses in either 
group in the 7-12 months prior to admission. Because 
less than 1% of the psychiatric inpatients had recently 
lost a spouse, even a better-matched control group 
probably would not have resulted in a signiñcant dif- 
ference. Although Parkes' data on hospitalized psychi- 
atric patients (16) were collected in a different way, 
they also showed that less than 126 (31 of 3,245) of the 
subjects reported symptoms beginning after the death 
of a spouse. These studies suggest that recert widow- 
hood is not significantly associated with psychiatric in- 
patient care. 

My colleagues and I found that alcoholism and re- 
cent bereavement seemed to be a serious combination. 
Even in our control group there was one young alco- 
holic who had lost a parent, gone out drinking, and had 
an accident that resulted in a broken bone and hospi- 
talization. Parkes (2) also noted increased use o7 alco- 
hol during bereavement. 

Stein and Susser (17) studied widowhood and men- 
tal illness among outpatients and nonpatien: control 
subjects in Salford, England. In one part of this multi- 
dimensional study they examined subjects’ transition 
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`- «into widowhgod and found that significantly more men 


and women entered into psychiatric care 1-12 months 
after the death of a spouse than in subsequent years. 
These are the only data with control subjects (not age- 
matched) that show a relationship between widow- 
hood and entry into psychiatric care. It 1s possible that 
loss of care causes entry into psychiatric care and not 
that the death of one’s spouse precipitates the onset of 
illness. This would be particularly true of patients with 
diagnoses such as addiction and senile dementia, My 
colleagues and I saw an alcoholic taxi driver who was 
admitted after the death of his spouse. He had some 
memory difficulty that persisted despite his detoxifica- 
tion. It became clear on questioning that his wife had 
been a great support to him. She rode in the taxi with 
jim, directed him, and helped him find his way. With 
her death he lost not only his emotional and sexual 
partner but also his means of income since he could no 
longer operate his taxi without her assistance. 

In Clayton's prospective study of widowhood (4), 3 
(226) of the bereaved and none of the control subjects 
were psychiatrically hospitalized. À psychiatrist initi- 
ated psychiatric hospitalization for | subject (a stu- 
porous alcoholic); the other 2 had had psychiatric care 
before the deaths of their spouses. The conclusion 
must be made that psychiatric consultation is rare fol- 
lowing the death of a spouse. Psychiatric hospital- 
ization is even more rare and probably occurs so infre- 
quently that bereavement need not be considered a 
cause of mental illness. 


MORTALITY AND BEREAVEMENT 


There are conflicting data on mortality and bereave- 
ment. In 1940 Ciocco (18) used death certificates to 
study the mortality of 2,578 married couples. Although 
Ciocco gave no data about mortality during the first 
year of widowhood, he stated that with one exception, 
the shortest interval between the death of husband and 
wife was 4 months. There are methodological diffi- 
culties in doing a study based on records (such as relo- 
cation, remarriage); still, the lack of emphasis on an 
association between recent widowhood and death is 
impressive in such a large and careful study. 

In 1963 Young and associates (19) studied a group of 
recently widowed men over the age of 55 and com- 
pared their death rates with those of married men of 
similar ages. The widowed men had a significantly 
higher death rate than the controls during the first 6 
months of bereavement, but no differences were found 
after that. i 

In 1964 Cox and Ford (20) studied the records of 
60,000 widows receiving pensions for the first time in 
1927 and identifed 4,004 who died over the next 5 
years. The actual number of deaths was used to gener- 
ate the number expected by chance. They found no 
excess mortality in the first year (see table 1). 

Rees and Lutkins (22) studied the relationship be- 
tween bereavement and mortality in a small, well-de- 
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finedearea in Wales. Bereaved subjects were matzhed 


with control subjects from the same medical practice. , 
In the first year of bereavement. 12% (19 of 136) cf the ° 
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widowed subjects died, compared with only 1% (2 of 


166) of the control subjects, who had been widowed 
for years. This difference was significantly higher for 
men and was most striking in the first 6 months cf be- 
reavement. 

In Clayton’s study (4) there was a mortality cf 4% 
among the bereaved subjects and 5% among the mar- 
ried controls. There were no significant differences in 
the ages of either group of deceased subjects. At fol- 
low-up 4 years after the bereavement, 16% of the 109 
bereaved subjects and 12% of the controls had died; 
again, there was no significant differences in age. 
These bereaved subjects were younger than thcse of 
Rees and Lutkins (61 versus 68 years). The 12% death 
rate reported in the latter study ts higher than the 4% in 
Clayton’s study; however, the 1% death rate for Rees 
and Lutkins’ controls is markedly lower than the 5% 
death rate among Clayton’s controls. It appears that 
Rees and Lutkins’ control subjects were widows of 
long standing. From the Duke Center study on aging 
(9) there 1s evidence that men who survive their 
spouses are in better health than their married counter- 
parts. Perhaps this could account for the low mortality 
of the control subjects and the statistically sign ficant 
difference in mortality between the bereaved and con- 
trols. If the mortality rate among Rees and Lrtkins' 
control subjects was similar to that among Cla ;ton's 
control group, the differences reported in the first 
study would not be significant. 

In his prospective study of a medical care group in 
New York City Gerber reported no deaths in the first 
year of bereavement in either the probands or control 
subjects (I. Gerber, personal communication, May 8, 
19753. During the second and third years the bereaved 
had a slightly higher mortality rate than the coatrols, 
but there were no significant intergroup differences 
even through the fourth year. 

My colleagues and I have just completed a prospec- 
tive study of 62 young widows and widowers ‘under 
age 45) and age- and sex-matched, married controls 
(23). In this group, too, there were no deaths during 
the first year. 

In 1976 Ward (24) reported on the mortality among 
87 widowers and 279 widows studied for 2 years after 
the deaths of their spouses. The life tables for England 
for the 2-year period indicated that in a group of the 
same size, sex, and age, the same number of women 
and slightly fewer men would have died; the slizht ex- 
cess of deaths among the men was not significant. 
There was a very low mortality among the wicows in 
the first 6 months (4%) and a reasonably high mortality 
among the widowers (8%). The early mortality among 
the men exceeded that expected from the life tables. 
Within 2 years, 4% of the women and 10% of tae men 
had died. These mortality figures for men are higher 
than those of Clayton (4), but lower than those »f Rees 
and Lutkins (22). The mortality figures for women are 
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nd 7 
s Study Number Age 
Record studiss 
Young and associates (19), 1963 4,486 >55 
Cox and Fard (20), 1964 60,000 <70 
MacMahor and Pugh (21), 19658 246 All ages 
Prospective studies 
Rees and Lutkins (22), 1967 156 68 
Clayton (4), 1974 109 .61 
Gerber (unpublished) 169 . 67 
Clayton and Darvish (23), 1979 62 36 
Ward (24), 1976* 366 64 
Shepherd aad Barraclough (25), 1974 44! 52 


Bereaved Subjects 


——— Mcrtality of 
Mortality Control Subjects 

| Sex N % N % 
Male 2144 5 148^ 
Female 843 ] R51 
Male and female — — 
Male and female 192 12 2 I 
Male and female 4 4 5 5 
Male and female 0 58 | 0 
Male and female 0 44 0 
Male and female 20 5.5 17» 
Male and female 3 7 4.1^ 


?There were significant differences in the death rates of the bereaved subjects and the control subjects. 


“Expected rate. 
"The woren se-ved as their own controls. 


‘This study examined the relationship between recent widowhood and suicide; 18% of the widowed subjects committed suicide during the first yezr of bereave- 
ment, ani 9% 5f the control subjects died during the same period (both rates are high). 


"Two-year follow-up. i 
‘Spouses of suicides. 


simila” to most of those reported in other studies, ex- 
cept for these of Rees and Lutkins. 

In summary, there most certainly 1s no increase in 
mortality among women during the first year of be- 
reavement. There may be an increased mortality for 
men, espec:ally older men, in the first 6 months of be- 
reavement. A large prospective study of men at risk is 
needed to confirm or disprove earlier findings. 


BEREAVEMENT AND SUICIDE 


There are two special groups of people who need 
further study—spouses of people who have killed 


* themselves and widowed people who commit suicide. 


In 1974 Saepherd and Barraclough (25) reported on 
mortality among 17 widowers and 27 widows (average 
age, 52) who were contacted an average of 58 months 
after the suicide of their spouses (see table 1). The 


'" causes of death among the sample were similar to 


those among widows and widowers in the general pop- 
ulation. Nome of the spouses had committed suicide. 
The life tab.es for England indicated that in a group 
with the same age and sex composition, during the first 
year of bercavement the expected number of deaths 
was 4.1: the observed number was 3, so there was no 
evidence of an excess of deaths in the period immedi- 
ately after he suicides. Over the 58-month period 
there were 10 deaths among the 44 subjects. The ex- 
pected mortality of age-matched widowed subjects 
was 6.3; this finding indicates a trend (p«.10) that 
spouses of pzople who have committed suicide have a 
greater risk of death than do spouses of people who 
have died from other causes. It was also found that 
spouses of suicides had a higher mortality rate than 


age- and sex-matched married control subjects 
(p<.02). However, it should be noted that 5 of the 10 
spouses who died were mortally ill before tke suicide 
and the consequences of their illnesses seemed to have 
increased the risk of suicide by their spouses. These 
findings shed light on the complicated interzctions in 
studying mortality and are consistent with Ward’s 
findings about poor health and mortality (24) and Wie- 
ner and associates’ data on poor health and mcreased 
physician visits (10). 

In 1965 MacMahon and Pugh (21), relying on the 
fact that rates of suicide are higher among the wid- 
owed than the married, undertook a study to deter- 
mine whether recent bereavement contributes to this 
increased suicide rate (see table 1). They reviewed the 
death certificates of the 320 widowed persons who had 
died by suicide over a 5-year period in Masszchusetts 
and used a comparison group of 320 widowed subjects 
who had died from other causes. Then they examined 
the death certificates of all subjects’ spouses to ascer- 
tain the length of widowhood; they found the spouses’ 
death certificates in 80% of the cases. 

MacMahon and Pugh found that, compared with 
deaths from other causes, deaths from suicide clus- 
tered in the first 4 years of widowhood and particularly 
in the first year. It appeared that most of this dif- 
ference could be accounted for by men, 60 years old 
and older, in the first year. It is unfortunate that we do 
not know more about their physical health. Only 28 of 
those who committed suicide were known to have had 
psychiatric inpatient care (compared with 27 of the 
control subjects). The relative risk of suicide was esti- 
mated to be 2.5 times higher in the first year cf be- 
reavement and 1.5 times higher in the second, third, 
and fourth years. These researchers excluded from 
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- their origina] study design all homicide-suicide combi- 
nations. They found 8 instances in which both partners 
_had committed suicide and 2 individual suicides in the 
control group. There were no suicides on the anniver- 
sary of spouses’ deaths. To my knowledge, this study 
has never been replicated. 


CONCLUSIONS * 


The results of prospective studies of bereavement 
indicate the following: 

l. There are trends and inconsistent differences 
among bereaved spouses and married control subjects 
suggesting that young widows and widowers may re- 
ceive significantly (usually at the .05 level) more psy- 
choactive drugs during the first year of bereavement 
and may have more hospitalizations. Older widows 
and widowers, except for those already ill, differ little 
from control subjects. 

2. There are probably no differences between wid- 
owed people and controls in the amount of psychiatric 
care and hospitalization in the first year of bereave- 
ment. Less than 1% of psychiatric hospitalizations in- 
volve recently widowed individuals. 

3. There may be an increased mortality among older 
widowers, but not widows, and probably no increased 
mortality among younger widows and widowers. 

There is no doubt that the death of one's spouse is a 
psychologically stressful event accompanied by a 
great number of psychological symptoms. However, 
within the first year men and women handle these 
symptoms with minimal morbidity and mortality. Any 
effects observed after the first year should be viewed 
with caution, since after the first year the influence of 
cause on effect becomes blurred. 
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E: amilies of Manic-Depressive Patients: Effect of Treatment: 


"o - A. MAYO, D.S. W., RALPH A. o CONNELL, M.D., AND JOHN D. O'BRIEN, M.D. 


The authcrs studied the families of 12 patients with 
bipolar manic-depressive illness. They measured 
family stability using a life events scale for a 2-year 
period before lithium treatment and for 2 years during 
lithium treatment. The patients responded well to 
trearment: they were able to resume normal roles 
within the family. The life events scores decreased 
subsianticlly during treatment in comparison with 
before treatment. The most severe impact of the 
illness was found in the children: 4595 (N —10) were 
moderately ill or symptomatic. The authors discuss 
the effect of manic-depressive illness on the family 
system as a whole and emphasize the need to combine 
psychosocial treatment with lithium treatment. 


SINCZ THE ESTABLISHMENT of our Lithium Clinic in 
1968, we have reported on therapeutic, metabolic, and 
psychosocial aspects of lithium treatment (1-4). Our 
most recent investigation of the children of manic-de- 
pressive patients (5) spurred our interest in examining 
the impact of lithium treatment on the family systems 
of mznic-depressive patients. Winokur and associates 
(6) and Fieve and associates (7) have amply docu- 
mented the familial recurrence of manic-depressive ill- 
ness. The life cycle of the manic-depressive patient 
contains a sequential pattern of events destined to re- 
peat -hemselves in successive family members. The 
mosaic of -his illness, although uniquely individual in 
Its episodic expression and programmed into the ge- 
netic template of selected family members, requires 
for fu.fillment a sequence of imprints that are physical, 
social, and psychological. In recent years psychiatry 
has become increasingly aware of the importance of 
developmeatal phase-specific imprinting if positive 
growth of an individual is to be facilitated. Concern 
has recently focused on prevention of life cycle de- 
fects, in contrast to an earlier emphasis on restorative 
approaches. 

Of »rime importance in our work with manic-de- 
pressive pazients has been a theoretical and clinical ap- 


Presented at the 131st annual meeting of the American Psychiairic 
Associztion, Atlanta, Ga., May 8-12, 1978. Received Aug. 29, 1978; 
revised June 15, 1979; accepted Aug. 6, 1979. 


Dr: Mayo is Chief, Clinical Studies and Evaluation, Dr. O'Connell is 
Associéte Director, and Dr. O'Brien is Chief, Child and Adolescent 
Service, Depa-tment of Psychiatry, St. Vincent's Hospital and Med- 
ical Center, 124 West 12th St., New York, N.Y. 10011. 


0002-953X/79/13/1535/05/$00.50 € 1979 American Psychiatric Association 


proach that considers the family as a structural nexus 
of multipersonal relationships. Families of schizo- 
phrenic patients have been described as an "undif- 
ferentiated family ego mass” in which boundaries be- 
tween family members are excessively permeable but 
the boundaries between the family as an entity and the 
outside world are rigidly impermeable (8). In contrast, 
we have observed that in families of manic-depressive 
patients ego boundaries between individual family 
members are either excessively or inconsistently rigid 
but the family as a whole presents a lack of cokestve- 
ness in relationship to the social environment. The 
classic works of Mabel Cohen and associates (9) and 
Frieda Fromm-Reichmann (10) relating to family con- 
stellations strongly support the thesis that psychiatric 
illness has a psychodynamic effect on the family. 

Hospitalization for a manic-depressive episode dur- 
ing early years of parenting is a stressful event nct only 
for the patient but for the child, spouse, anc extended 
family as well. In the early phase of our work with 
lithium, we were impressed by a number of para- 
psychiatric events that inevitably accompan:ed the ad- 
mission of each patient for manic-depressive illness. 
Repeated episodes of illness tended to bring into sharp 
relief pathological systems of family interaction that 
were increasingly binding and reinforcing in nature. It 
appeared that even after lithium was given in a sub- 
stantial number of cases attention had to be directed to 
psychosocial problems of the family. 

In this paper we report on the families of manic-de- 
pressive parents with children under the age of 18 
years. The parents have been treated in our lithium 
clinic for at least 3 years. Empirical evidence suggests 
that a psychosocial approach combined with prophy- 
lactic lithium serves as an effective therapeutic inter- 
vention in pathologic family systems. Therefcre, we 
were particularly interested in examining the areas of 
marital relations, job performance, hospitalizations, 
caretaking patterns with children, life change events, 
and family communication networks following clinical 
stabilization of the patient given lithium and in com- 
paring the families’ functioning in these areas with 
their functioning during an equivalent period before 
treatment. 


METHOD 


Our subjects were 12 families of bipolar manic-de- 
pressive patients in treatment in the lithium clinic who 
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* .had biological children aged 5 through 17 years. The 


patients met Spitzer and associates' research diagnos- 
tic criteria for bipolar type I illness (11). Patients regu- 
larly attended a specially designed lithium clinic for 
preventive treatment at St. Vincent's Hospital and 
Medical Center of New York. They participated in this 
study voluntarily after informed consent was obtained. 
A report on these patients, which discusses in detail 
the diagnostic criteria used, the clinical procedures, 
treatment, and outcome, has been published else- 
where (1). 

We maintained extensive contact with spouses and 
other relatives throughout the study. We sought de- 
tailed information about specific events, such as medi- 
cal illnesses, job changes, changes in residence, preg- 
nancy, birth of a child, institutionalization of a family 
member, legal involvement, habit changes, and finan- 
cial ups and downs. A parent of each child completed 
the GAP symptoms list used to measure psycho- 
pathology in childhood (12). 

Each child was interviewed in a semistructured for- 


mat by a child psychiatrist (J.D.O'B.). Sample video- 


tape portions of interviews were saved for future refer- 
ence. The Children's Psychiatric Rating Scale (13) was 
completed at each interview. This scale was con- 
structed by members of the Pediatric Psycho- 
pharmacology Workshop at the Psychopharmacology 
Research Branch of NIMH. The scale was scored in 
full and according to clusters empirically derived for 
statistical analysis (according to a personal communi- 
cation from W. Guy of the George Washington Uni- 
versity Biometric Laboratory). There are six clusters: 
psychotic, hostile-uncooperative, hyperactive, anx- 
iety, thought disturbance, and neurotic. The total pos- 
sible score range is 63-441; the cluster score range is 
1-7. Children 10 years old and younger were asked to 
do standard figure drawings. After each interview the 
children were rated on a 7-point Clinical Global Im- 
pression Scale (12). Ratings were made independently 
by the two child psychiatrists (R.A.O'C. and 
J.D.O'B.; a mean was derived if there was dis- 
agreement. À cutoff score of 4 and above was used on 
the Clinical Global Impression Scale to signify signifi 
cant psychopathology. 

Although the concept of life stress as a precipitant of 
psychiatric illness is not new, attempts at objective as- 
sessment have been made only in recent years. On the 


. basis of findings that the degree of adaptation to com- 


mon life events was remarkably uniform for people 
generally, Holmes and Rahe (14) developed the now 
widely used Social Readjustment Rating Scale. This 
scale is based on total life event scores within a de- 
fined period of time as they are associated with the 
emergence of psvchological symptoms. The higher the 
score, the greater the probability of psychological im- 
pairment. This scale was applied to each patient for a 
period of 2 years before lithium treatment and for 2 
years during lithium treatment. We felt that this would 
provide some reflection of the stresses in the family 
system. 
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RESULTS : 


*Fifty-two patients were in active treatment in the 


the study criteria; these 12 patients had 25 children. , 


lithium clinic at the time of the study. Of cin met «s 


Spouses 


The spouses of the 12 patients were of the same reli- 
gion as their husband or wife, and all but 2 had married 
within the same ethnic group. The couples were com- 
parable in social class, and, with the exception of | 
couple, all were within 3 vears' age difference. None 
of the spouses had required psychiatric hospital- 
ization. One had been treated for depression and 1 for 
alcoholism. Two of the spouses, both men, were re- 
ported to have a problem with gambling. 

It is of interest and probably no accident that with- 
out exception all of the subjects who were employed 
were involved in high-contact, people-oriented jobs. 
Five were teachers, social workers, or lawyers. Sever- 
al were engaged in executive-level sales, marketing, or 
advertising. One was a detective on a bomb squad, one 
a self-employed house painter, and another a supervi- 
sor in the city government. The wives who were not 
employed outside the home were actively involved in 
community affairs, serving on school boards or partici- 
pating in local politics. As a group, our subjects were 
highly vocal and visible in their social and occupation- 
al orbits. 

The most interesting finding concerning the patients' 
spouses was that of personality type. Although formal 
personality inventories were not carried out as part of 
the study design, we observed clinically that the 
spouses, without exception, tended to fall into two dis- 
tinct personality types. One can best be described as 
passive-aggressive. These partners were characterized 
by surface conformity, acquiescence, persistent non- 
involvement, and emotional aloofness. They tended to 
be nondirective, inconsistent, and subtle in reactivity. 
They were low-keyed but stubborn and rarely initiated 
action. This group was in stark contrast to the other 
group of spouses, who were rigid and controlling. 
These partners were aggressive, verbal, and com- 
petitive. They were conscientious and consistent but 
dogmatic. They appeared to have a particular need to 
control the patient as well as other membe-:s of the 
family and felt it was important for the patient to admit 
to his or her illness. 


Children 


We interviewed 22 (8896) of the 25 children in 12 
families. Their mean age was 11 years, € months 
(range=6 years, 6 months to 17 years, 11 months). 
Boys outnumbered girls. All of the children were in the 
appropriate grade level for their age. All lived in an 
urban environment with predominantly middle-class 
values. Ten attended parochial schools, one a private 
school, and the rest public schools. Three of the chil- 
dren, all boys, had been in psychiatric hospitals before 
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the study.,Five more had received outpatient psychiat- 
ric treatment. 
Parents reported a total of 139 significant psycHo- 


=æ patholdsical symptoms on the GAP Symptoms List 


Li 


{(mean{ 6.3 symptoms per child). Symptoms were re- 
ported for 10 children (8 boys and 2 girls). Boys scored 
higaer than girls. The number of symptoms reported 
was higkest in the following categories: manifest anx- 
lety (N=14), sleeping, depressive symptoms, and iso- 
lating behavior (N10). and manifestly fearful behav- 
ior and maturational pattern (N —8). 

The mean score on the Children's Psychiatric Rating 
Scale was 111 (range, 67-163; possible range, 63-441). 
The highest ranked svmptoms were tension, pre- 
occupation with anxiety, and separation anxiety. In 
the cluster analysis of this scale the anxiety cluster 
was highest, followed by hyperactivity and hostile-un- 
cooperative. No symptoms in the psychotic cluster 
were rated positive. 

Clinica Global Impression scores ranged from 1 to 6 
(possible, 1-7), with a mean of 2.9, or "mildly ill.” 
Using a cutoff score of 4 and above, 10 children (45%) 
were considered to be at least moderately ill or symp- 
tomatic. 

Psychodynamic observations. A preoccupation with 
health arrong the children emerged as a prominent 
theme from the interviews. When given three wishes, 
nonsymptomatic children consistently wished for the 
family "tc be healthy"; symptomatic children tended 
generally -o deny any difficulties. We considered the 
use of such denial in these children not only unhealthy 
but possibly conducive to the later development of 
manic-depressive illness. 

Separation anxiety was a characteristic of the entire 
group of cnildren. Clinging behavior, fear of the dark, 
and unwillingness to sleep alone were items frequently 
reported by parents. At the beginning of the interview 
several children had difficulty separating from their 
parents. : 

* Relationships to peers and to people outside of their 

family differentiated symptomatic from nonsympto- 
matic chilcren. All of the nonsymptomatic children 
had at least one close friend and seemed to be less in- 
volved with the family. Some showed an active at- 
tempt to remove themselves from the family or to find 
a substitute family. Symptomatic children, however, 
showed intense family involvement, particularly with 
the ill pareat. Symptomatic children also manifested 
qualities of aelplessness, hopelessness, and pessimism 
about the future. They either denied the existence of 
problems or showed overt depression. Even when giv- 
en encouragement, most of them could think of noth- 
ing to change about themselves or their families. Non- 
symptomatic children not only expressed wishes for 
change but 7elt hopeful that change could occur. 

Symptomatic children were limited in their defenses 
to denial, withdrawal, or acting out. These defenses 
failed for 3 children who became overtly depressed 
and made suicidal attempts. The nonsymptomatic 
group tended to have a broader spectrum of defenses 
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and resources, including an ability to reach outside of. ' 


the family for support and a capacity to verbalize fear 


of illness, thus achieving a partial sense of mastery in | 


their lives. 

Psychiatric diagnoses of children. Using DSM-II 
nomenclature, we made psychiatric diagnoses of the 
10 symptomatic children. Most of the children would 
be classified under the category of behavior disorders 
of childhood and adolescence, with such diagnoses as 
unsocialized aggressive reaction, withdrawing reac- 
tion, or overanxious reaction of childhood. Two of the 
children would be classified as having childnood de- 
pression, but none could be diagnosed as manic-de- 
pressive. One child had a psychosis with paranoid fea- 
tures. Using standard terminology, this chi'd would be 
diagnosed as having paranoid schizophren:a. Another 
child had the clinical picture of a learning disability 
with associated symptoms of depression and with- 
drawal. 


Life Events 


A comparison of cumulative life event scores of the 
patients 2 years before treatment with lithium and 2 
years during lithium treatment revealed a substantial 
decrease (305 to 120) in the total amount of stress 
events during treatment. Treatment scores tended to 
reflect a decrease in the cumulative amount cf stress 
rather than a qualitative decrease. The prophylactic ef- 
fect of lithium and our program of psychosocial treat- 
ment was clearly evident in the comparison of hospi- 
talization rates. The patients had an average of 5.5 
hospitalizations before treatment, but only 2 patients 
required hospitalization during treatment with lithium. 
By the end of 2 years of lithium treatment, the patient 
and his or her spouse had fully assumed the responsi- 
bility for care of children and household, in contrast to 
the situation before lithium treatment, when grand- 
parents, siblings, or other relatives supported this 
function. Áreas most sensitive to psychosocial therapy 
included alleviating marital friction. planning coopera- 
tively, clarifying roles, and increasing communication 
and trust. Clinical rating of affective stability was ex- 
cellent in 6 of the patients and at least good in 9. The 
remaining 3 patients were considered rapid cyclers 
who had continuing problems in the areas of power 
and control. 


DISCUSSION 


Our findings highlight two areas requiring comment. 
One is that the recurring psychopathology of manic- 
depressive patients has significant effects on the psy- 
chosocial adaptation of their spouse and children. Not 
only is the genetic predisposition handed down over 
generations, but the environment may have long-term 
detrimental effects on the children's personality. The 
second area 1s that lithium treatment, combined with 
psychosocial intervention, can have a real impact on 
the family system. The efficacy of lithium treatment is 
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FAMILIES OF MANI@-DEPRESSIVE PATIENTS 


' ewell accepted. The necessity of providing this treat- 


ment in a setting equipped for psychosocial inter- 
vention is not as evident. 

Most families seek help because of intrafamilial con- 
flict or because of difficulty with a source outside of 
the family. The therapeutic task is to restore ego 
boundary balance between family members and 
people outside of the family. The dimensions of family 
assessment reviewed by Fisher (15) cover a wide range 
conceptually and operationally. All have in common, 
however, recognition of generic elements, including 
role expectation and complementarity, internal and 
external boundaries, patterns of communication, con- 
trols and sanctions, emotions and need satisfaction, 
and the use and distribution of power. 

The manic-depressive patient, particularly at the 
height of a manic episode, is the visible precipitant of 
both intrafamilial and extrafamilial conflict. Stability is 
largely dependent on one's capacity to attach and sep- 
arate appropriately from others. The conflict in fami- 
lies generated. by manic-depressive patients seems 
largely focused on a wavering capacity for inter- 
personal relatedness on the part of the patient and sig- 
nificant family members. The marriages of manic-de- 
pressive patients may reflect the assortative mating de- 
scribed by Dunner and associates (16). Many of the 
patients we studied were attracted to spouses whose 
adaptive processes and interpersonal styles were prob- 
lematic. Reference has already been made to the pre- 
ponderance of problems with alcoholism, gambling, 
obsessiveness, and rigidity among spouses. 

The manic-depressive patients seemed ambivalent 
over their role as parent and overwhelmed when faced 
with the conflicting demands of competing roles of par- 
ent and spouse. The manic-depressive mothers were 
of particular interest. Motherhood is a developmental 
crisis even among the normal population. Women who 
are manic-depressive are in double jeopardy. There is 
a plethora of data in the literature showing that feelings 
of helplessness and shame, fatigue, crying, and de- 
pression are common among postpartum women. 
Many of the women in our study had long-standing 
problems with their own mothers. Birth of a child 
tended to arouse fears of becoming like their mother, 
ambivalence about accepting help from that parent, 
and fear that they may have passed on their illness to 
their child. The extended families of the parents in our 
study played an important role in the extent to which 
they were able to either positively or negatively inter- 
vene. The manic-depressive parents tended to view 
such intervention with ambivalence, whether it came 
from his or her own parents or from the parents of the 
spouse. 

The relationship between the spouses proved criti- 
cal to childrearing patterns. The balance between mu- 
tuality/isolation in the husband-wife relationship was 
strained by the birth of successive children. Many of 
the spouses of patients tended to view manic or de- 
pressive episodes as willful abdications of responsibili- 
ty or as manifestations of weakness of character and 
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self-igdulgence that had to be met with a firm display 
of power and'control. The unspoken but "forcetully 
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communicated dictum to the child that mommy (or * 


daddy) is "sick"' through some fault of his or Ner Own ee 


thrust the child on the horns of dilemma: the Vsk’), 
parent was lovable but irresponsible, while the "well 
parent was responsible but also to be feared. Thus a 
pattern was set in which caretaking roles were vague, 
loyalties were tenuous, and affection and aporoval 
were dependent on degree of health and responsiaility. 

Treatment of these parents focused on major zon- 
trapunial themes, such as recurring cycles of lew and 
high esteem, irresponsibility and responsibility, imma- 
ture dependence and rigid independence, and thinly 
veiled manipulation and sympathetic concern. 

Of prime consideration was the fear of abandon- 
ment, which pervaded the entire family system. Anx- 
lety generated by the fear of loss or separation was 
endemic not only to the patient but to the spouse and 
child as well. Each appeared to have developec his or 
her own idiosyncratic style of defensive coping to 
ward off the threat of expulsion from the fam y sys- 
tem. 

Treatment of these families, although difficmlt, has 
been rewarding. There is no doubt that effective use of 
lithium can and does stabilize affective mood swings 
that require hospitalization. During periods of stability 
attention can be directed toward a remodeling cf pat- 
terns of coping behavior of not only the patent but 
other family members as well. Overt evidence that the 
illness can be controlled seems to relax rigidly zvarded 
boundaries, allowing a more healthy adaptatron to 
each other and to the outside world to take p ace. 
We could not interview the children of these femilies 
before treatment of the patient. We can ass.ime the 
behavioral adaptation of the children before treatment 
was in general worse than during treatment. but we 
really cannot say. What we can say is that pa-eats de- 
veloped a heightened awareness of their own »ehavior 


in relationship to that of their offspring. Further, they æ 


tended to be open and realistically concerned ir bring- 
ing to the attention of the clinic possible probl2r areas 
with regard to their children. We intend to foll2w these 
children over the next several years. 
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BY ELISSA P. BENEDEK, M.D., AND RICHARD S. BENEDEK, J.D. 





Although the phrase ''joint custody" is in popular use, 
the concept lacks standard definition; parents who 
express interest in this form of disposition have widely 
differing objectives and expectations. The authors 
discuss the need for determining the primary 
objectives of the parties involved and for exploring the 
potential for achieving these through joint custody as 
well as through other alternatives. They examine the 
benefits of joint custody as well as the risks 
engendered by this type of arrangement and make a 
number of specific recommendations. They conclude 
that joint custody should be considered and explored, 
together with other available alternatives, and 
awarded only in appropriate cases. 


DURING A DECADE of divorce-related controversy in 
which natural mothers have lost ground to psychologi- 
cal parents (1), homosexuals have asserted their suit- 
ability as custodians, the significance of visitation has 
been challenged (1) and defended (2, 3), and grand- 
parents have claimed unprecedented rights. Joint cus- 
tody may emerge as the single most controversial top- 
ic. Extreme proponents suggest that joint custody 
should be awarded in the overwhelming majority of 
cases (4) or in every case in which one of the parents ts 
unable to establish, "clearly and convincingly, that 
to do so would be inappropriate (5). There are also 
those who contend, with equal conviction, that joint 
custody is seldom, if ever, advisable (6). 

The spotlight in which this concept is currently en- 
tertained might lead one to suspect that such a custo- 
dial arrangement is of contemporary origin. In fact, the 
idea is not entirely new. "Alternate" or ''divided"' 
custody, possessing significant characteristics of joint 
custody, was a very common disposition in many 
states until the early part of this century, when it ap- 
parently fell out of favor (7). Today the idea is enjoying 
a renaissance. Not only is it a popular subject of con- 
temporary writing, but it appears that courts are be- 
coming Increasingly receptive to this approach. 

The reasons for revived interest in shared custodial 
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arrangements are obscure. Societal acceptamce of the 
blurring of traditional roles (8) (1.e., a greater number 
of women are pursuing careers and men are doing 
more ‘‘mothering’’), coupled with increased skepti- 
cism about the assumption that mothers make the best 
custodians, presumably are factors contributing to this 
revival. Not unrelated, and fueling the movement for 
joint custody, is the occurrence of a women’s libera- 
tion backlash—an awareness and assertiveness of 
what are perceived as fathers’ rights. 

The heartbreak and destruction that often accom- 
pany divorce are not destined to enhance the credi- 
bility of traditional custodial dispositioas, either 
among laypeople or professionals. Accordingly, any 
departure from tradition in this area enjoys a reason- 
able likelihood of being greeted with enthusiasm. This 
is particularly true during an era in whica dramatic 
changes in attitude are accepted as inevitable and os- 
tensibly simple solutions to complex prcblems are 
ccmmonplace. 

In this atmosphere it is natural that the appeal of 
joint custody has been embraced by the popular press. 
The possible impact of this phenomenon cénnot be ig- 
nored because laypeople and judges alike are more 
likely to read and respond to newspapers and maga- 
zines than to scientific journals. It is unfortunate that 
the existence of a favorable climate for interest in joint 
custody has shed so little light on the question of its 
desirability. 


€ 
~ 


DEFINING JOINT CUSTODY 


Although the phrase *'joint custody"' is in popular 
use today, the concept lacks standard defnition. This 
fact is of more than academic interest. Bo: h laypeople 
and professionals cften speak of joint custody as 
though the term had only one interpretat. on, but our 
experience suggests that parents who expcess interest 
in this form of disposition have widely Ciffering per- 
spectives, objectives, and expectations. 

In this paper we define joint custody es the aggre- 
gate of three characteristics that we beLeve tend to 
distinguish an arrangement from traditioaal, or sole, 
custodial arrangements. First, there is an acknowledg- 
ment that both parents assume equal responsibility for 
the physical, emotional, and moral develcpment of the 
child. Second, there are shared rights and responsibili- 
ties for making decisions that directly affsct the child. 
Third, the child lives with each of his or aer parents a 
substantial amount of time. N 
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These caracteristics may be manifest in substan- 
tially different ways. For instance, "typical" living 
patterns vary from those in which the child remains in 
the home while the parents, at prearranged inte-vals, 
move in aad out, to arrangements in which the child 
spends about half of everv week in the home of each of 
the parents or stays with each parent during alternate 
weeks, mcnths, quarters, six-month periods, or vears. 
Some patterns do not contemplate the child's spending 
an ecual amount of time with each parent (9). Si nilar- 
ly, some rarents are anxious to participate in routine 
decisions, while others are concerned only with in- 
volvement in decisions of major significance. 

It is important to realize that parents who seek joint 
custcdy are often primarily interested in only one of its 
charzcteristics and that a joint custody provisicn can 
be drafted to accommodate them. Furthermore, to the 
extert tha: any of these characteristics is not made an 
integ-al part of the arrangement, there is bound to be a 
corresponding diminution of risks as well as of poten- 
tial benefics. 

Ore should also bear in mind that it is possible for 
parents who have traditional custody provisions to se- 
cure advaatages usually associated with joint custody 
if they are so disposed. Typically, this may be 
achieved without violating either the letter or spirit of 
the judgment. For example, it is not unheard of sor the 
custodial parent to actively encourage the nonzusto- 
dial parent to spend substantial amounts of time with 
the child end to participate in decision making. A pro- 
vision for the child to. live with one parent during the 
school year and with the other during summer vaca- 
tions may be found in both joint custody and sole cus- 
tody awards. 

Despite the tendency to generalize, extol, and con- 
demn, the line of demarcation between joint and sole 
custody may often be less pronounced than marry pro- 
ponents of either form of custody suspect. Moreover, 
the existence of a sole custody award does not ordinar- 
ilpepreclude an ‘‘informal’’ joint custody arrangement; 
nor does an award of joint custody prevent parents 
from lapsing into patterns typical of sole custocy. 

Considering the myriad variables, any generaliza- 
tions, favorable or unfavorable, purportedly appli- 
cable to joint custody should be examined skeptically. 
Those contained in the following discussion are no ex- 
ception. They must be assessed in terms of the objec- 
tives and provisions of a particular arrangement, the 
presence of characteristics that we ascribe to joiat cus- 
tody, the manner in which those characteristics may 
be manifest, and the personalities and predispositions 
of tke parents and children involved. 


BENEFITS OF JOINT CUSTODY 


Joint custody, more than any other disposition, is 
likely to prevent the profound sense of loss often suf- 
fered by children whose parents divorce and i0 pre- 
“serve for them the advantages that derive from in- 
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volvement in their lives of two psychological parents 
(10). The implicit message that both parent$ love and 
want the child is conveyed, together with e 
benefits of being raised by both parents, ingl< ing ade- 
quate exposure to role models of both sexes. The dan- 
gers of divided loyalties and fantasies about the ‘‘ab- 
sent" parent are reduced. This arrangement is in con- 
trast to that of sole custody, in which, quite typically, 
the custodial parent establishes the rules, makes the 
decisions, and lives with the child most if not all of the 
time; the noncustodial parent may live with the child 
during his or her periods of “visitation.” 

As both parents participate more fully in the child’s 
life, neither experiences the sadness, sense of loss, 
and loneliness that the noncustodial parent often feels 
(11). Moreover, neither is made to feel as though he or 
she were an ''outcast," an advantage that is also 
bound to be to the child's advantage. Shared participa- 
tion eases, to some extent, the awesome fractions of 
child care (2), and this may be of particular importance 
in emergency situations, such as when one of the par- 
ents is incapacitated. 

The alternative of joint custody may avoid the need 
for a taxing custody contest, whica is likely to take an 
emotional toll on parents and child. Eliminating the 
'"winner-loser'" character of custodial disposition is 
consistent with a more wholesome attitude toward di- 
vorce and should also be attractive to attorneys, who 
hardly relish prospects of losing, and to the courts, 
which are generally receptive to negotiated settle- 
ments and absolution from decision making. 

An award of joint custody gives the parents what 
they desire and what they believe has the best chance 
for success. Parents are most likely to interact harmo- 
niously, to the overriding advantage of their child, in 
the framework of a custodial arrangement thet both 
seek and are committed to making work. Denying 
them the opportunity to pursue this course may en- 
courage them to externalize and oversimplify future 
difficulties, to project these on the courts, attorneys, 
and social workers, and to ultimately blame the custo- 
dial disposition for their problems. 

Irrespective of the legal disposition, parents cannot 
ordinarily be prevented from implementing an infor- 
mal joint custody arrangement. It therefore makes 
sense to provide them with legal sanction and encour- 
agement to do so (12). 


RISKS OF JOINT CUSTODY 


Disruption, uncertainty, and inconsistency, espe- 
cially following parental separation, are orc:narily det- 
rimental to a child (1). A custodial arrangement that 
involves shuttling the child between different nomes, 
churches, lifestyles, and socioeconomic situations and 
subjects the child to inconsistent rules, regulations, 
methods of discipline, and styles of parenting invites 
continual instability. Even if this period of instability is 
limited, to some degree, when the parents share par- 
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enting philosophies and capabilities and reside suff- 
ciently ngar one ‘another to permit continuity of 
school, friends, social contacts, and activities, it is un- 
realistic ia today's mobile society to anticipate preser- 
vation of any such status quo. 

The probability of temporariness is increased by the 
likelihood of remarriage or of the mother's obtaining 
employment outside the home. Thus, an arrangement 
that appears workable at the time of the divorce may 
be destined to crumble, conceivably just as the child is 
becoming used to it. In any event, the child remains 
exposed to the disquieting threat of upheaval and is 
likely, with considerable justification, to perceive his 
or her custodial status as in a perpetual state of pre- 
carious balance. 

Some parents attempt to minimize problems by per- 
mitting the child to remain in one home while they al- 
ternate residency there (9). Such an arrangement ap- 
pears vulnerable to collapse, particularly if either par- 
ent remarries (12), a development that in itself is often 
difficult for children to cope with. More commonly, 
each parent maintains a home suitable for extended 
residence of the child, perhaps including clothing and 
other necessities for the child as well. This arrange- 
ment could increase the economic burden of divorce, 
which is often calamitous, particularly to people in the 
lower socioeconorric classes. 

When parents live any distance apart, as is often the 
case, prospects for mutual decision making may be 
negligible. Regardless, if the sharing of rights and re- 
sponsibilities for decision making is to result in some- 
thing other than turmoil (let alone prove beneficial) a 
degree of cooperation, conceivably greater than that 
required in intact families, is essential. The prevalence 
of postdivorce conflict suggests that prognosis for such 
cooperation is generally poor. This is scarcely im- 
proved by the fact that disagreements over methods of 
child raising are common. On balance, shared decision 
making may do nothing but expose the child to unnec- 
essary confusion and trauma. 


RECOMMENDATIONS 


A need exists for comprehensive research and study 
pertaining to the long- and short-term effects of dif- 
ferent custodial arrangements (13, 14), including the 
many variations of joint custody. Proponents of joint 
custody indicate, with justification, that skepticism of 
this concept 1s founded, at least in part, on conjecture 
(4). Precisely the same criticism can be made with re- 
spect to many arguments in Its favor. Of course, en- 
tirely avoiding joint custody until research is com- 
pleted would create a ‘‘Catch-22’’ situation because 
the absence of a sample to study eliminates the possi- 
bility of meaningful research. 

Before any decision is made as to the advisability of 
joint custody, one should understand the character- 
istics of the proposed plan as well as those of the fam- 
ily. Some parents are primarily concerned with ensur- 


1542 


+ 
Am J Psvchiatry 136:12, Decamot™! 939 f 
| a 


ing access to the child, cr with participating in major 
decisions, er with preserving their image as a parent. 


: Familie! or situational characteristics signaling fatlute 


for a plan intended to maximize mutual detisicn mak- 
ing may not necessarily have the same implicat ons for 
a parent whose primary objective is to safeguard ac- 
cess to the child. Once the primary objectives of the* 
parties are known, the potential for achievinz these 
through joint custody, as well as through other alterna- 
tives, should be thoroughly explored. 

Joint custody. like most ventures, is most l:kely to 
succeed for those who decide on it in an informed and 
rational manner. Experience has shown that oarents 
sometimes seek joint custody even though they have 
given little thought to its implications and when the 
likelihood of success is remote. This is particular_y ap- 
parent when the parents view joint custody primarily 
as a device for establishing and riveting their equality, 
despite the fact that they have no intention of | v.ng in 
the same neighborhood, are suspicious of each other's 
parenting, and are generally unable to cooperate with 
one another. 

For example, during the course of a custody hear- 
ing, one parent, while demonstrating virtually no un- 
derstanding of what the disposition might entail, 
waved a newspaper article lauding joint custody as 
though this evidence should determine the issue. Epi- 
sodes such as this illustrate the importance for at- 
torneys and behavioral scientis:s to make parerts who 
may have vague ideas about Joint custody understand 
the essence of the concep:. Parents should be femiltar- 
ized with its possible benefits and risks as well as with 
the pros and cons of traditional dispositions. 

The person who encourages parents to seek joint 
custody should have some objective basis for zhe be- 
lief that the plan is appropriate, and parents should un- 
derstand what commitments the contemplated ar- 
rangement actually entails. The belief that parents 
who are otherwise unwilling to cooperate will somé- 
how be inspired to do so because of joint custody re- 
flects magical thinking. Similarly, joint custody should 
not be encouraged when either parent does not sub- 
scribe to its philosophy or desire such a disposition or 
when it has been agreed on as a compromise” to 
avoid risk of "losing" the case or as a symbol of legal 
equality. j 

A precise formula for determining cases in which 
joint custody may be appropriate cannot be devel- 
oped. Nevertheless, it is possible to identify zom- 
ponents of a potentially successful joint custodial ar- 
rangement and some common elements of each zom- 
ponent. Evaluating families with respect to these 
elements should indicate the extent to which th» zom- 
ponents are attainable, although a favorable cutlook 
for a component does not necessarily require th2 ores- 
ence of each element. Such an evaluation should en- 
able one to make a reasonable judgment as to whether 
prognosis for joint custody is favorable, unfavorable, 
or guarded. 

As we suggested above, the significance of a specifiNN. 
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component may depend on the parents’ objectives or 
the details df their individual plan. Thus, one's assess- 


~ nent may result in the conclusion that joint c stody is 


pot advisáble or that the specific joint custody arrange- 
ment contemplated by the parents is not likely to suc- 
ceed. In the latter case, a revised plan, in which a par- 

^4 ticular component assumes less importance, may re- 
duce the risks and still retain the parents’ primary 
objectives. 

Professionals involved in the custody decision-mak- 
ing process will recognize that components of joint 
custody. as well as their respective elements, are ame- 
nable to a variety of descriptions and may be clustered 
differenily. Indeed, one is apt to add to and modify 
categories of components and elements as his or her 
continumg experience dictates. The following is not 
suggested as a definitive checklist but as illustrative of 
the approach. 

Desire for joint custody: strength of intention, ratio- 
nal basis for decision, understanding of concept and of 
alternat;ves, child's preference, financial feasibility. 

Comraiitment: ability to focus on child's best inter- 
ests, parental maturity, disposition toward personal 
sacrifice, psychological flexibility. 

Predisposition to honor the "'contract'': interper- 
sonal hostility, relative parenting strengths, similarity 
of lifes-yles, mutual tolerance of parenting abilities, 
trust, a:titude of significant others, agreement on sig- 
nificant values. 

Cooperation: disposition toward cooperating, rec- 
ord of. cooperation, attitude toward counseling, atti- 
tude toward sharing responsibilities. 

Proxumity of residence: intention to remain in same 
neighborhood, objective basis for believing this can be 
achieved. 

The child's preference is relevant to every custody 
determination (15). This is particularly true when joint 
custod is contemplated because this disposition re- 

*quires compromise, not only by the parents but by the 

Md as well. Opposition, particularly from an adoles- 
cent who fully understands the proposed arrangement, 
may nct only portend failure for joint custodv but sug- 
gest that pursuing such a course may accentuate the 
very problems it seeks to avoid. Thus, it is important 

to determine and consider the child's preference about 
the custodial arrangement. 

To some extent it is possible for judges and at- 
torneys to study the advisability of joint custody in the 
terms we have discussed. However, optimal assess- 
ment clearly demands insight from behavioral scien- 
tists ( 3). For example, when questioned about her 
joint c.stodial arrangement one adolescent girl gener- 
ally extolled the virtues of having the best of two life- 
styles, but during the course of a psychiatric interview 
she revealed her longing for one home and a consistent 
set of rules. Thus, it is important for behavioral scien- 
tists to familiarize themselves with considerations 
relevaat to joint custody as well as alternate dis- 

ositions and to participate actively in the decision- 
makinz process (13). 


CONCLUSIONS : 27 

It is difficult to'take issue with the e for 
children and parents alike, of maximjz4 
volvement and participation of the mother and the fa- 
ther in the child's life (2). Although this can be 
achieved under traditional custodial arraagements, it 
must be conceded that the typical format, whereby 
one parent 1s appointed custodian, is legally charged 
with decision-making rights and responsibilities, and 
lives with the child most of the time. tends to militate 
against this outcome. It is also true that sharing the 
task of child care, which may be both physically and 
emotionally draining, is likely to ease a parent’s life 
and make him or her a better parent and 2 more satis- 
fied person as well. It is not entirely unreasonable to 
expect that two parents wko earnestly and realistically 
embark on a joint custody program and maintain their 
enthusiasm for it are likely to realize, for themselves 
and their child, the benefits it seeks to provide, per- 
haps more so than they would under eny other ar- 
rangement. 

It is equally true that continued disruption, uncer- 
tainty, and inconsistency following parental separation 
are detrimental to a child. Therefore, the unsettling 
and tenuous nature of join: custody cannot be casually 
dismissed. The extent to which a child may be assisted 
in coping successfully with the uprooting effects of 
switching households by the security of a relationship 
with two psychological parents remains conjectural 
(10). Routinely shuttling between homes when parents 
are sufficiently remote to preclude psychological conti- 
nuity may certainly be cestructive. Likewise, for a 
child to continually perceive his or her custody as in 
precarious balance or to be exposed to u»heaval is un- 
desirable. When the requisite cooperation is not forth- 
coming, as is often the case following divorce, joint 
custody can be calamitous. 

Without corroborative research that is fer more ex- 
tensive and convincing than that which is currently 
avallable, the arguments of the proponents of joint 
custody are not sufficiently persuasive tc justify a legal 
presumption favoring join: custody or any predisposi- 
tion to award joint custodv in preference to traditional 
dispositions. Furthermore, it is difficult to envision a 
situation in which it would be appropriate to impose 
joint custody on a parent who fully understands this 
form of custodial disposition but, nonetheless, remains 
adamantly opposed to it. There is also insufficient 
basis for concluding that joint custody must be cate- 
gorically avoided. Until research and study shed more 
light on this issue, it is reasonable to conclude only 
that joint custody should be considered and explored, 
together with other available alternat ves, and dis- 
creetly awarded when it appears appropriate to do so. 

One must bear in mind that irrespective of the custo- 
dial disposition ordered by the court, pzrents are ordi- 
narily at liberty to informally establish any arrange- 
ment to which they are mutually agreeable. Thus, it 
may often be preferable zo assist them in developing a 
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The Invested Partner in Sexual D 
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BY LEONARD R. DEROGATIS, PH.D., AND JON K. MEYER, M.D. 
N 


To deternine the relevant psychosexual 
characteristics of invested partners of patients with 
sexual dsorders, the authors administered the 
Derogatis Sexual Functioning Inventory (DSF1) to 51 
invested partners and 200 normal volunteers. Female 
invested partners (N —16) participated ina 
significantly more constricted range of specific sexual 
activities and revealed significantly lower sexual drive 
than the normal women. They also had significantly 
lower scores on the femininity component of the 
geader role definition subtest. Male invested partners 
(N —33) also showed significantly lower feminiaity 
scores Gnd had somewhat lower scores on 
endorsement of specific sexual experiences. Degree of 
sexual satisfaction in the invested partners was 
comparable to that of their sexually dysfuncticnal 
partners. 


IN A PREVIOUS report (1) we defined the concept of the 
"invested partner” in common sexual disorders and 
compared the levels of psychological symptomatology 
in male and female invested partners. We defined the 
invested partner as 


an individual whose partner in a couple or marital unit 
is suffering from a diagnosed sexual dysfunction but who 
is himself or herself free from any sexual disorder. In ad- 
dition, the sexually functional individual must indicate a 
Substantial personal investment in the relationship and ac- 
cept a degree of responsibility for the shared disorder. (p. 
385) 


Results of that study revealed distinct leve s of psy- 


. chological symptoms for male and female invested 


partners, with males manifesting significan ly higher 
levels of distress. Our provisional explanation focused 
on the role of lover—which our culture zssigns to 
men—as a critical factor in the attribution of responsi- 
tility for the disorder and subsequent elevations in 
rsychological symptoms. 
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isorders: A Profile ' Ex 


The present investigation goes beyond our previous 
study to focus on a broader spectrum of the psycho- 
sexual characteristics of the invested partner. We at- 
tempted to define more clearly this role for both men 
and women and to enhance our understar ding of their 
psychological postures. As Masters and Johnson (2) 
pointed out, the natural unti of focus in tre sexual dis- 
orders 1s the couple; however, both members of the 
couple are usually not assessed with equal thorough- 
ness unless both are diagnosed as having sexual dys- 
functions. 

The ''patient'' typically receives a rigorous evalua- 
tion, while the asymptomatic partner is rnore casually 
assessed, his or her most important funztion being a 
provider of additional information concerning the pa- 
tient's condition. Since in the majority cf cases it be- 
comes only too clear during treatment that both part- 
ners make a contribution to the sexuel disorder, it 
seems necessary to gain a more thorough appreciation 
of invested partners. 

In our experience, approximately onz-third of the 
individuals evaluated in connection wich a common 
sexual dysfunction are invested partners, so it is es- 
sential that we develop a systematic ane accurate ap- 
preciation of who these individuals are and in what 
fashion and magnitude they make a cont-ibution to the 
dysfunctional status of their partners. It is only in this 
manner that we can establish a clear picture of the in- 
terpersonal context withia which sexual dysfunction 
occurs and thereby effectively incorporate such infor- 
mation into our therapeutic strategies. 


METHOD 


Subjects 


Subjects for the study were 51 sexually asympto- 
matic partners (33 men and 18 women; of patients at 
the Sexual Behaviors Consultation Unt cf the Johns 
Hopkins Medical Institutions who had = primary com- 
plaint of a ''common"' sexual dysfunction (3). None of 
these individuals received a sexual diagaosis, but all of 
their partners were assigned diagnoses of a formal sex- 
ual disorder—impotence, premature 2jaculation, or 
anorgasmia. All couples were seen be:ween Septem- 
ber 1976 and June 1977. 

We also evaluated 200 nonpatients (57 men and 143 
women). These individuals were all sexually function- 
al at the time of assessment and hac never sought 
treatment or advice for a sexual disoxder. All of the 
controls were students in classes taugat by one of us 
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(L.R.D.} and represented postgraduate, graduate, and 
undergraduate levels. All of them volunteered to par- 
the study and signed 'informed consent 
n all classes, over 95% of the students 
volunteered. ; 

The mean age of the invested partners was 32.7 
years, SD=8.2. The nonpatient controls had a mean 
age of 32.0, SD=9.2. Of the invested partners, 87% 
were married, and approximately 60% of the com- 
parison sample were married; 80% of the normal group 
and 90% of the invested partners were white, and 75% 
of both groups were in social classes I-III. 


Psychological Evaluation 


We assessed psychological status with the Derogatis 
sexual Functioning Inventory (DSFD). The DSFI is a 
self-report omnibus scale designed to measure current 
level of sexual functioning. It contains 245 items and 
requires approximately 40 minutes to complete. The 
DSFI also contains a 9-point Global Sexual Satisfaction 
Index (GSSD, which measures the patient's current 
level of gratification with his or her sexual functioning. 

The conceptual basis for the DSFI has been present- 
ed in considerable detail elsewhere (4), and a series of 
validation studies (5-7) attests to its discriminative 
sensitivity with a variety of patient groups. The DSFI 
measures quality of sexual functioning in terms of 8 
primary sexual domains: information, experience, 
drive, attitudes, symptoms, affects, gender role defini- 
tion, and fantasy.! Subtest scores, after being stan- 
dardized (in terms of T scores), are plotted in profile 
form and summed to produce a single overall index of 
sexual functioning. (The symptoms subtest was ex- 
luded from the present research because it was the 
subject of our previous report [1].) 


Procedure 


We obtained data through the standard administra- 
tive and clinical format of the Sexual Behaviors Con- 
sultation Unit. As part of the initial evaluation work- 
up, all patients and their partners are administered a 
brief battery of psychological tests including the DSFI. 
The scale is administered midway through the morning 
of the evaluation session by a skilled psychometric 
technician who remains available to answer any ques- 
tions or clarify any areas of confusion. Administration 
of the DSFI follows a 90-minute interview by a clinical 
evaluation team, who take a detailed clinical history. 
The clinical and psychometric information are sub- 
sequently presented in a clinical disposition confer- 
ence where sexual, psychiatric, and medical diagnoses 
are made. 


Data Analysis 


The DSFI is designed to be interpreted at several 
levels. For this reason, two separate statistical analy- 


‘Since the time of this study two new subtests, on body image and 
sexual satisfaction, have been added to the DSFI. 
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ses were done. For the 8 subtests, a series of t test 
e ` 
was done for men and for women comparing mean 
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scores Mr invested partners with those of the non“*“"™ 


patient group. For subtests that revealed differences; 
e.g., drive and experience, individual items were fuy- 
ther analyzed by a number of nonparametric tests, 
such as chi-square analysis and the Kolmogorov-Smir- 
nov test (8). All analyses were carried out through the 
SPSS system (9). 


RESULTS 


The mean DSFI scores for men and women are 
shown in table 1. These data indicate that among 
males, invested partners show significantly lower lev- 
els of sexual satisfaction on the GSSI as well as signifi- 
cantly lower scores on the femininity componen: of 
gender role definition. They also reveal a smaller vari- 
ety of sexual experiences, which, however, was only 
marginally significant. On all other subtests male in- 
vested partners had scores comparable to the male 
comparison group. 

Female invested partners had significantly lower 
scores on the sexual experience subtest and signifi- 
cantly lower drive scores. The femininity component 
score was also significantly lower for the female in- 
vested partners, and they reported significantly lower 
levels of sexual satisfaction on the GSSI. There was 
also a suggestion that female invested partners main- 
tain a more conservative sexual attitude than females 
in the comparison group, but this difference was not 
sufficiently large to be statistically significant. 

Although results at the subtest level are relatively 
informative, they still retain a certain degree of ab- 
straction. For this reason, on two of the subtests that 
revealed differences—experience and drive— we as- 
sessed the data in terms of the individual items. 


z 


Table 2 reveals the sexual experiences that invested” 
partners endorsed significantly less than did norititde, 


subjects. There were no experiences in the list of 24 
that they endorsed significantly more. The difference 
in endorsement of the specified sexual experiences te- 
tween the invested partners and controls was greater 


for women than for men, although men revealed com- - 


parably lower scores on four sexual activities. 

The other domain evaluated more intensively in as- 
sessing the psychological profile of our invested part- 
ners was that of drive. Our measure of sexual drive 
reflects an approach very similar to that of Kinsey 
(10), who generated a composite measure consisting of 
multiple types of sexual outlets. The drive subtest of 
the DSFI measures drive through intercourse, mastur- 
bation, kissing and petting, and fantasy and one’s ideal 
frequency of sexual intercourse. They are measured 
on 9-point scales and combined to form a standardized 
subtest score. 

When compared to normative values, the overall 


drive score for men placed them at approximately they, 


55th centile of the distribution, slightly above average. 
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TABLE 1 ‘ . 
Tan cdi 3exdal Functioning inventory (DSFI) Mean Scores of '51 Invested Partners and 200 Controls ^ E 
° E - 
: : Si fen Women i 
v Invested Invested 
7 Partners Controls Partners Controls 
DSFI Subcest (N=33) (N=57} t p. (N18) (N= 143) t p 
"aw Information 20.5 21.0 —.94 n.s. 20.7 21.1 —.62 n.s. 
Experience 19.3 20:7 1.69 10 16.9 19.9 2263 .01 
Drive 18.0 18.2 art i n.s 12.3 16.3 —2.41 .01 
Attitude 24.1 25.4 ~ 43 n.s 16.6 ` 19.9 -.52 n.s 
Conservative — 13.3 — 13.6 .15 n.s —6.9 —9.8 1.13 n.s 
Liberal 11.3 11.6 ~ 23 n.s 7.9 10.2 — 1.22 n.s 
Affects 1.6 1.6 .15 n.s 1.6 1.5 .07 n.s 
Geader rcle definition ~ 8.8 —8.2 — 32 n.s. -2.5 —0.3 —].08 n.s. 
Feminiaity ; 26.5 30.9 ~3.04 .005 30.7 33.6 —1.87 .05 
Masculinity ra v 139.7 37.8 — 1.00 n.s 33.2 34.1 — 44 n.s 
Fantasy 12.3 12.2 .06 n.s 9.7 8.5 70 n.s 
Global Sexual Satisfaction i - , 
Index — 2.9 $.3 «7.17 .001 2.3 4.8 —4.66 .001 
TABLE 2 
Significant Differences in Sexual Experiences Reported by 51 Invested Partners and 200 Controls 
' Percent of Men Percent of Women 
Invested Invested 
Partners Controls Partners Contraks 
Sexual Experience (N =33) (N=57) p (N= 18) (N= 142) p 
Male prome on female 81.3 94.6 .10 72.2 93.0 .01 
Intercourse side by side 65.6 94.6 .001 55.6 81.8 .05 
Intercourse in sitting position 68.8 85.7 10 38.9 78.3 .001 
Mutual petting to orgasm 48.4 83.6 OO! 72:4 83.2 n.s. 
Intercourse vaginal entry from the rear 81.3 80.4 n.s. 44.4 71.6 .01 
Heving anal area caressed 59.4 58.9 n.s. 38.9 69.9 . OS 
Brzast petting clothed 90.6 96.4 n.s. 77.8 97.2 .01 
Mutual uadressing 81.3 91.1 ns. 50.0 88.1 .001 
Deep kissing 100.0 100.0 n.s. 77.8 95.7 .05 
Anal intercourse 28.1 35.7- n.s. 0.C 26.6 05 


«The mean score for female invested partners, how- 
"ev er, p aced them at the 20th centile of the female nor- 


mative distribution, which is significantly below nor- 


mal. 
In making detailed analyses: percentages on the 5 


. drive measures were converted to cumulative frequen- 


cy distributions and analyzed using a Kolmogorov- 


. Smirncv statistic (8). These analyses reveal significant 


frequemcy decrements for female invested partners in 
intercourse (p<.01), masturbation (p<.05), kissing 
and pe:ting (p<.05), and ideal frequency of sexual in- 
tercourse (p<.10). Conversely, female invested part- 


-ners revealed higher levels of sexual fantasy than com- 


parison females, although this difference was not sta- 
tistically significant. 

Male drive levels were not sieniticántly different 
from the norm overall; however, male invested part- 
ners had significantly higher scores on the kissing and 
petting item. They also revealed somewhat higher lev- 
els of sexual fantasy but not of a magnitude to attain 
statistical significance. 


P dl As cne might expect, both male and female invested 


partners revealed significantly lower levels of sexual 


satisfaction. on the GSSI than normal controls. When 


“the invested partners’ scores were compared with the 


mean GSSI scores of their dysfunctional partners, it 
was found that there were no real differences in the 
sexual satisfaction scores of the two groups. This ob- 
servation supports the notion that sexuzl satisfaction 
arises from the couple’s collaborative experience as a 
unit and that regardless of which individual is designat- 
ed as dysfunctional both suffer a significant loss in sex- 
ual gratification. 


DISCUSSION . 


In this study we focused on whether invested part- 
ners of patients with sexual disorders reveal a dis- 
tinctive psychological profile and on whether this pro- 
file is different for men and women in this role. To a 
degree our results provide an affirmative answer to 
both questions. Caution should be exercised in inter- 
preting differences because our comparison group 
was composed of volunteers; however, since partici- 
pation of the students was almost 100%, we believe 
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* . that their demographic characteristics are generally ative or adventurous lovers, at least with their current 


representatiVe and that they are a relevant and valid 
comp sample. ; 

Both malXand female invested partners had signifi- 
cantly lower scores on the femininity component of 
the gender role definition subtest without comparable 
shifts in the masculinity component. Although an ini- 
tial reading might suggest that this pattern simply re- 
flects threatened males reasserting their masculinity 
(and simultaneously denying feminine aspects of gen- 
der role), or, in the case of females, assertive ''liberat- 
ed" postures which deny more traditional feminine 
characteristics, the data are not truly consistent with 
such a notion. For such an interpretation to have valid- 
ity, there would also have to be substantially higher 
masculinity scores, an effect that was not in evidence. 

Recently Bem (11) reported that systematically low 
scores on both gender role components have been as- 
sociated with low self-esteem. Although the differ- 
ences in scores in our study are not as great as those 
reported by Bem, the invested partners also reveal 
lower scores than the comparison group on the mas- 
culinity dimension. It is possible that this phenomenon 
is a manifestation of subtle reductions in perceptions 
of value and self-worth derived from the inability to 
achieve satisfactory sexual union with one's partner. 
If this is the case, the effect seems to be more intense 
for male invested partners, which is consistent with 
our previous findings regarding psychological symp- 
toms (1), and our interpretation that culturally induced 
expectancies in our society direct the male to more 
readily assume the responsibility for sexual failures. 

Another fascinating result was the observation that 
both male and female invested partners revealed a 
constriction in their range of sexual experiences. It is 
particularly interesting to review those behaviors on 
which male and female invested partners shared lower 
scores, i.e., various positions of intercourse and mu- 
tual petting to orgasm. These activities can be viewed 
as creative approaches to sexual relations and at- 
tempts to heighten the sensual pleasure involved in in- 
timacy. The same may be said of those experiences 
that women alone endorsed at lower levels; anal inter- 
course, vaginal entry from the rear, mutual undress- 
ing, and even deep kissing are all sexual activities de- 
signed to stimulate and titilate passion or to elevate 
levels of sensual pleasure through novel approaches to 
intimacy. There appears to be evidence that invested 
partners, particularly women, suffer from a creative 
deficit in this regard. 

Interestingly, no deficits were revealed in oral-gen- 
ital activities, which suggests that these individuals are 
not simply people with a more constrained, traditional 
approach to sexual activities. It could be hypothesized 
that the patient's dysfunction prevented greater explo- 
ration of sensuality for the female invested partners; 
however, the fact that endorsement of more standard 
positions of intercourse were not lower is inconsistent 
with that thesis. Rather, it appears, particularly in the 
case of women, that invested partners may not be cre- 
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partners. This interpretation is further borne, out by 


their rektively conservative attitude, which placef@™ 


them in the lowest quartile of the normative distribu- 
tion. "d 

In addition to lower ratings on sexual experiences, 
female invested partners also revealed a significantly * 
lower sexual drive. A detailed analysis of the drive 
subtest showed significantly lower scores on 4 of the 5 
drive measures. Intercourse and kissing and peiting 
are, of course, partner-dependent activities and there- 
fore could be compromised if a large proportion of 
male partners were impotent. Masturbation and iceal 
frequency of intercourse are not related to partner 
competence, however. and female invested partners 
showed lower frequencies on these indicators as well. 
In contrast, female invested partners reported higher 
levels of sexual fantasy on both the drive and fantasy 
subtests. It is possible that this represents an attempt 
at creative enrichment of current sexual activities, as 
Hariton and Singer (12) suggest, or it simply mav be 
substitutive, cognitive satisfaction in an area which is 
momentarily devoid of physical rewards. 

As is often the case in clinical research, the present 
study on the psychological characteristics of the in- 
vested partner has raised many questions. What is zhe 
origin of the lower drive in women and is it a cause or 
an effect of the dysfunction? What is the source of the 
constriction in the range of sexual experiences in these 
women? What meaning should be attributed to the 
lower scores on the femininity component of their gen- 
der role definition, and- what impact does this have on 
the couple's dysfunctional status? 

From the explicit data gained in this study, we have 
achieved for the first time a systematic psychological 
evaluation of invested partners. They do appear to 
possess a number of distinct psychosexual character- 
istics, which vary between men and women, and clear- 
ly possess the potential for contributing to the etiology 
of their partners’ sexual dysfunction. That they tri 
share in the experience of dysfunction is supported by 
the observation that their sexual satisfaction scores 
are equivalent to those cf their dysfunctional partners. 

In future studies we will focus on identifying and 
further clarifying the mechanisms through which :n- . 
vested partners contribute to the dysfunction and the 
magnitude of their contributions. In addition, we plan 
to investigate whether subtypes of invested partners 
may be identified on the basis of their psychological 
characteristics and whether such information holds 
value for prognosis or for the selection of treatment 
approach. We hope that through research with these 
individuals we will eventually be able to treat them as 
effectively as we now treat their dysfunctional part- 
ners. 
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"d Effect ef Clozapine on Human Serum Prolactin Levels ; 


BY b Y. MELTZER, M.D.. DAVID J. GOODE, M.D., PAUL M. SCHYVE, M.D., 
MICHAEL YOUNG, PH.D., AND VICTOR S. FANG, PH.D. 


The authors determined serum prolactin levels in 13 
patients receiving clozapine, an antipsychotic drug 
that does not produce extrapyramidal side effects. 
Morning serum prolactin levels, LI hours after the last 
dose, were not elevated during chronic treatment with 
clozapine in any subject despite its therapeutic effects. 
Serum prolactin levels were moderately increased 
between 90 minutes and 4 hours after administration 
of very high doses of oral clozapine in 4 patients but 
were smaller than those produced by chlorpromazine 
in other subjects. The authors suggest that clozapine 
may achieve its antipsychotic effect differently than do 
classical neuroleptics and that sustained prolactin 
increases are not essential for antipsychotic action. 


CLOZAPINE, A DIBENZODIAZEPINE, is an antipsychotic 
drug that has attracted great interest because it may 
act via a mechanism different from that of classical 
neuroleptics. It does not produce extrapyramidal side 
effects in man (1-3) and its administration may not lead 
to the development of tardive dyskinesia. In laborato- 
ry animals, clozapine differs from classical neurolep- 
tics in its inability or limited ability to induce catalepsy 
or block apomorphine-induced stereotypy (4), both of 
which are characteristic of classical neuroleptics and 
are believed to result from dopamine receptor block- 
ade (5). These differences have led various investiga- 
tors to propose that clozapine may exert its antipsy- 
chotic effects by a means other than dopamine recep- 
tor blockade (6-8) and that it may represent an 
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exception and thus a challenge to the dopamine hy- 
pothesis of schizophrenia (8). Clozapine has been re- 
ported to displace ?H-haloperidol from striatal birding 
sites in vitro at concentrations that appear to be pro- 
portional to its antipsychotic potency (9, 10). A recent 
study indicated that its ability to displace ?H-spiperone 
from striatal dopamine receptors is much less than 
would be expected on the basis of its clinical potency 
(11). Thus, there is still controversy concernirg the 
ability of clozapine to block dopamine receptors, 
which is believed to be the basis of the antipsychotic 
action of the neuroleptics. 

The ability of neuroleptics to produce blockade of 
dopamine receptors leads to augmented prolactin. se- 
cretion in vivo (12) and in vitro (13), since the release 
of prolactin is inhibited by dopamine (14). This effect 
of dopamine is almost certainly exerted at the pituitary 
level (13). The ability of neuroleptics to stimulate pro- 
lactin secretion is proportional to antipsychotic po- 
tency in man (15) and in laboratory rats (16). Thus, it is 
useful to consider the abiiity of clozapine to stimulate 
prolactin secretion in relation to its clinical potency. 
The mean (X SD) clinical antipsychotic dose of zloza- 
pine in 8 studies was 241—162 mg/day (3, 17-23) com- 
pared with a mean of 691—411 mg/day for chlorproma- 
zine in 11 studies (24). This would suggest clozapine is, 
approximately three times more potent than chlor- 
promazine as an antipsychotic agent. The mean d 
of clozapine administered in a recent study was 800 mg 
(25), which is tn general agreement with our clinical 
experience; one would expect this dose of clozapine to 
increase prolactin secretion at least as potently or 
more potently than chlorpromazine. We have reported. 
clozapine can stimulate secretion of rat prolactin (7), 
but it is only about one-half as potent as chlorproma- 
Zine in this regard. 

We have previously reported preliminary evidence 
that clozapine has little or no effect on human serum 
prolactin levels (16). We wish to report additional data 
that indicate clozapine can produce brief, small in- 
creases in serum prolactin levels in chronic schizo- 
phrenics. Clozapine administration has been greatly 
restricted because of an unacceptable incidence of 
agranulocytosis (26, 27); therefore, we have no further 
opportunity for additional testing of its effects on 
serum prolactin levels in man, but the consistency of 
our findings indicates our results are likely to be valid 
and generalizable. | 
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METHOD P 


E e Y 
em The subjects included 6 male and 7 female Chronic 


N schizoph-enic patients (diagnosed with the Research 


Diagnost c Criteria, 28) admitted to the Illinois State 
Psychiatric Institute or the Rochester State Hospital. 


L Nore hac received long-acting neuroleptics for at least 


1 month cr short-acting neuroleptics for at least | week 
prior to receiving clozapine. All gave informed con- 
sent for the drug trial and related endocrine studies. 
The initial dose of clozapine was increased from 10 mg 
b.i.d. up to a maximum of 400 mg b.i.d. The rate of 
increase varied from subject to subject but maximum 
dose was usually reached by 4 weeks. Two of the pa- 
tients also received standard neuroleptics following 
the clozapine trial. In addition, we will present serum 
prolactin levels from other schizophrenic patients who 
received chlorpromazine. 

We will present two tvpes of serum prolactin data. 
First, blood samples were obtained between 8:00 and 
8:30 a.m. [Í to 2 hours after waking) at the end of the 
placebo period or during the medication period. This 
was generally 11 hours after the last dose of medica- 
tion, whica was given at 9:00 a.m. and 9:00 p.m. Sec- 
ond, in 4 subjects, an indwelling catheter was placed in 
an antecuLital vein at 10:00 p.m., three blood samples 
were obta ned at 20-minute intervals, and then oral 
clozapine or placebo was given. Thereafter, blood 
samp.es were obtained every 30 minutes over a 4-hour 
period. Identical studies were carried out in 13 patients 
receiving various doses of chlorpromazine. 

Prolactin levels were determined by a double anti- 
body radioimmunoassay as previously described (29). 
Because of the nature of the standard used, the levels 
we report are 3.8 times those generally found using 
conventional standards. This less pure standard per- 
mits the detection of relatively small changes in pro- 
lactin levels. Upper limit of normal is 60 ng/ml for fe- 
males and 35 ng/ml for males in morning samples. The 
as e rassay variation is less than 13%. 

Clinical state was assessed twice during the placebo 
period and weekly thereafter with the Brief Psychiatric 
Rating Scale (BPRS) (30) and the Clinical Global Im- 
pressions (CGD). 


RESULTS! 


The mean (+SD) clozapine dose in our study 
(458+228 mg/ml for females, 5794216 mg/ml for 
males) was considerably higher than that utilized in 
most previcus studies (1-3, 17-23, 25). Despite the 
high dose of clozapine, serum prolactin levels were not 
significantly different from baseline in the 7 subjects 
for whom morning prolactin levels were available from 
the placebo period as well as during clozapine treat- 
ment. For tEese 7 patients, pretreatment prolactin lev- 


‘Tables are available on request from Dr. Meltzer. 


MELTZER, GOODE, SCHYVE. ET AU 


els were 59+ 17 ng/ml, and mean serum prolactin levels 
while receiving clozapine were 57-20 ng/rll. Prolactin 
levels during clozapine treatment were 462-72 ng/ml 
for the 6 patients for whom no placebo pertoc samples 
were available. This is not significantly diZerent from 
that of the 7 patients for whom pretreatment prolactin 
levels were available. Prolactin levels during placebo 
treatment or clozapine treatment, or both, slightly ex- 
ceeded the upper limit of normal in 4 of tze male pa- 
tients and 4 of the female patients. We have previously 
reported slight elevations in serum prolactin levels in 
untreated schizophrenic patients and attributed these 
to stress effects or lingering increases fror- nocturnal 
elevation in prolactin secretion (16). 

The mean peak serum prolactin levels for the 6 male 
schizophrenic patients receiving 150-800 mg of cloza- 
pine were significantly less than those in 13 male schiz- 
ophrenic patients receiving 800 mg of chlorzromazine: 
49.3+23.3 ng/ml versus 85+35 ng/ml (t=2.126, p «.05). 
For 7 women receiving 150-800 mg clozapine, mean 
serum prolactin levels were also significantlv less than 
those of 7 women receiving 800 mg of chlorpromazine: 
54.4+19.6 ng/ml versus 280-79 ng/ml (t=6.827, 
p<.001). 

Serum prolactin levels were available from Z female 
subjects who received both clozapine and classical 
neuroleptics. For 1 subject, mean serum prolactin at 
800 mg/day of clozapine was 45-6 ng/ml (13 cetermi- 
nations) compared with 13015 ng/ml (7 determina- 
tions) at 400 mg/day of chlorpromazine and 125 19 ng/ 
ml at 10 mg/day of haloperidol (7 determinations). For 
the other subject, mean serum prolactin at 600 mg/day 
of clozapine was 58-14 ng/ml (13 determinations); 
serum prolactin at 1200 mg/day of chlorpromazine was 
239-40 ng/ml (7 determinations). 

For 3 additional subjects, morning serum prolactin 
levels were obtained Monday through Friday for the 3- 
to 4-week period of clozapine treatment. In none of 
these individuals was there evidence of an increase in 
early morning serum prolactin levels at any time dur- 
ing that period. Placebo and clozapine prolactin levels 
for one of these subjects are given in figure I. 

We next compared the serum prolactin levels for 4 
hours after drug ingestion in 3 patients who received 
200 mg of clozapine b.i.d. and 1 who received 300 mg 
of clozapine b.i.d. with the increase in serum prolactin 
levels in 11 patients who received 200 mg of chlor- 
promazine b.i.d. and 2 who received 300 mg b.i.d. of 
the latter drug. All subjects had received these doses 
for at least 1 week at the time of study. The clozapine- 
treated patients had the lowest baseline-on-drug serum 
prolactin levels. None of the 4 clozapine-treated sub- 
jects had baseline-on-drug serum prolactin leveis that 
differed from serum prolactin levels during the placebo 
period. All but | of the 13 patients receiving chlor- 
promazine had elevated baseline-on-drug serum pro- 
lactin levels compared with placebo prolactin levels. 
The difference between the clozapine-treatec and 
chlorpromazine-treated patients was highly significant 
(Fisher exact probability=p<.01). This is iz agree- 
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FIGURE ,1 : l l 
Morning Ser@m Prolactin Levels in a Schizophrenic Man Given 
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FIGURE 2 
Serum Prolactin Levels Following Oral Administration of Clozapine in 
a Schizophrenic Woman Receiving Chronic Clozapine? 
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ment with the data from 8:00 a.m. serum prolactin lev- 
els and indicates that clozapine did not produce pro- 
longed elevations in serum prolactin. 

All 4 of the. patients who received clozapine had an 
increase in serum prolactin levels during the 4-hour pe- 
riod after ingestion of clozapine. The increase began 
45-90 minutes after clozapine administration and was 
still present at 4 hours in all 4 subjects. The peak 
serum prolactin levels within 4 hours after clozapine 
treatment were significantly greater than observed 
baseline-on-drug serum  prolactin levels (paired 
t=5.36, p«.01). The time course of the serum pro- 
lactin response in one of these subjects who was ad- 
ministered clozapine and placebo is given in figure 2. 
There was no increase in serum prolactin levels over 
baseline-on-drug in this subject when given a placebo 
whereas serum prolactin levels were clearly increased 
following clozapine. Serum prolactin levels in 2 of the 
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13 chlorpromazine-treated patients did not We venues 


beyond baseline levels in the 4-hour period afxer chlor- 
* *. . a . . è 
*promazine administration. The magnitude of the mea 


increase in serum prolactin levels in the 4 clozapine” 


treated patients was less than that in 9 of 13 chlof- 
promazine-treated patients. However, because of the 


relatively low baseline-on-drug serum prolactin levels ww 


in the clozapine-treated patients, the ratio cf peak 
serum prolactin to baseline-on-drug serum prolactin 
was higher in 2 of the clozapine patients than in all but 
] of the chlorpromazine-treated patients. Thus, cloza- 
pine elevates serum prolactin levels in man, for a: least 
a 4-hour period, but the magnitude of the increase is 
slight and barely exceeds the 95% upper limit of nor- 
mal. 

All of the patients who received clozapine improved 
during the drug trial period when compared vith pla- 
cebo, as evidenced by changes in total BPRS score 
and CGI. Before treatment with standard neuroleptics 
was initiated, 2 of the patients had major exazcerba- 
tions of psychotic symptoms when clozapire treat- 
ment was stopped. 


DISCUSSION 


Prolactin levels were not significantly different from 
baseline-before-drug in serum samples obtained 11 
hours after the last dose in 13 patients treated chroni- 
cally with relatively high doses of clozapine. all 13 pa- 
tients experienced moderate to marked therapeutic 
benefit from clozapine; there is little question that at 
antipsychotic dose levels clozapine differs qualita- 
tively from the classical antipsychotic drugs in regard 
to effects on prolactin secretion. The latter produce 
persistent increases in serum prolactin levels in all 
subjects after a few days of treatment (29). We did not 
observe increases in serum prolactin in the iritial days 
of treatment with clozapine; therefore, lack of an in- 
crease in serum prolactin levels was not due to tiene, 
ance, 

When we monitored serum prolactin levels for up to 
4 hours after ingestion of high doses of clozapine, we 
found that clozapine had a slight and transient ability 
to stimulate prolactin secretion. Serum prclactin in» 
creased in all 4 subjects. The increases were less than 
those produced by relatively smaller doses cf chlor- 
promazine. Placebo had no effect on prolactia -evels in 
| of the clozapine-treated patients and 6 of the chlor- 
promazine-treated patients. 

The difference between the effects of clozapine and 
chlorpromazine (and other neuroleptics) on serum pro- 
lactin is unlikely to be entirely due to decreased ab- 
sorption or rapid disappearance of clozapin2. The ab- 
sorption half-life of both drugs is similar: clezapine, 40 
minutes’; chlorpromazine, 1-2 hours (31). The elimi- 
nation of clozapine is biphasic with half-lives of 9.5 


?'*Investigator's Manual for Leponox®,’’ Sandoz, Inc, East,Han- 
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and J38'kours; for chlorpromazine, elimination ‘half-life 
has receiutly*been reported as 17.7 hours (31). Becduse 

f the extensive metabolism of chlorpromazifie, this 
figure may not reflect the functional half-life of chlor- 
promazire. The available data indicate that the lack of 
effect of clozapine on serum prolactin levels at 11 


J hours after the last dose is probably not solely the re- 


sult of an absence of clozapine from plasma. The per- 
sistence of clozapine for at least 11 hours after the last 
dose is suggested by drowsiness, hypotension, and se- 
dation in some subjects, even though serum prolactin 
levels are not elevated beyond placebo levels. 

Clozap ne appears to be a weaker blocker of pitui- 
tary dopamine receptors in man than would be ex- 
pected or the basis of its antipsychotic potency. We 
have found that the IC.) (concentration producing a 
50% inhibition) for clozapine for displacement of ?H- 
spiropericol from rat pituitary membranes is 1320+86 
nmo: compared to 72.6: 4.7 nmol chlorpromazine (32). 
For those classical neuroleptics studied to date, the 
ability to stimulate prolactin secretion in man or rats is 
correlated with antipsychotic potency (15, 16). 

The capacity of classical neuroleptics to displace 
3H-spiroperidol from calf pituitary dopamine receptors 
in vitro is correlated with antipsychotic potency (33). 
Clozapine is distinctly less potent in its in vivo effects 
on prclact n secretion in both rat and man and in its in 
vitro effec-s on ?H-spiroperidol binding than would be 
predicted on the basis of its antipsychotic potency. 
There is controversy concerning its potency to dis- 
place *H-spiroperidol from striatum in relation to its 
antipsvchatic effect (9-11). These apparent quantita- 
tive differences between clozapine and classical neuro- 
leptics raise the possibility that clozapine may achieve 
its antipsychotic effects via a nondopaminergic mecha- 
nism. However, it is conceivable that clozapine might 
selectively block dopamine receptors in the human 
dopaniinergic limbic system. Determination of the abil- 
Ity of clozapine to displace classical dopamine antag- 
ats from human limbic dopamine receptors will be 
helpful in testing this hypothesis. Animal studies indi- 
cate that clozapine can affect dopamine metabolism in 
both the striatum and limbic regions, but results con- 
flict as -o whether clozapine has a greater effect on lim- 


.bic (34-38) or striatal (39, 40) dopamine metabolism or 


an equal effect in both areas (41, 42). Bartholini and 
associates (43) and Wilk and associates (40) have 
pointed out that some effects of clozapine on rat brain 
are briefer -han those of classical neuroleptics, possi- 
bly because the receptor blockade produced by cloza- 
pine is ofthe surmountable type. This could also be true 
of its efect: on the human pituitary and account for 
the brief, small prolactin increases. Clozapine may also 
affect dcpaminergic inhibition of prolactin secretion by 
a mechanism other than blockade of dopamine recep- 
tors, a possibility we have discussed elsewhere (7). 
Nair and associates (44) have reported that cloza- 
pine ‘ceused a slight (17%) but significant elevation in 
basal serum prolactin levels. The small magnitude of 
the Hifference makes this finding of questionable relia- 
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bility. More importantly, they observed a, very, marked 
inhibition of the apomorrhine-induced ‘increase in 
growth hormone irt 6 or 7 subjects treated with 200 rfg 


of clozapine over a 3-day period. These results suggest . - 


that clozapine can block the hypothalamic dopamine 
receptors which mediate this apomorphine effect and 
together with our data indicate an important difference 
in the dopamine receptors in pituitary and the hypo- 
thalamus. It would be of interest to determine whether 
clozapine inhibited the apomorphine-induced decrease 
in serum prolactin levels in man. 

It is well known that a variety of neurotransmitters 
(e.g., acetylcholine, serotonin, endorphins, GABA, 


. and possibly norepinephrine) can affect prolactin se- 


cretion (45-54) and that extrapiturtary brain areas may 
participate in the regulation of prolactin secretion (12, 
13, 16). Limbic region stimulation can promote pro- 
lactin secretion (55). Clozapine has clearly been shown 
to affect cholinergic, serotonergic, and adrenergic neu- 
rotransmission (8-12, 56, 57) and to have definite lim- 
bic effects (34-42). Conceivably, these factors rather 
than dopaminergic receptor blockade could account 
for the ability of clozapine to stimulate prolactin secre- 
tion. If so this would indicate a fur.damental diference 
between clozapine and classical neuroleptics and fur- 
ther support the thesis that clozapine should not be 
considered just another neuroleptic. Whether a dif- 
ference in the mechanism by which prolactin secretion 
is stimulated also indicates a difference in the means of 
antipsychotic action remains :o be determined. 

The proven efficacy of clozapine as an antipsychotic 
agent in the absence of any major effect on prolactin 
secretion is additional evidence that the increase in 
prolactin levels produced by neuroieptics has little sig- 
nificance for their antipsychotic action. Because of the 
concern that prolactin elevations may increase the risk 
of mammary carcinoma in women at high risk ror this 
tumor (e.g., those with a strong family history or those 
who have had treatment for a prolactin-dependent 
mammary carcinoma) (58), clozapine may be specifi- 
cally indicated in the treatment o? such individuals. 
This, however, has to be weighed against the greater 
risk of agranulocytosis from clozapine, which might be 
a special problem following chemotherapy or radiation 
for a prolactin-dependent carcinoma. 


REFERENCES 


1. Gross H, Langner E: Das wirkungsprofil eines chemisch 
neuartigen breitbandneuroleptikums der dibenzodiazepin- 
gruppe. Wien Med Wochenschr 115:814-816, 1966 

2. Berzewski H, Helmchen H, Hippius H, et al: Dal klinische wir- 
kungsspektrum eines neuen dibenzdiazepin-derivates. Arzneim 
Forsch 19:496-498, 1969 

3. Simpson GM, Varga E: Clozapine-—a new antipsychotic agent. 
Current Therapeutic Research 16:679-686, 1974 

4. Stille G, Lauener H, Eichenberg E: The pharmacologv of 8- 
chloro- t I-(4-methyl-L-piperazinyl-5H-dibenzolb,eY !,4]Hiaze- 
pine) (clozapine), I] Farmaco 26:603-625, 1971 

5. York DH: Amine receptors in CNS: II. Dopamine, in Biogenic 
Amine Receptors. Edited by Iversen LE, Iversen SD, Snyder 


1553 


r 


F. 


- 


(CLOZAPINE AND PROLACTIN LEVELS 
$ 


6. 


SH. New York, Plenum Press, 1975 
Hyttel J: Effect of neuroleptics on the disappearance rate of 
[^C] labelled catecfiolamines formed from [HC] tyrosine in 


o. moase brain. J Pharm Pharmacol 26:588-596, 1974 


T 
8. 


20. 


2l. 


22, 


23. 


24. 
25. 


26. 


21. 


28. 


29. 


Meltzer HY, Daniels S, Fang VS: Clozapine increases rat serum 
prolactin'levels. Life Sci 17:339-342, 1975 

Burki HR, Eithenberger E, Sayers AC, et al: Clozapine and the 
dopamine hypothesis of schizophrenia, a critical appraisal. 
Pharmakopsychiatr Neuropsychopharmakol 8:115-121, 1975 


. Burt DR, Creese I. Snyder SH: Properties of [*H]haloperidol 


and [/H]dopamine binding associated with dopamine receptors 
in calf brain membranes. Mol Pharmacol 12:800-812, 1976 


. Seeman P, Lu T, Chan-Wong M, Wong K: Antipsychotic drug 


doses and neuroleptic/dopamine receptors. Nature 261:717-718, 
1976 


. Leysen HE, Gommeren W, Laduron PM: Spiperone: a ligand 


of choice for neuroleptic receptors. I. Kinetics and character- 
istics of in vitro binding. Biochem Pharmacol 27:307-316, 1978 


. Meites J, Clemens J: Hypothalamic control of prolactin secre- 


tion. Vitam Horm 30:165-221, 1972 


. MacLeod RM: Regulation of prolactin secretion, in Frontiers in 


Neuroendocrinology. Edited by Martini L, Ganong WF. New 
York, Raven Press, 1975 


. Lu KH, Amenomori Y, Chen CL, et al: Effects of central acting 


drugs on serum and pituitary prolactin levels in rats. Endocri- 
nology 87:667-672. 1970 


. Langer G, Sachar EJ, Gruen PH, et al: Human prolactin re- 


sponses to neuroleptic drugs correlated with antischizophrenic 
potency. Nature 256:639-640, 1977 


. Meltzer HY, Goode DJ, Fang VS: The effect of psychotropic 


drugs on endocrine function. I. Neuroleptics, precursors and 
agonists, in Psychopharmacology: A Generation of Progress. 
Edited by Lipton MA, DiMascio A, Killam KF. New York, 
Raven Press, 1978 


. Nikkanen P, Achte K, Haskari M, et al: Results of a double- 


blind study comparing clozapine and chlorpromazine in the 
treatment of schizophrenia. Psychiatria Fennica 307-313, 1974 


. Chouinard G, Annable L: Clozapine in the treatment of newly 


admitted schizophrenic patients. A pilot study. J Clin Pharma- 
col 16:289-296, 1976 


. Gerlach I, Koppelhus P, Helweg E, et al: Clozapine and halo- 


peridol in a single-blind cross-over trial: therapeutic and bio- 
chemical aspects in the treatment of schizophrenia. Acta Psy- 
chiatr Scand 50:410-424, 1974 

León CA, Estrada H: Efectos terapeuticos de la clozapina sobre 
los sintomas de psicosis. Revista Colombiana de Psiquiatria 
3:309-318, 1974 

Battegay R, Cotar B, Fleischhauer J, et al: Results and side ef- 
fects of treatment with clozapine (Leponex&). Compr Psychia- 
try 18:423-428, 1971 

Fischer-Cornellsen KA, Ferner VJ: An example of European 
multicenter trials: multispectral analysis of clozapine. Psycho- 
pharm Bull 12:34-39, 1976 

Ackenheil M, Beckmann H, Greil W, et al: Antipsychotic effica- 
cy of clozapine in correlation to changes in catecholamine me- 
tabolism in man, in The Phenothiazines and Structurally Re- 
lated Drugs. Edited by Forrest IS, Can CJ, Usdin E. New York, 
Raven Press, 1974 

Klein DF, Davis JM: Diagnosis and Drug Treatment of Psychi- 
atric Disorders. Baltimore, Williams & Wilkins, 1969 

Simpson GM, Lee JH, Shrivastava RK: Clozapine in tardive 
dyskinesia. Psychopharmacology 56:75-80, 1978 

Amster HA, Teerenhovi L, Barth E, et al: Agranulocytosis in 
patients treated with clozapine. Acta Psychiatr Scand 56:241- 
248, 1977 

Idánpáàn-Heikkilà J, Alhava E, Olkinuora M, et al: Agranu- 
locytosis during treatment with clozapine. Eur J Clin Pharmacol 
11:193-198, 1977 

Spitzer RL, Endicott J, Robins E: Research Diagnostic Criteria 
(RDC) for a Selected Group of Functional Disorders, 2nd ed. 
New York, New York State Psychiatric Institute, Biometrics 
Research, 1975 i 

Meltzer HY, Fang VS: The effect of neuroleptics on serum pro- 


1554 


«30. 


31. 


32, 


33. 


34. 


35. 


36. 


37. 


38. 


39, 


40. 


41. 


42. 


43. 


44. 


45. 


46. 


47. 


48. 


49. 


50. 


51. 


Am J Psychiatry 136:12, Decembr B® . 


- QM 


lactin in schizophrenic patients. Arch Gen Psychiatfy 33:279- 
86, 1976 * X 


Qvetall JE, Gorham DR: Brief Psychiatric Rating Scale. Pstessee! 


chol Rep 10:799-812, 1962 ` 


1 
Whitfield LR, Kaul PN, Clark ML: Chlorpromazine — ail 
lism. IX. Pharmacokinetics of chlorpromazine following oral 
administration in man. J Pharmacokinet Biopharm 6: 87-196, 
1978 
Meltzer HY, So R, Miller RJ, et al: Comparison of the effects of 
substituted benzamides and standard neuroleptics on the bind- 
ing of *H-spiroperidol in the rat pituitary and striatum. with in 
vivo effects on rat prolactin secretion. Life Sci 24:573-534, 1979 
Creese I, Schneider R, Snyder SH: *H-Spiroperidol labsls dopa- 
mine receptors in pituitary and brain. Eur J Pharmaco 46:377- 
381, 1977 
Andén N-E, Stock G: Effect of clozapine on the turnover of 
dopamine in the corpus striatum and in the limbic system. J 
Pharm Pharmacol 25:346-348, 1973 
Zivkovic B, Guidotti A, Revuelta A, et al: Effect of thicridazine, 
clozapine and other antipsychotics on the kinetic state cf tyro- 
sine hydroxylase and on the turnover rate of dopamine in stria- 
tum and nucleus accumbens. J Pharmacol Exp Ther 124:37-46, 
1975 
Stawarz RJ, Hill H, Robinson SE, et al: On the signiffcance of 
the increase in homovanillic acid (HVA) caused by antipsy- 
chotic drugs in corpus striatum and limbic forebrain Fsycho- 
pharmacologia (Berl) 43:125-130, 1975 
Bartholini G: Differential effect of neuroleptic drugs on dopa- 
mine turnover in the extrapyramidal and limbic syster J Pharm 
Pharmacol 28:429-433, 1976 
Waldmeier PC, Maitre L: On the relevance of prefe-ential in- 
creases of mesolimbic versus striatal dopamine turnover for the 
prediction of antipsychotic activity of psychotropic drugs. J 
Neurochem 27:587-597, 1976 
Wiesel FA, Sedvall G: Effect of antipsychotic drugs or. homo- 
vanillic acid levels in striatum and olfactory tubercle >f the rat. 
Eur J Pharmacol 30:264-267, 1975 
Wilk S, Watson E. Stanley ME: Differential sensitiv.ty of two 
dopaminergic structures in rat brain to haloperidol and to cloza- 
pine. J Pharmacol Exp Ther 195:265-270, 1975 
Bartholini G, Keller HH, Pletscher A: Drug-induced changes of 
dopamine turnover in striatum and limbic system of the rat. J 
Pharm Pharmacol 27:439-441, 1975 
Wilk S, Glick SD: Dopam:ne metabolism in the nucleus accum- 
bens: the effect of clozapine. Eur J Pharmacol 37:203-206, 1976 
Bartholini G, Haefely W, Jalfre M, et al: Effects of clozapine orf 
cerebral catecholaminergic neurone systems. Br J Pharmacol 
46:736-740, 1972 = 
Nair NPV, Lal S, Cervantes P, et al: Effect of clezapine on 
apomorphine-induced growth hormone secretion and serum 
prolactin concentration in schizophrenia. Neuropsyzhobiology 
5:136-142, 1979 
Libertun C, McCann SM: Blockade of the release of zonadotro- 
pins and prolactin by subcutaneous or intraventricular injection’ 
of atropine in male and female rats. Endocrinology 92:1714- 
1724, 1973 
Kambera IA, Mical RS, Porter JC: Effects of mektonin and 
serotonin on the release of FSH and prolactin. Encocrinology 
88:1288-1293, 1971 
Lu K-H, Meites J: Effect of serotonin precursors and melatonin 
on serum prolactin release in rats. Endocrinology 33:152-155, 
1973 
Rivier C, Vale W, Ling N, et al: Stimulation in vivo cf the secre- 
tion of prolactin and growth hormone by 8-endorphm, Endocri- 
nology 100:238-241, 1977 
Meltzer HY, Miller RJ, Fessler RG, et al: Effects of enkephalin 
analogues on prolactin release in the rat. Life Sci 2% 1931-1938, 
1978 
Rivier C, Vale W: Effect of GABA and histamine on PRL secre- 
tion. Endocrinology 101:506-511, 1977 : 
Schally AV, Redding TW, Arimura A, et al: Isolaticn of GABA 
from pig hypothalami and demonstration of its PIF activity in 


A ô : 


* 


tn 
P» 


m J Psychiatry 136:12, December 1979 


8 2 


tc 


vo and in vitro. Endocrinology 100:681-691, 19k 


. SiIbongvic M, Meltzer HY, Fang VS: The effect of GABA and 


muscimol on plasma prolactin in male rats. Fed Prog 37:555, 
1978; 


. Car LA, Conway PM, Voogt JL: Role of norepinephrine in the 


relzase of prolactin induced by suckling and lactation. Brain Res 
132:305-314, 1977 


34. Meltzer HY, Fessler RG, Fang VS: Effect of piperoxane on rat 


plasma prolactin. Communications in Psychopharmacology 
2:231-242, 1978 


. Lichtensteiger W, Keller PJ: Tubero-infundibular dopamine 


nemrons and the secretion of luteinizing hormone and prolactin: 


56, 


37. 


58. 





MELTZER, GOODE, SCHYVE, ET'A 
$ 


extrahypothalamic influences, interaction with cholinergic sys- : 


tems and the effect of urethane anesthesia. Brain Res 74:279- 
303, 1974 - à -` 
Haubrich DR, Wang PFL, Herman RL, et al: Acetylcholine 
synthesis in rat brain: dissimilar effects of clózapine and chlór- 
promazine. Life Sci 17:739-748, 1975 * 

Ruch W, Asper H, Bürki HR: Effect of clozapine on the metab- 
olism of serotonin in rat brian. Psychopharmacolozia (Berl) 
46:103-109, 1976 

Schyve P, Smithline F, Meltzer HY: Neuroleptic-induced pro- 
lactin elevation and breast cancer: an emerging clinical issue. 
Arch Gen Psychiatry 25:1291-1321, 1978 


1555 


ua 


: Am J Psychiatry 136:12, December 1 7^ 


` Predictors of Community Tenure of Discharged State Hospital Y 


= Patients 


BY ALICE BENÉ-KOCIEMBA, PAUL G. COTTON, M.D., AND ARLENE FRANK, 


Community treatment of formerly hospitalized 
patients is in need of evaluation. The authors 
evaluated an aftercare program by examining its 
effect on the amount of time spent in the community by 
patients discharged from a state mental hospital. They 
assessed the impact of specific intervention in the 
areas of housing, employment, finances, psychiatric 
treatment, medication, and leisure. They conclude 
that assistance during ihe transition from the hospital 
to the community prolonged community tenure, that 
intervention in the areas of housing, finances, and 
medication was especially important, and that 
treatment in the community increased the amount of 
time spent in the community during the first 6 months 
after discharge. 


THE JOINT COMMISSION on Mental Illness and Health 
(1) formulated the objectives of the community mental 
health movement in 1961. One of these objectives, 
deinstitutionalization, rests on the assumption that 
community care offers the potential for improved pa- 
tient care and a better quality of life for the hospital- 
ized mentally ill. The challenge of implementing this 
policy is how to devise a treatment strategy that simul- 
taneously respects the diverse needs of this patient 
population, appreciates the role inpatient treatment 
plays for these patients, and maximizes what the com- 
munity has to offer its mentally ill citizens by way of 
quality residential, social, and psychiatric services. 
The effort to evaluate this approach to treating 
former state hospital patients in their own commu- 
nities has raised the question of whether the patient 
actually benefits from community-based services. 
Lamb and Goertzel (2) pointed out that some attempts 
at community treatment merely shifted the back wards 
from state hospitals to communities. Kirk and Ther- 
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rien (3) exposed some ''myths" of the community 
mental health rationale and acknowledged that com- 
munity care could be as disabling and dehumanizing as 
institutional care. Bachmann (4) described a former 
patient's return to the community as beset by prob- 
lems of loneliness, boredom, and low self-estesm. 
These authors pointed to the problems inherent in dis- 
charging state hospital patients without assurance zhat 
adequate community services are available to meetthe 
diverse needs of the patient population. 

The efficacy of community inental health programs 
is further challenged by the rise in state hospital admis- 
sions and the concomitant increase in readmission 
rates during the past 10 years (5). Several studies Fave 
addressed themselves to the questions of which pa- 
tients are readmitted to state hospitals and what ef- 
fects the provision of aftercare services has had on tkis 
process. In a review of the literature Rosenblatt and 
Mayer (6) concluded that the number of previous acs- 
pitalizations was the most consistent factor in read- 
mission. This was corroborated by Fontana and 


Dowds (7), who identified the variable of past psychi- | 
. atric hospitalizations as the most potent predictcr of 


rehospitalization. Viesselman and associates (8) de- 
scribed the type of patient most likely to be readm:tted 
as having a diagnosis of alcoholism or schizophrenia. 
In a $-year follow-up study of male schizophrenic pa- 
tients Christensen (9) found that problems with medi- 


cation was the most important cause of readmissicrfe, o 


Franklin and associates (10) found that few leisure- 
time activities and more contact with the mental health 
center were factors that significantly influenced read- 
mission. 

Other investigators who have discussed the ro.e of 
aftercare services for this at-risk population have had 
conflicting results. In two separate studies, Anthony 
and Buell (11) and Winston and associates (12) found 
that former patients who received aftercare services 
had a lower rehospitalization rate. Raskin and Dyson 
(13) observed that a significant portion of their samole 
of schizophrenic patients remained uninvolved in af- 
tercare or were not in treatment at the time of their 
readmission. They added that the most frequent rza- 
son for the chronic schizophrenic patient to drop out 
of treatment was a feeling of hopelessness about per- 
sistent difficulties in his or her life. 

The studies that used readmission as a negative in- 
dicator of program success overlooked the importance 
of inpatient treatment for the chronically mental y if]. 
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In dk. extensive review of outcome studies Ejickson 
(14) poiifted out the limitations in defining, treatment 
failures in terms of rehospitalization. He cohcluded 
that cuality of community adjustment was the optimal 
meas Ire of program success. 

We assessed the impact of providing aftercare serv- 
ices to state hospital patients in terms of how long the 
patierts remained in the community. Although using 
community tenure narrows the focus of successful 
posthospital adjustment, it allows us to evaluate the 
fundamental presupposition of the community mental 
health movement—that community treatment is a vi- 
able alternative to institutional care and that it offers 
an increased potential for independence and self-ac- 
tualization. We evaluated an aftercare service charged 
with the care of newly discharged state hospital pa- 
tients in terms of the types of intervention it offered to 
its pat ents and its effect on the amount of time the 
patients spent in the community. Increased commu- 
nity tegure 1s a goal of the aftercare service because it 
IS a prerequisite of community adjustment. 


SETTING 


We examined a specific model of providing services 
to disckarged state hospital patients. We also tested 
the effectiveness of a care system that makes available 
compreaensive intervention in specific life manage- 
ment areas. The Ambulatory Community Service 
(ACS), the aftercare component of the Cambridge- 
Somerv.lle Mental Health and Retardation Center, 
stresses continuity of care in the provision of services: 
it is avaclable to patients while they are in the hospital 
as well as on their return to the community. 

Until the ACS was developed in July 1973, the Cam- 
bridge-Somerville Mental Health and Retardation 
Center had not assigned to any one component the 
task of addressing the needs of discharged state hospi- 
tal patiemts. To further complicate matters, the Cam- 
bridge-Somerville unit of Westboro State Hospital is 
35 miles away from the urban communities of Cam- 
bridge and Somerville. These factors contributed to 
the lack cf a working alliance between the hospital and 
community services and resulted in inadequate patient 
care. This lack of communication and coordination 
was exacerbated around issues of discharge. After dis- 
charge, patients were sometimes left at a bus stop on 
the nearby state highway without plans for housing, 
family supports, welfare services, or follow-up contact 
with the mental health center. It was in this setting that 
the ACS was mandated to develop a viable treatment 
alternative for state hospital patients. 


THE AMBULATORY COMMUNITY SERVICE 
‘The treatment strategy developed by the ACS to 


provide afiercare services to the state hospital popu- 
lation involves having ACS workers spend two full 
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days a week on the inpatient ynit of the state hospital. 
In this way the aftercare workers can fearn Sd rm: 
clinical condition of their patients, develop rel&tion- 
ships with the hospital staff responsible-for their care, 
and, most importantly, work with the patients to de- 
velop a thoughtful, comprehensive discharge plan. 
The components of the discharge plan are housing, 
employment, finances, psychiatric treatment, medica- 
tion, and leisure activities. Within each of these 6 life 
management areas, the patient and the ACS worker 
find the most reasonable option given the clinical stat- 
us of the patient and the availability of community re- 
sources. The process of finding the most reasonable 
choice might be based on agreement between the pa- 
tient and the worker or on the consensus of staff, fam- 
ily, and patient. Some of the options considered within 
each of these 6 life management areas zre as follows: 

Housing. The appropriateness and availability of 
boarding houses, halfway houses, or cooperative 
apartments are considered. Many patients da not have 
the option of living with family or friencs. 

Employment. -Each patient’s employment history 
and current vocational interests are reviewed. Refer- 
rals to the state agency responsible for rehabilitation 
services are evaluated. In addition, the worker ex- 
plores the possibility of volunteer positions with the 
patient. 

Finances. Applications to state and federal agencies 
for financial assistance are usually initiated in the hos- 
pital. The worker and the patient often discuss prob- 
lems in receiving benefits as well as issues in budgeting 
a limited income. 

Treatment. The ACS offers a variety of individual 
and group treatment modalities, including psvcho- 
drama, women's health and women's movement 
groups, and individual and family therapy. In addition, 
our workers maintain contact with each »atient after 
discharge from the hospital to coordinate the treat- 
ment plan. Our workers also make referrals to other 
treatment agencies. 

Medication. Each patient's medication is reviewed 
by ACS staff and by the community mental health cen- 
ter psychiatric staff when the patient is discharged and 
at regularly scheduled intervals. Patients are given 
medication in weekly medication groups, in individual 
meetings, or during home visits. 

Leisure. Recognizing the importance of leisure ac- 
tivities for patients who are often socially isolated, 
ACS workers encourage patients to attend two neigh- 
borhood-based drop-in centers staffed bv afiercare 
workers. In addition, our workers discuss participa- 
tion in various recreation and social groups with each 
patient. 

ACS involvement in these six life management areas 
begins while the patient is still in the hospital and in- 
tensifies at the time of discharge. Implementation of 
the discharge plan may require ACS assistarce in each 
of the 6 areas. Beyond establishing the patient in the 
community, the ACS worker acts as a treatment coor- 
dinator who continues to assess whether there are dif- 
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MMUNITY TENURE OF DISCHARGED PATIENTS 


‘ficulties ine any of the. life management areas. This 
ment may continue indefinitely; it is available to 

the patient whether he or she requires subsequent hos- 

pitalizations or remains in the community. 


METHOD 


Our sample was composed of 160 patients who were 
discharged from the Cambridge-Somerville unit at 
Westboro State Hospital and returned to the Cam- 
bridge-Somerville area during a 6-month period. Pa- 
tients who left the area, were transferred to another 
hospital, or returned to court after a court-ordered 
evaluation were excluded from the sample. 

Data on these 160 patients were gathered from two 
sources. The first was ACS records, from which we 
collected the following information: patient's sex, age, 
marital status, socioeconomic status, number of pre- 
vious admissions to the state hospital, length of last 
hospitalization, type of discharge (planned or un- 
planned), diagnosis at discharge, and length of stay im 
the community after discharge. 

Community tenure is defined as the length of contin- 
uous stay in the community from the date of discharge 
to the date of hospital readmission. The community 
tenure of each of the 160 patients was measured 6 and 
12 months after their discharge from the state hospital 
unit. 

The second source of information was a 30-minute 
interview with each patient's ACS worker during 
which the amount of ACS assistance that had been 
provided in each of the 6 life management areas was 
discussed. The assistance provided was categorized 
according to 3 phases of patient care: 1) inpatient plan- 
ning assistance (formulation of a discharge plan in the 
6 life management areas), 2) posthospital transition as- 
sistance (implementation of the discharge plan in the 6 
life management areas), and 3) continued community 
treatment (follow-up by the ACS in the 6 life manage- 
ment areas). | 

Within each of the 3 phases of care, ACS assistance 
in each of the 6 areas was correlated with community 
tenure to assess the impact of a specific kind of assist- 
ance at a particular time on the length of a patient's 
stay in the community. For example, we could deter- 
mine how assistance with housing during the transition 
phase influenced community tenure. We then summed 
the scores of ACS assistance within each life manage- 
ment area, regardless of phase, to obtain composite 
area variables. For example, we could determine 
whether assistance in the area of medication prolonged 
community tenure. Finally, we summed assistance 
within each phase of treatment by combining the 
scores of the 6 life management areas to obtain com- 
posite phase variables. Thus we could see how assist- 
ance in the inpatient phase affected community tenure. 

Community tenure was correlated with the 18 indi- 
vidual areas and phases of assistance, with the 6 com- 
posite area variables, and with the 3 composite phase 
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variables. ‘Since equivalent results were obi 
using the Pearson product moment and poiñt biSerial 
correlations, only the Pearson product moment corre- 
lations are presented. 

One issue is raised in scoring cortact by ACS wcrk- 
ers with patients whose discharge was not planned, 
who left the state hospital against medical advice. Ad- 
hering to an agreed discharge date was a necessary 
precondition for scoring ACS assistance in the in- 
patient planning assistance and transition assistance 
phases. Therefore, contact with patients who left the 
hospital without staff consent was scored only for 
community treatment. 


RESULTS 


The demographic characteristics and diagnoses of 
the patients in the sample are shown in table 1. Chi- 
square analysis indicated ihat the three diagnostic 
groups of schizophrenia, alcoholism, and other psychi- 
atric illness differed significantly on most of the vari- 
ables. Males were overrepresented among state hospi- 
tal patients with alcoholism (x^—24.4, p<.001). «fore 
patients with alcoholism left without a plannec dis- 
charge (y?=7.98, p<.02). Patients with schizophrenia 
or alcoholism had more previous state hospital admis- 
sions (x?=24.62, p«.001), and those with.schizophre- 
nia tended to have a longer inpatient stay than paztents 
with other diagnoses (x?—7.9, p<.10). 

The mean community tenure for the entire sample of 
patients was 5.1 months 6 months after discharge and 
9.2 months 12 months after discharge. Seventy-five 
percent of the sample were in the community at 6 
months, and 59% of the patients had not been rzad- 
mitted at.the end of the study period. 

Frequency of ACS assistance in each of the € life 
management areas during the 3 phases of treatment is 
presented in table 2. Eighty-one percent of the pat:ents 
were contacted in at least | area while they w2re in- 
patients; more than 75% had planning assistance with 
housing, finances, treatment, or medication. Ssventy 
percent received assistance in implementing their 
housing, financial, and medication plans during the 
transition phase. The majority of the sample (6422) re- 
ceived transition assistance in their treatment »lan as 
well. Leisure received only cursory attention during 
this phase: only 36% of the patients received. assist- 
ance with planned leisure activities. In the community 
treatment phase, there was a shift away from the most 
concrete of the 6 lire management areas toward the 
area of psychiatric treatment follow-up (6497. This 
was also the area in which more patients received ACS 
assistance regardless of the phase of patient care. 

Of the 6 individual life management areas, ACS as- 
sistance with housing and finances during the transi- 
tion phase of patient care prolonged community tenure 
6 and.12 months after discharge (for housing, at'6 
months r=.159, p<.05 and at 12 months r=.12z, n.s,; 
for finances, at 6 months r=.279, p<.001 aad at 12 
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TABLK 1 


Schizophrenia 

Characteristic (N64) 
Sex 

Numter of males 38 (60%) 

Numter of females 26 (40%) 
Age (years) 

Mean age 35 

Age rznge — 
Marital status 

Number single — 

Numbsr married — 

Number divorced — 

Number widowed ~ 
Sccioeccnomic status 

Number unemployed pe 

Number blue collar workers — 

Number white collar workers — 
Number >f previous hospitalizations 

0 22 (34%) 

] 5 (8%) 

2 12 (19%) 

3 13 (2096) 

e 5 (896) 

*ormore 7 (1196) 
Mean number of previous hospitalizations —- 
Length of last hospitalization 

Numbe- hospitalized less than 1 month 32 (52%) 

Numbe- hospitalized 1-2 months 10 (16%) 

Number hospitalized 2-6 months 8 (13%) 

Number hospitalized 6-12 months 5 (8%) 

Number hospitalized 1-5 years 3 (5%) 

Number hospitalized more than 5 years 4 (6%) 
Mean length of last hospitalization (months) 16+52.31 
Type of discharge 

Number planned 54 (84%) 

Number unplanned 10 (16%) 


phie Characteristics of 160 Patients nid frh a State Hospital, by Diagnosis 


ow 


- 


Alcoholism Other Psychiatric Total t 
(N=39) IlIness? (N=57) (N= 160) 
28 (75%) 14 (25%) &0 (50%) 
1t (25%) 43 (75%) £0 (50%) 

4] 38 37.6 
= = 16-83 
on aon 90 (56%) 
— z 18 (11%) 
m - 43 (27%) 
= _ 3 (6%) 
oo ied 99 (62%) 
= — 45 (28%) 
= = 16 (10%) 
12 (3195) 34 (59%) 68 (42%) 
JO (2692) 8 (14%) 22 (1496) 
3 (8%) 9 (16%) 24 (15%) 
6 (15%) 6 (1196) 25 (16%) 
1 (396) 0 6 (4%) 
7 (1896) 0 [4 (9%) 
E — 3.5 
29 (74%) 40 (70%) 101 (63%) 
0 10 (1896) 20 (13%) 
7 (18%) 0 15 (9%) 
2 (5%) 0 7 (4%) 
1 (395) 5 (996) 9 (696) 
0 2 (4%) 6 (4%) 
3:: 13.41 8::22.73 137 (8696) 
29 (74%) 54 (95%) 23114970) 
10 (26%) 3 (596) 


"Inchides acute psychotic episode, affective disorder, character disorder, and organic brain syndrome. 


"This information was unavailable for 2 patients with schizophrenia. 


months r=.223, p«.01). ACS aftercare involvement in 
housing, finances, and medication were the 3 com- 


S »fosite area variables that significantly influenced com- 


munity tenure at both 6 and 12 months after discharge 
(for housing, at 6 months r=.136, p<.05 and at 12 
months r=.136, p<.05; for finances, at 6 months 
r=.259, p«.001 and at 12 months r=.263, p<.01; for 
medication, at 6 months r=.199, p«.0] and at 12 
months r=.167, p<.05). The composite phase variable 
of transition assistance significantly influenced com- 
munity tenure at both 6 and 12 months (r=.249, p<.01 
and r=.1/6, p«.05, respectively), but the composite 
phase variable of community treatment reached signif- 
icance orly at 6 months (r=.156, p<.05). 

As shown in table 1, the patients in the three diag- 
nostic categories of schizophrenia, alcoholism, and 
other psychiatric illness had different demographic 
profiles. ~or the patients with schizophrenia, transi- 
tion assistance in the areas of housing (r=.418, 
p<.001), finances (r=.511, p«.0D, and medication 
(r7.463, p«.01) prolonged community tenure 6 and 12 
mon-hs after discharge. Transition assistance with 
housing (7.446, p<.05) also increased community 


tenure for patients with alcoholism 6 and 12 months 
after discharge. For the patients with other psychiatric 
diagnoses, ACS intervention did not influeace commu- 
nity tenure. However, some demographic variables af- 
fected the community tenure of this diagnostic group 
as well as of the sample as a whole. 

Two demographic variables influenced the commu- 
nity tenure of the entire patient population. During the 
first 6 months in the community, the female patients 
had a longer community tenure (r=.146, p<.05). When 
community tenure was assessed at 12 months, the 
number of previous hospitalizations affected commu- 
nity tenure, i.e., the more previous hospitalizations, 
the shorter the community tenure (r=.161, p«.05). 
The latter finding is also true of the patients in the 
"other" diagnostic category. 

The individual and composite area and phase vari- 
ables for the group of patients whose discharge was 
not planned (N=23) were analyzed separately to as- 
certain what influenced their community tenure. For 
these patients the individual area variable cf psychiat- 
ric treatment follow-up prolonged their community 
tenure for 6 months (r=.414, p<.05). This was the only 
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Frequency of Cohtact of 154 Former State Mental Hospital Patients with Ambliatgry Community Service R 

" a i Housing Employment Finances Treatment Medication __ ‘Leisure 
Phase of Patient Care — N % _N % N % N % N % N % 
Inpatient planning 115 75 101 66 117 76 125 81 116 75 76. 49 
Transition assistance 107 69 89 58 107 69 99 64 104 68 56 36 
Community treatment 75 49. 61 40 65 42 98 64 81 53 77 50 
Composite 297 64 251 55 289 62 322 70 301 65 209 45 


variable that had an effect on the community tenure of 
the group whose discharge was unplanned. 


DISCUSSION 


. As our results indicate, assistance in the transition 


from the hospital to the community is a crucial support 


of community tenure. Comprehensive assistance im- 
mediately after discharge prolonged the community 
tenure of the patients studied by helping to meet their 
life management needs in the community. The transi- 
tion work of the ACS recognizes that the community 
can be an isolating and chaotic experience for the pa- 
tient. Our findings strongly support the importance of 
assistance during the transition phase, which is crucial 
because it acknowledges the patient's vulnerability in 
leaving a secure care system (the state hospital). Inter- 
vention during this time can help support the patient in 
the community until new attachments are formed. 

Of the 6 life management areas, the concrete needs 
of housing and finances were of singular importance in 
prolonging the community tenure of our state hospital 
patients. Tenure in the community, at minimum, re- 
quires a place to live and some money to live on. 

Inpatient planning had no direct effect on commu- 
nity tenure, but assistance in the transition phase 
could not occur without it. The relationship between 
the ACS worker and the patient was established during 
the inpatient phase. The hospital work of the ACS had 
other benefits as well. Since every effort was made to 
engage the inpatient with all the ACS has to offer, the 
problem of referral to an unknown caregiver was mini- 
mized. Plans for community services were started in 
the hospital, and they involved the patient early in 
treatment by focusing the inpatient stay on return to 
the community. With the trend toward shorter in- 
patient stays, the importance of the hospital work of 
the ACS was further increased. 

Continued community treatment promoted commu- 
nity tenure for 6 months, but its impact diminished af- 
ter that. However, the maintenance of the relationship 
between the patient and the ACS worker during this 
time had benefits to the patients beyond keeping them 
out of the hospital. Although providing continued 
community care did not necessarily negate the period- 
ic need for hospitalization, when rehospitalization was 
necessary the message was clear that the ACS was 
available to the patient in or out of the hospital. 
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This study confirms one finding reported by others: 
the more a patient has been hospitalized in the past, 
the more likely he or she is to be hospitalized in the 
future. What is striking about our finding is the appear- 
ance of previous hospitalizations as a factor during the 
latter 6 months of the study period. The pull of return- 
ing to the hospital seems to build up gradually during 
the first year out of the hospital. Until the community 
can fulfill the role of “home” to patients who have 
hardly known another besides the hospital, this phe- 
nomenon is likely to continue. it is clear that a large 
portion of state hospital patients have had long his- 
tories of inpatient care. Aftercare services therefore 
need to be tied to the inpatient unit as well as to the 
community. 


CONCLUSIONS 


Most of the discharged state hospital patients we 
studied were single, unemployed, had major psychiat- 
ric illnesses, and had been hospitalized an average of 
three times. Aftercare assistance during the transition 
from the hospital to the community was crucial to in- 
creased community tenure for this population. Of the 
specific life management needs of these patients, inter- 
vention in the areas of housing, finances, and medica- 
tion was singularly important in prolonging their stay 
in the community. Continued community treetme 
was effective in influencing the community tenure for 
state hospital patients during the first 6 months after 
discharge. i 

If the objective of the community mental health 


movement is to maximize the community care for the - 


state hospital patient, the needs of this patient popu- 
lation demand the provision oi concrete, comprehen- 
sive community services by the aftercare agencies that 
subscribe to this objective. Quality patient care for 
former state hospital patients requires attention to 
their needs as inpatients while developing their poten- 


tial for self-care. Increasing the tenure of state hospital 


patients in the community offers, at minimum, the po- 
tential for greater independence and improved cuality 
of life. 
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` -Ethnie Density and Psychiatric 
Minority Status 


BY JUDITH GODWIN RABKIN, PH.D. . 





The relationship between ethnic density (the relative 
size of a given ethnic group in a multi-ethnic 
neighborhood) and risk for psychiatric hospitalization 
was explored for black, white, and Puerto Rican 
residents of New York City's 338 health areas. The 
author found that the smaller the ethnic group, the 
higher its hospitalization rate in comparison to both 
the rate of other residents in the same area and that of 
members of the same ethnic group living in areas 
where they constituted a numerical majority. Analysis 
of sociodemographic variables showed that the effect 
of ethnic density on risk for psychiatric hospitalization 
cannot be accounted for by differences in poverty, 
family cohesiveness, or population mobility. 


THE OBJECT of this study was to evaluate competing 
hypotheses, derived from separate bodies of research, 
regarding the effects of ethnic density on the risk of 
psychiatric hospitalization within delineated neighbor- 
hoods. The term “ethnic density" ' refers to the relative 
size of ethnic groups in areas that are occupied by 
members of more than one group. The basic question 
Is whether the densitv of an ethnic group in a given 
area is related to that group's psychiatric hospital- 
ization rates. Hospitalization rates of ethnic groups of 
different density within the same neighborhood are 
compared, as are hospitalization rates of members of 
the same ethnic groups living in different neighbor- 
hoods in which they constitute either a minority or ma- 
jority. 

After years of study it is generally agreed that psy- 
chiatric disorders are not distributed randomly in pop- 
ulations but tend to cluster within definable subgroups. 
One of the major dimensions associated with varia- 
tions in incidence, prevalence, type, and treatment 
patterns of mental illness is ethnicity, a term used gen- 
erally to refer to racial or national groups. Over the 
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past 130 years, clear-cut racial differences almost al- 
ways have been found in analyses of treated p-eva- 
lence rates. In general, investigators who hav2 re- 
viewed the literature have concluded, based on studies 
of hospital admissions and hospital census data. that 
prevalence rates for major mental disorders are swnifi- 
cantly higher among blacks than whites (1-4; -eier- 
ences | and 4 review and summarize the major enu- 
meration studies). This racial disparity has been sspe- 
cially conspicuous in public inpatient psychiatric 
facilities. Far less extensive studies of first- and sec- 
ond-generation Puerto Ricans in New York Cit» also 
suggest disproportionately high rates of psycListric 
hospitalization (5-7). This is true, more generally, for 
almost all recently arrived immigrant groups. 

In view of the findings regarding ethnic différences 
in incidence and prevalence rates of psychiatric dis- 
order, one might reasonably expect these differences 
to appear on an area or aggregate basis as well. For 
example, one would expect that the larger the black 
population in a given area, the higher the overzll rate 
of psychiatric hospitalization for that area. One might 
also anticipate that as the percentage of whites in a 
given area increased. hospitalization rates world de- 
crease for the area as a whole. Further, whites would 
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be expected to have lower rates than blacks in the. 


same area, regardless of the relative size of tkeir re- 
spective ethnic groups. One would not expect dif- 
ferences between whites living in predominantly wh? 
áreas and whites living in largely nonwhite arzas, or 
between blacks living in areas of different ethnac den- 
sity. 

The foregoing hypotheses are drawn from studies 
exclusively concerned with ethnic differences m men- 
tal illness and involve extrapolations from o»serva- 
tions based on patient records and surveys to tke com- 
munity or aggregate level. Alternatively, if an ecologic 
perspective were adopted, different hypothesez would 
be generated regarding ethnicity, ethnic densKy, and 
psychiatric disorder in communities. This model fo- 
cuses not only on the predictive utility of individual 
variables but also on the interaction between individ- 
ual and contextual variables. 

A relevant body of ecological research, conducted 
over the past 40 years, concerns the relationship be- 
tween individual susceptibility and exposure io envi- 
ronmend?al stressors in the generation and onset of dis- 
ease. The joint presence of vulnerability and stressful 
experiences has been found to be associated with {he 
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onset of a wide range of medical and psychigtrie dis- 
orders. (8).* In stress research, group membe hib and 


“social position in one's community have emerged ås 


significant factors that mediate the impact of stressful 
experiences on those who are exposed. Cassel (9), 
Caplan (10), and Mechanic (11) have observed inde- 
penden-ly that stress may be reduced for those who 
are effectively embedded in social networks or support 
systems. Conversely, social isolation or marginal so- 
cial membership serve as risk factors, magnifying the 
impact of social change or life events and thereby en- 
hancing the probability of illness onset. 

Marginal social membership may take the form of 
belongirg to a group that forms a numerical minority in 
a given neighborhood. In several studies, the sheer 
size of a given group relative to others has proved to 
be related to psychiatric hospitalization rates. As the 
density of an ethnic group decreases in a given area, 
rates of diagnosed mental illness within that group in- 
crease (12-18 and footnote 1). 

Most of these findings were ad hoc and unantici- 
pated; some were the converse of predicted results. 
The only study designed to explore directly the psychi- 
atric implications of fit or match between individual 
and neigiborhood characteristics was conducted by 
Wechsle: and Pugh (19). They examined similarities 
and differences in age, marital status, birthplace, and 
occupaticn, but not ethnicity. They hypothesized and 
demonstrated that people with a particular personal 
character. stic living in a community where that char- 
acteristic was uncommon had higher rates of psychiat- 
ric hospitalization than those who resembled the ma- 
jority of tneir neighbors. 

Based on these ad hoc findings regarding ethnic den- 
sity and psychiatric hospitalization and on Wechsler 
and Pugh's work on individual and community fit, a set 
of hypotheses can be generated that differ from those 


, based solely on studies of ethnic patterns of illness re- 


Paid 
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viewed atove. Within the framework of the stress 
nfodel. one would expect that small minorities in any 
communitv, independent of ethnicity as such, are 
more vulnerable to stressors and/or have fewer re- 
sources to facilitate community maintenance, thus en- 
hancing the probability of psychiatric hospitalization. 
One would then predict higher hospitalization rates for 
whites in a predominantly black area than for whites in 
areas where they constitute a majority. Also, one 
would expect whites in predominantly black areas to 
have higher rates than black residents in the same 
areas. Parallel hypotheses would apply to blacks or 
other ethnic groups constituting numerical minorities 
within defined areas. 

The present study was designed to explore the ef- 
fects of ethnic density on admission rates to state hos- 
pitals and :o test competing hypotheses generated 


'Weinstein A, Hanley A, Strode R: Services to the mentally dis- 
abled of the Metropolitan Hospital Community Mental Health Cen- 
ter«catchment area in New York City, December 1972 (mimeo- 


graphed). 
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from separate bodies of research. My majorobjective pt 


was to compare psychiatric admission rates for.three . 


of the major ethnic groups in New York City —blacks, 
whites, and Puerto Ricans— in relation tc'variations in 
size of their respective ethnic groups within delineated 
geographic areas. An ancillary goal was to see whether 
ethnic density is associated with admission rates when 
other variables such as poverty are controlled. 


METHOD 


The initial unit of study used to define levels of eth- 
nic density within circumscribed urban areas was 
"health area," an administrative unit used in New 
York City for record-keeping purposes. Each health 
area includes, on the average, 6 adjacent census tracts, 
and in 1970 the average area population was about 
23,000. 

Health areas were classified in terms of the propor- 
tional sizes of their component ethnic groups. A sepa- 
rate sort was done for each of the three ethnic groups. 
For each sort, health areas were grouped into three 
levels of ethnic density: clear-cut majority, mixed, and 
clear-cut minority. For example, health areas in which 
blacks constituted less than 20% of the population 
were sorted as "minority black." Areas wherein 
blacks constituted 2096-7996 of the population were 


placed in the ^" mixed" category, and areas with more. 


than 79% black residents were grouped in the *‘major- 
ity" category. À similar sort with the same cut-off 
points was conducted for whites. However, since no 
health area in New York City had more than 65% 
Puerto Rican residents in 1970, the ethric density 
classifications for Puerto Ricans were less than 20%, 
2096-5096, and more than 50%. 

Once the health areas were classified, data on their 
residents were pooled across health areas within each 
density category. For example, all black psychiatric 
admissions in health areas with less than 20% black 
residents were added together to form a rate numer- 
ator, with total number of black residents in these 
areas as the denominator. These figures were then 
used to compute a single admission rate for black resi- 
dents living in neighborhoods where blacks make up 
less than 20% of the population. Similar aggregations 
were made for nonblacks (whites, Puerto Ricans, and 
others) in the same subset of health areas, and major- 
ity and minority hospitalization rates within areas 
were then compared. Equivalent computations were 
made for the other levels of ethnic density, so that var- 
iations in hospitalization rates could be studied in rela- 
tion to density. Parallel rates were cbtained for pooled 
populations within subsets of health areas for whites 
and for Puerto Ricans. : 

The size of ethnic groups within areas was ob:ained 
from the 1970 census. Hospitalization rates were 
based on all admissions to New York State psychiatric 
facilities for the 3-year period from 1969 to 1971. The 
average of these 3 years was used to enhance the relia- 
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bility of fates. Analyses were also conducted for first 
admissions and readmissions. The resulting patterns 
were the same as those obtained for total admissions, 
‘so they are not presented separately. 

In this manner, three separate sets of ethnic classifi- 
cations of each of the 338 health areas of New York 
City were generated, one set for each ethnic group 
studied. Differences in rates between ethnic groups in 
the same type of neighborhood and within ethnic 
groups In areas of different density were measured and 
tested for statistical significance by chi-square analy- 
sis. 


RESULTS 
White Ethnic Density Analysis 


In New York City in 1970, 72 health areas had resi- 
dent populations in which whites constituted less than 
20% of the total population. There were 88 “mixed” 
health areas, i.e., 20%-79% white, and 178 areas in 
which 80% of the residents were white. 

As table 1 shows, the hospitalization rates for white 
residents vary inversely with white ethnic density. The 
rate is more than four times higher in white minority 
than white majority areas. These differences are statis- 
tically significant (p«.001), as are all others obtained 
in this analysis. Admission rates of nonwhite residents 
(black, Puerto Rican, and other) also increase as the 
proportion of nonwhite residents decreases. (Non- 
white here is a label of convenience; most Puerto Ri- 
cans are in fact classified as white when only white- 
black classifications are used.) 


Black Ethnic Density Analysis 


The analysis by black ethnic density revealed 218 
black minority areas (less than 20% black), 94 mixed 
areas (20%-79% black), and 26 black majority areas. 

As shown in table 2, the black hospitalization rate in 
black majority areas was less than half that seen in 
black minority areas. The hospitalization rate for non- 
blacks (whites, Puerto Ricans, and others) was lowest 
in minority black areas and more than quadrupled in 
black majority areas. All of these differences are statis- 
tically significant (p«.001). 

In summary, both blacks and nonblacks had higher 
hospitalization rates in areas. where they constituted a 
distinct minority and lower rates in majority areas. 


Puerto Rican Density Analysis 


There were 258 health areas with fewer than 2046 
Puerto Rican residents, 68 mixed health areas (20%- 
50% Puerto Rican), and 12 areas with 5196-6596 Puerto 
Rican. Nine of the 12 health areas that were pre- 
dominantly Puerto Rican were in the South Bronx, 2 
were in East Harlem, and the other was in Browns- 
ville. In all but the last, most of the other residents 
were black. 
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TABLE 1 Í " 
Psychiatrid Admission Rates by White Ethnic Density? ' ‘ 
E Area Percentage White 
<20% 2095-7996 Z=8% 
Item (N =72) (N =88) (N =178) 
White residents 
Admissions 721 2,772 | 5421 
Number of residents 122,671 1,001,892 . 4,145 971 
Admission rate 5.9 2.77 — - 4.3 
Nonwhite residents 
Admissions 4,849 3,314 1,837 
Number ofresidents — 1,340,767 968 ,086 301,798 
Admission rate 3.62 3.42 6.1 
*Per 1,000 population. 
TABLE 2 
Psychiatric Admission Rates by Black Ethnic Density? 
Area Percentage Black 
<20% 20%-79% =80% 
Item (N=218) (N=94) (4-26) 
Black residents 
Admissions 1.909 3,065 1,864 
Number of residents 210.606 890,654 571,596 
Admission rate 9.1 3.4 3.6 
Nonblack residents 
Admissions 8,096 3,599 39] 
Number of residents 5,002,195 1,203,280 52.854 
Admission rate 1.6 2.9 7.4 


?Per 1,000 population. 


TABLE 3 
Psychiatric Admission Rates by Puerto Rican Ethnic Density? 


Area Percentage Puerto Rican u 


<20% 2095-5096 25096 
Item (N=258) (N =68) (N=12)_ 
Puerto Rican residents l 
Admissions 965 1,232 443 
Number of residents 234,485 465,321 131,60 
` Admission rate 4 4.1 2.8 3.4 
Non-Puerto Ricans | 
Admissions 12,425 3,378 480 
Number of residents 6,003,128 965,375 102,275 
Admission rate 2.1 3.5 4.7 


*Per 1,000 population. 


The hospitalization rate for Puerto Ricans vas high- 
er in low-density areas than in majority reighbor- 
hoods, as shown in table 3. While this differerce is sta- 


tistically significant (p«.01), it is somewha- smaller | 


than differences found for blacks and whites (see ta- 
bles 1 and 2). Perhaps this results in part from the fact 
that there are no areas where Puerto Ricans constitute 
more than a two-thirds majority, while some areas 
were more than 99% black or 99% white. 

The hospitalization rate for non-Puerto R cans was 
more than twice as high in Puerto Rican majcrity areas 
as in Puerto Rican minority. areas. Hosp.talization 


rates for non-Puerto Ricans in areas with a sizeqble 
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Puerto Rican minority (20%-50%) were intermediate 
between those in low-density and majority Pderfo Ri- 


¥can areas. : 


* 


Overall, Puerto Rican and non-Puerto Rican hospi- 
talization rates as a function of ethnic density reveal 
the same pattern as those for blacks and whites. Inde- 
pendent of ethnicity as such, minority groups in a giv- 
en area have hospitalization rates that are higher than 
those fcr the local majority as well as those for mem- 
bers of their own ethnic group in areas where that 
group constitutes a majority. 


Poverty and Family Status as Alternative 
Explanations 


It seemed that factors other than ethnic density 
might be partly or largely responsible for the patterns 
of hospitalization rates described above. The com- 
parative influence of such factors on these rates was 
evaluated in a series of multiple regression analyses. 
Variables selected for inclusion were meant to repre- 
sent socioeconomic status (percentage below poverty 
line, median family income, and rate of male unem- 
ploymen:), absence of family cohesiveness (percent- 
ages never married and living alone), and population 
mobility ‘percentage who have moved in past 2 years). 
Ethnic density was also included, so that a total of sev- 
en predictor variables was used. 

A separate analysis was conducted for each ethnic 
group. The predictor variables were the health area ag- 
gregate rr.easures for the ethnic group studied, and the 
outcome measure was the presence or absence of 
hospitalization. In the white analysis health area 
rates for median family income of white residents 
constituted one predictor variable. In each analysis, 
ethnic deasity was found to be significantly related to 
the probability of psychiatric hospitalization when the 
other variables were controlled. The seven predictor 
variables together accounted for 2196 of the variance 
in total psychiatric admission rates to state facilities 
ff blacks, 22% for whites, and 12% for Puerto Ricans. 
The variable of ethnic density taken alone also had pre- 
dictive power: for blacks, the variable ‘percent black” 
contributed 11.5% unique variance in predicting black 
admission rates. For whites 1.1% and for Puerto Ri- 
cans .2% unique variance was accounted for by the 
variable of ethnic density. To put it another way, a 
10% increase in the proportion of black residents in a 
given area was associated with a net decrease of 58 
black patients per 100,000 blacks. An increase of 1096 
in the proportion of white residents was associated 
with a net decrease of 23 white patients per 100,000 
whites. Fo: Puerto Ricans, a comparable increase was 
associated with 16 fewer patients. The ethnic density 
effect is evidently most powerful for blacks, but it 
makes a difference, even when other social variables 
are contro.led, for all three ethnic groups. In other 
words, the relationship between size of an ethnic group 
in ə given area and that group's hospitalization rate 
carior be accounted for by poverty, lack of family 
cohesivene 3s, or population mobility. 
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DISCUSSION . ? 
$ 

Risk for psycħiatric hospitalization A clearly in- 
creased by membership in a numerical ethnic minority, 
in a given urban area. This was observed separately 
for white, black, and Puerto Rican residents of New 
York City for first admissions, readmissions, and total 
admissions to state hospitals. Admission rates of eth- 
nic numerical minorities are higher not only than those 
of their ethnic counterparts in areas where they repre- 
sent a majority but also than those of their neighbors, 
even when factors such as financial and employment 
status are controlled. 

These data suggest that the ecological approach is 
more useful in predicting psychiatric hcspitalization 
rates of different population subgroups than is the use 
of single variables such as ethnicity. However, there 
are several issues that require consideration, and fur- 
ther work is indicated in order to identify contributing 
causal factors. 

Among the variables that may contribute te the ef- 
fect of ethnic density are exposure to stressful events, 
avallability of social buffers or other shields which 
modify the impact of such exposure, personal and so- 
cial resources, self-selective mobility of residents, age 
structure, and community response to disturbed and 
disturbing behavior. It is not clear whether the hazards 
of ethnic "scarcity" are related primarily to increased 
exposure to stressors, such as feelings of being alien, 
unsafe, and insecure, or to decreased support in times 
of difficulty, such as limited availability of sympathet- 
ic, understanding, and helpful compatriots. There may 
also be heightened pressures for assimilation on small 
ethnic groups, as Murphy (16) has suggested. 

Community variations in prevailing attitudes, be- 
liefs, and values may also be significant. We know that 
communities vary in their attitudes toward seeking 
help for psychiatric problems (20), their propensities 
to label deviant behavior as mental illness, the level of 
stigma associated with the mental illness label, and ac- 
cess to care. Do such community factors apply dif- 
ferentially to ethnic minorities? For example, are 
blacks who behave disruptively more likelv to be ar- 
rested in predominantly black communities and to be 
hospitalized in white communities? Are blacks in 
largely white areas more disposed to seek early treat- 
ment because there is less stigma attached to help- 
seeking in such communities, more accurate identifi- 
cation of problems, or greater access to psychiatric fa- 
cilities? Have members of numerically small ethnic 
groups in a given area chosen to venture into new” 
and more attractive territory, or have they been left 
behind by more socially competent or younger ethnic 
brethren? If self-selected, are such people psychologi- 
cally different from those who choose to live or must 
remain in areas of high density? Questions such as 
these warrant further study before one can interpret 
higher minority rates of psychiatric hospitalization as 
evidence of higher incidence or prevalence of mental 
illness. 
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BY SAMUEL G. SIRIS, M.D., JOHN P. DOCHERTY, M.D., AND THOMAS H. MCGLASHAN, M.D. 


The avthors observed that many psychotic patients on 
a clinicallresearch ward incorporated various aspects 
of research organization into their own evolving 
intrapsychic structures. This process had either 
beneficial or deleterious clinical effects, depending on 
the attributes of the research and the specific mental 
functions to which these attributes became attached. 
The observations resulted in the development of a set 
of reconmendations for maximizing the therapeutic 
usefulness of this phenomenon and minimizing its 
countertherapeutic drawbacks. 


ALTHO JGH IT is widely recognized that conducting re- 
search often exerts a significant influence on the clini- 
cal course of psychiatric patients, there is dis- 
agreement about the mechanism of this influence and 
whether it tends to be helpful or harmful (1-5). Con- 
sequent.y we reviewed our experience with psychotic 
patients hospitalized on a biologically oriented 12-bed 
acute schizophrenia research unit in an attempt to 
learn more about the nature of the clinical impact of 
research. Our observations led to the development of a 
framewcrk that proved useful in conceptualizing the 
effects o7 the research on patients’ thinking and behav- 
ior and that provided a rational basis for designing the 
implementation of research so as to maximize its ther- 
apeutic usefulness and minimize its countertherapeu- 
tic drawbacks. This framework would also apply to 
other tasks, such as education, which often need to 
e incorporated into the clinical psychiatric setting. 


CONCEPTUAL FRAMEWORK 


The mental reintegration of disorganized psychotic 
patients has, in general, been noted to be susceptible 
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to molding influences exerted by organized operational 
structures in the external environment (6, 7). More 
particularly, we observed that patients adopt aspects 
of these external structures as templates for segments 
of their own evolving psychic functioning. Research 
structures, by virtue of their many stable: and repeti- 
tive properties, were especially well-suited for this 
type of internalization and were therefore frequently 
used by patients as models for psychic restructuring. 
Specifically, patients were noted to internalize consis- 
tent research experiences into several of the areas of 
mental operations widely referred to as ego functions 
(8). These interrelated functions included 1) per- 
ception and organization of internal psychological 
events, 2) reality testing cf external events, 3) object 
constancy and differentiation, 4) judgment, £) capacity 
for adaptation, 6) mastery of impulses, and 7) capacity 
for delay. Similarly, the research organization exerted 
a prominent impact on those regulatory operations 
usually subsumed under the heading of superego func- 
tions. Clinical examples drawn from these eight areas 
will be described below. 


Perception and Organization of Internal 
Psychological Events 


Subjective experience is one of the central factors 
that psychiatric research addresses. In responding to 
research rating scales, a patient not only learns to give 
the investigator data but also may learn better to de- 
fine and express affective and ideational states for him- 
self. This outcome is more likely to occur if the investi- 
gator works actively with the patient to kelp the pa- 
tient clarify his or her responses and provides 
feedback to the patient regarding the perceptions on 
which conclusions are based. For example, one 18- 
year-old male patient with brittle, obsessional de- 
fenses learned to identify subjective feelings of ten- 
sion, irritability, and guilt and discovered that his ex- 
perience of these three feelings simultaneously strong- 
ly correlated with his being perceived as angry. This 
experience served as a useful bridge toward his in- 
tegrating these differentiated components into the rec- 
ognition of still another important emotional response 


(9). 
Reality Testing of External Events 


The simple, concrete nature of many tasks that ac- 
company research may provide substantial s apport for 
the patient's reality testing. For instance, a urine spec- 
imen is either collected or it is not, and the response a 
patient gets about missed specimens is usually very di- 
rect and specific. Similarly, repeated clear ex- 
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7 planations'about the research procedures and ration- 


. ales can, suppbrt reality testing. Most research lends 


itself particularly well to coherent explanation, since it 
is intentionally conceived and designed in a highly ra- 
tional manner. Following such explanations, patients 
who were quite disorganized in other spheres fre- 
quently asked surprisingly reasonable questions about 
the research. 

On the other hand, research may act to weaken real- 
ity testing by withholding important information from 
patients, as in the case of double-blind protocols. Fur- 
thermore, important research activities may take place 
in laboratories, libraries, or other locations removed 
from the patients’ observation. Such a state of affairs 
provides little opportunity for reality testing to impede 
the development of inaccurate fantasies, and we found 
frequent distortions concerning what was going on 
"behind the scenes” in the research. Reality testing 
can also be weakened when the researcher finds that a 
patient's distortions facilitate a research task. A clear 
example of this dynamic occurred in our setting when 
a paranoid man had the following delusions about two 
research procedures. He refused to sleep wearing 
EEG electrodes because he feared that they would 
“fry” his brain. On the other hand, he willingly coop- 
erated with a research lumbar puncture because he en- 
joyed the delusion that his spinal fluid would ultimate- 
ly be transformed into a falcon. He later explained that 
our failure to challenge the latter delusion vigorously, 
inasmuch as we had confronted the first one, confused 
him in his efforts to identify reality. 


Object Constancy and Differentiation 


During the course of mental development, each per- 
son acquires the capacity to represent objects from the 
external world within his or her mental apparatus (10). 
During psychosis, some (if not all) of these inter- 
nalized object representations can become frag- 
mented. Restitution of object representations may be 
facilitated by a stable and consistent environment dur- 
ing the recovery phase of psychosis (11). The repeti- 
tious aspects of research, therefore, may support re- 
evolving object definition and constancy. Redundant 
features frequently characterize both the essential and 
the trivial aspects of research. For example, when re- 
search questionnaires are administered repeatedly, not 
only is the intent of the questions always the same, but 
the wording is often identical, the order of the ques- 
tions consistent, and the questioner's intonation simi- 
lar. In many physical procedures, a variety of concrete 
perceptual cues are conducive to the formation of 
stable mental representations of the investigator, the 
research apparatus, and the research procedure. 

For any one patient, the constancy of the research is 
also supported by the same research interactions tak- 
ing place with other patients, an external repetition 
that patients may be able to view more objectively. 
Observing and participating in research are experi- 
ences that would be expected to foster self-other dif- 
ferentiation as well, because the observer, participant, 
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and reseaycher roles are so clearly delineated. None of 
the disbrghnized patients we treated made the mistzke 
of fhinking that he or she would be the one perform ng 
the spinal tap, for instance, although gross distortioas 
of role perception occurred in a number of non- 
research areas. 

À psychotic young woman with fragmented thinking 
provided a vivid example of how a seed crystal of self- 
definition can develop in a routine research structure. 
While she was racing about in an agitated fashion — 
bizarrely attired in a track suit and Indian headbend, 
alternately laughing, crying, and insulting o her 
people—a research doctor teld her that it was tim2 to 
have her blood drawn. She promptly stopped what she 
was doing and calmly accompanied him to the treat- 
ment room. She sat relaxed through the procedure en- 
gaging in polite conversation, only to return to her dis- 
organized, frantic behavior after it had been com- 
pleted. 


Judgment 


The process of informed consent, which accom- 
panies research protocols, has definite relevanca for 
the general function of judgment, i.e., anticipating 
consequences and making decisions on the basis of 
these predictions. It is to be acknowledged in this re- 
gard that there are definite pros and cons associated 
with research. For example, through research partici- 
pation a patient may receive a meticulous diagnostic 
evaluation, innovative or otherwise unobtamable 
treatment, a highly reliable assessment of whether a 
particular treatment is beneficial, and possibly ffe2 or 
reduced-fee treatment of a type that would otherwise 
be beyond the patient's financial means. On the other 
hand, there may be risks involved in a new treatment 
or discomfort or inconvenience with certain tests, and 
the duration of participation in a research program 
may be longer than standard treatment would require. 
To the extent that the researcher realistically iuzorms 
the patient about the consequences of the protocol and 
encourages the patient to dea] with this information ac- 
tively, logically, and in a manner consistent with his or 
her self-interests, the researcn strengthens tae pa- 
tient’s judgment. To the extent that the researcher 
does otherwise, the patient's judgment can be weak- 
ened. 


Capacity for Adaptation 


Research and researchers serve as models for identi- 
fication that may be either helpful or harmfu_ to the 
patient’s adaptive capacity. Depending on the model 
presented, they may foster either curiosity or a know- 
it-all attitude, flexible resourcefulness or routinized 
passivity, and a humane ordering of task prio-ities or 
narcissistic insensitivity. In the case of the man who 
believed that his spinal fluid would be turned into a 
falcon, the research team’s failure to dispute that no- 
tion was an example of noncritically taking the easy 
way out and placing a priority on expediency over aL 
cern for another person's psychological welfare. On 
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the ocher hand, another young man made a pọsitive 
identjfication with the adaptational cápaciles of re- 
search by deciding, on his own, to ‘‘research’’ at aslo- 
cal litrary what community resources might be avail- 
able to him after discharge. 

Voluntary informed consent may provide a model 
for méture, cooperative activity that enhances self-es- 
teem (12). However, researchers may destroy that 
model by valuing compliance above collaboration, 
thereby pressuring patients to develop habits of pas- 
sivity and discouraging their adaptive self-assertion. 
One female patient provided striking evidence of this 
dynamic. While preparing to comply with a research 
procedure, she briefly developed the delusion that she 
was nc longer in control of her own body—an abdica- 
tion of a most basic adaptive capacity. When research 
requires that relevant information be withheld from 
patients, for double-blind or other reasons, it may sub- 
tly encourage the development of an oblivious attitude 
that proves maladaptive when extrapolated to other 
situaticns. Similarly, the philosophy of establishing 
constraints through a written informed consent agree- 
ment may encourage the patient to do "what looks 
good in writing’’ mindlessly and uncritically. This situ- 
ation is illustrated by the case of a reasonably well- 
organized patient who unthinkingly ate forbidden 
chocolate ice cream from a vending machine because 
the machine had advertised vanilla. 


Mastery of Impulses 


Just zs primitive instinctual impulses are the ulti- 
mate soarce of psychic ‘energy’ that must be tamed 
within the individual psychic economy, research is of- 
ten an ultimate source of institutional power in the re- 
search rsychiatric setting. This similarity renders the 
research structure particularly susceptible to projec- 
tions that link it to attractive or frightening intra- 
psychic -epresentations which are both potent and ar- 
chaic. Tae tempting aspects of this similarity may be 
Minforced by relatively plush surroundings, expensive 
equipme at, services not generally available elsewhere, 
and low or no fees for treatment. One young female 
patient seemed to have such an idea in mind when she 
joked about ''signing her soul over to the Devil’ while 
signing research consent forms. Procedures involving 
any degree of pain were particularly likely to be a re- 
pository for projections involving primitive, fright- 
ening content. For example, a young woman sub- 
missively holding her arm still for a blood test sud- 
denly screamed, "Rape!" and "Murder!" at the top 
of her lungs. 

Insofar as they were visible, the structures which 
ensured taat research remained within responsible lim- 
its provided important models for patients’ own func- 
tion of impulse control. One adolescent's ruminations 
about whether or not it was ethically correct to exploit 
others for his own pleasure closely paralleled recent 
discussions on the ward regarding what research was 
jubtifiable However, whenever these controlling 
structures lacked visibility, it tended to foster the 
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emergence of pervasive group fantasies (which at — 


times included the staff) that primitive tnstinctual pre- 
dispositions Of One sort or another wel 
of running roughshod over everyone and everything. 


Capacity for Delay 


A related function with which research can interact 
is that of delay in the expression of drive impulses. For 
example, biological research often necessitates that a 
patient temporarily fast or stay on a limited diet. Delay 
of evacuation may be required, as for proper collection 
of urine samples. At times sexual pleasures must be 
postponed, as when a patient is not allowed an over- 
night pass because an EEG sleep recording is re- 
quired. In these situations research can provide a tem- 
plate for adaptive delay, fostering a sense of mastery 
over bodily functions. Such a capacity for delay in- 
creases both self-esteem and flexibility in a world that 
frequently requires postponement of gratification to 
achieve success. This is particularly true if the patient 
understands the delay in its larger, goal-directed con- 
text and is freed of the constraint as soon as it is no 
longer needed. However, if the research encourages 


. arbitrary, mechanical delay or. worse yet, abandon- 


ment of the wish to satisfy a drive, it predisposes to an 
apathetic adjustment in which the patient will passive- 
ly relinquish his or her quest for life's gratiications. 


Relationship with the Superego 


Psychic functions subsumed by the superego are 
closely linked with the two previously listed drive-reg- 
ulating functions. In psychotic states such as many of 
our patients were experiencing, the superego structure 
may collapse. During subsequent reintegration of the 
personality, superego reorganization mav parallel its 
original developmental course. During early develop- 
ment, the external environment provides the first lim- 
its on the behavior of young children and the first re- 
wards that regulate their self-esteem. During patients’ 
reorganization from psychosis, research is particularly 
likely to be cast in such a role as an external regulator 
because it realistically controls many events in a fun- 
damental way. As was the case with development, 
when the psychic apparatus introjects the authorizy of 
the external regulator, the superego beccmes opera- 
tional. 

Before this internalization occurs, concrete threats 
to the external limiting structures produce intense anx- 
lety because primitive internal forces are then felt to 
be at risk of going unchecked. Thus, for example, 
when one patient "got away with’ breaking the re- 
search rules willfully and consistently, several poorly 
reintegrated patients feared that the ward life would 
collapse into a vaguely conceived decadence. Specifi- 
cally, these patients indicated that if the researchers 
did not compel the first patient to follow the rules, they 
would be unable to cooperate with research proce- 
dures themselves. Simultaneously, they began to gen- 
erate situations in which the research staff would be 
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tempted te be coercive or punitive in enforcing re- 
search .procedtres. 

It was quite common for patients to'attempt to erect 
or perceive within the research structure a regulator 
for their own instinctual behavior. Patients sometimes 
viewed research procedures as punishment for real or 
fantasized crimes. For example, one young man, rue- 
fully anticipating a lumbar puncture, commented, ''I 
keep going over it again and again in my mind, trying 
to figure out what I did to deserve this." A less orga- 
nized woman undergoing a phlebotomy screamed, 


"Plunge it into me... I'm an adulteress. . . hurt me: 


99 


. I deserve it." Yet another young man, con- 
sciously wishing to be punished, repeatedly broke re- 
search rules concerning diet, urine collection, and so 
forth, hoping that the researchers would finally give 
him the terrible punishment he felt he deserved. 

In another common controlling and reward-regulat- 
ing theme, patients viewed the research as fault-find- 
ing and the researcher as intrusively critical. Examples 
of this occurred in connection with daily behavioral 
ratings when some patients complained bitterly that 
particular staff ratings were ''unfair," using the same 
tone of voice as a student who thought he or she 
should have gotten higher grades on a report card. 
Others complained that the research ‘‘follows us 
around wherever we go and makes notes of whatever 
we do,” as if nothing could escape its all-prevading 
eye. Fantasies arose about the uncanny omniscience 
of research. Such distortions were, of course, abetted 
bv the seemingly miraculous knowledge and tech- 
nology that science” has already developed and to 
which patients were exposed through their participa- 
tion in the research. For example, patients fantasized 
that during sleep EEGs the researchers could not only 
ascertain when a patient was dreaming, but could also 
discern the secret content of the dream. 

In addition, because research at times exercised 
veto power over pleasurable activities, it was vulner- 
able to portrayal as a regulator that was globally the 
"spoiler of good times.” For example, after being de- 
nied an overnight pass because of a sleep study, a pa- 
tient complained that the researchers were “a bunch 
of prudes just like my mother, who don't want me to 
have a normal sex life." As long as she persisted in 
such an externalization, this young woman was unable 
to appreciate the conflict within herself about the pro- 
priety of that particular relationship. A subsequent 
lack of constraints allowed her to recognize the harsh- 
ly restrictive nature of her own internalized standard 
and helped lay the groundwork for a usefully liberal- 
“zed reevaluation of her feelings and behavior. How- 
ever, in other cases the generally nonjudgmental atti- 
tudes within the research structure may have worked 
to various patients' detriment, contributing to their 
failure to contain maladaptive sexual and aggressive 
impulses. 

It is clear that the model of superego functioning 
which research presents, like the models of ego func- 
tioning it presents, can be either beneficial or dele- 
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terious depending on the patient, the situation, and -h2 
Sti tbe of the research itself. Research can serve 
as à model for a rational, humane, consistent superego 
that does not unduly interfere with pleasure or adep:- 
ive functioning, or it can serve as a model for a capri- 
cious, unforgiving superego that is intolerant of enj2v- 
ment and paralyzes initiative. 


RECOMMENDATIONS 


Based on the above considerations, we offer several 
recommendations for the implementation of research 
with psychotic patients. 

It is important that research be presented to patizrits 
in a highly realistic, nonmagical, and logical way. Hav- 
ing the research be predictably governed by reason 
furnishes a useful model for conceptualizing cther 
events in this context. A regular forum may be made 
available in which frank explanations of the research 
can be given and any questions answered (13). Such a 
forum can also provide a usable model for rea istic 
problem-solving and adaptive resourcefulness. Im ad- 
dition, conclusions drawn from ratings and question- 
naires should be explained to patients comprehensive- 
ly and concretely. The opportunity, afforded by re- 
search, to supply patients with accurate feedback 
about their external environment and their internal 
state should be fully exploited. Tours of laboratories 
and libraries can also be made available. Wher it is 
appropriate, patients can be shown how specimens are 
handled, data evaluated, and results prepared for pub- 
lication. In any area in which full disclosures canr.ot be 
made—for example, in the case of double-blinc pro- 
tocols—thorough explanation of the rationale for non- 
disclosure should be provided. Usually, full infòrma- 
tion can be given at a later date. 

In addition, a clear statement of research goals 
should be made at the outset of hospitalization. There- 
after, it should be presented expiicitly and without emt- 
barrassment when the staff's actions are based on re- 
search motivations and when actions are a refleczion of 
clinical considerations. This often requires speciel at- 
tention, since it is easy for one agenda to mask ar oth- 
er. For example, the staff should not fabricate a thera- 
peutic rationale for denying a patient a pass when the 
real reason to have the patient remain in the hoszital ts 
to obtain important behavioral ratings. In this regard, 
we found that it provided useful clarification for all 
passes to undergo research clearance first, before 
being considered clinically. Similarly, the roles cf pa- 
tients, research staff, and clinical staff should be clear- 
ly defined and adhered to. If one person functions in 
two roles (for example, both as researcher anc thera- 
pist), it should be specified which role pertains at any 
particular time. 

Finally, research constraints on the clinical task and 
clinical constraints on the research task should be ac- 
knowledged. The open resolution of conflictinz onde 
ities between these two enterprises can provid2 a use- 
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ful model of cooperation in the face of dlfferihg aims. 
To this'end, it is helpful for both the research aiid clinj- 
cal hierafchies to have stable administrative bounda- 
ries, with clearly visible chains of authority and re- 
sponsibility. This also reduces mystery and sets help- 
ful models of both leadership and followership. 
Furthermore, research limitations on patients' activi- 
ties should be logical, fully explained, and individ- 
ualized, just as clinical limitations are. Although such 
individualization requires more work, it demonstrates 
important flexibility and the capacity to differentiate 
between people and situations. 

In coaclusion, the psychiatric investigator who 
deals with psychotic patients should anticipate that 
many aspects of the research may well be adopted into 
the patieats' reintegrating psychic structures. It is cru- 
cial, therefore, that the research be so organized that it 
constantly presents features which will prove clinical- 
ly constructive if internalized. 
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' The Evolution of Modern Psychiatric Caretin Nigeria 


BY OLAYIWOLA A. ERINOSHO, PH.D. 


The author discusses the development of modern 
psychiatric care in Nigeria. There are two primary 
conceptual orientations among mental health workers 
in the country —the '"'non-culture bound” and the 
"culture-bound'' approaches to mental health care. 
The effectiveness of modern psychiatric care in this 
society might well depend on the extent to which 
commonly accepted notions of mental illness are 
accommodated by professional care agents. 


THE HISTORY of modern psychiatric care in Nigeria is 
rather sketchy. One reason for this is that researchers 
were and still are preoccupied with the interplay be- 
tween emerging Western-oriented psychiatric institu- 
tions and traditional healing techniques. There are two 
major traditional sources of care for the mentally ill in 
Nigeria—native healers and the syncretic churches. 

The work of native healers has been widely de- 
scribed in the literature (1-3). They specialize in the 
treatment of various ailments; some handle purely 
physical illnesses, while others treat psychiatric dis- 
orders. Healers who treat psychiatric illness have re- 
ceived both harsh and favorable treatment in various 
studies. They are often criticized for their emphasis on 
physical measures such as the use of chains or beating 
and for their inability to identify and treat organic dis- 
orders. On the other hand, the native healers have 
been commended for their use of some pharmacologi- 
cally active herbs such as rauwolfia and of symbolic 
rituals that constitute a form of psychotherapy. The 
latter appear to be most effective for psychoneurotic 
patients. 

The syncretic churches emerged as early as 1918, 
when their healing activities first appeared during the 
outbreak of influenza (4). Innumerable syncretic 
churches exist in Nigeria today. Some of them under- 
take spiritual healing only; others, however, combine 
traditional healing methods with the spiritual force of 
the Bible. The churches that rely on the spiritual force 
of the Bible are akin to those of the Christian Science 
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movement in the United States. Similar groups in oth- 
er societies have been studied in the past. Fcr ex- 
ample, Kiev (5) examined the psychotherapeutic as- 
pects of Pentecostal sects among West Indian immi- 
grants in England. 

Modern psychiatric care was only recentv in- 
troduced to Nigeria. The present discussion revolves 
around the history of modern psychiatric care .n Ni- 
geria, including the number of psychiatric fac_lities, 
the ideological orientation of psychiatric workers, past 
trends in mental health care in Nigeria, and the future 
of psychiatric care in the country. 


HISTORY OF PSYCHIATRIC CARE 


Custodial care for the mentally ill is not the product 
of British colonial rule per se. Traditional healers used 
a form of custodial care before contact with the West. 
Present-day healers in Nigeria still “admit” and treat 
psychiatric patients for several months in their respec- 
tive compounds or churches (1, 3). However, the mod- 
ern, Western-oriented psychiatric facilities are :he by- 
product of contacts with Europeans. The new mental 
health delivery system adopts an orientation aac spe- 
cific treatment modalities that differ markedly from 
traditional healing methods. Although the new acili- 
ties derived from Western-oriented mental hea th care 
are still limited in number, they are being expanded 
through large-scale governmert support. — 

Health care for mentaliy ill Nigerians throughout 
much of the twentieth century has been similar to the 
care given such disabled persons some centuries ago in 
Euro-American societies (6). Some mentally il people 
either drifted into towns as vagrant psychotic 1ndivid- 
uals or beggars or received care from assorted native 
healers (4). Others were locked up in prisons for crimi- 
nal offenses; only a few received care in asylums. 

The first asylum in Nigeria was opened in 1997 with 
48 patients. Asuni (7, 8) has observed that large asy- 
lums were then in vogue all over the world, hence the 
establishment: of Yaba Asylum. Treatment at Yaba 
consisted of drug therapy, as well as physical re- 
straints for aggressive and violent patients. This asy- 
lum relied on the services of medical health officers 
rather than psychiatrists. 

The determination of the British colonial govern- 
ment to improve mental health care led to the opening 
of Aro Mental Hospital near Abeokuta in 1€54. This 
100-bed facility is modeled after the psychiatric cen- 
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ters that were established long ago in Ehro-American 
societies. Facilities in the hospital include mpatient 
HR an occupational therapy center, an outpatient 
clinic, a pharmacy, chapel, laboratory, recreation 
room, treatment unit, and various residential houses 
for the staff members. The center also serves as a re- 
search and training facility for medical students and 
nurses. 

Modern psychiatric facilities were subsequently es- 
tablished in various other parts of the country. These 
facilities are either government-owned or affiliated 
with quasigovernmental bodies such as university 
teaching centers. They include the psychiatric centers 
affliated with the universities of Ibadan, Ife, Lagos, 
Berin, aad Ahmadu Bello University in Zaria. Others 
consist of Uselu Psychiatric Centre, Benin; Lantoro 
Instituticn, Abeokuta; Jericho Psychiatric Unit, and 
others w:thin general hospitals in various parts of the 
country. Boroffka's survey (9) of psychiatric centers 
and asylums in Nigeria revealed that asylums still exist 
within the various prisons in the country. 

A substantial number of the mentally ill still seek 
primary telp from assorted native healers despite the 
opening of modern psychiatric facilities (7, 10, 11). 
Available evidence suggests that care is voluntarily 
sought from traditional healers partly because of the 
inaccessitility of Western-oriented psychiatrists and 
mental health institutions, but largely because of pa- 
tients’ greater confidence in the healers than in the 
therapeutic skills offered in modern psychiatric cen- 
ters. 

Because many psychiatric patients were strongly 
disposed toward traditional healing methods and be- 
cause there were limited resources available to devel- 
op compreaensive psychiatric facilities, a community- 
oriented program based at Aro Mental Hospital was 
established many years ago (11). The rationale for this 
a program was a desire to establish a beneficial and ap- 
propriate environment in which African patients could 
be treated. The community village program was in- 
troduced as a therapeutic alternative to the Western- 
oriented custodial care system. An attempt was made 
to integrate traditional healing methods (through the 
participation of native healers in psychotherapy) and 
- Western-oriznted treatment modalities into the com- 
munity village program experiment. The community 
program, which initially involved a few villages within 
a short distance from Aro Mental Hospital, has now 
expanded inco other communities. The treatment cen- 
ter in the community village program is equipped with 
facilities for ECT, drug therapy, and a modified form 
of insulin therapy. At the time of this study only 25-30 
patients were receiving care in the main village of the 
program. It appears that lack of facilities, manpower, 
and funds constrained the scope of the program. 

Intensive care in the community program entails the 
active participation of kin and significant others. Lim- 
ited. supervision is undertaken by staff members. Hos- 
pital administrators sought and obtained the coopera- 
tion of chiefs, elders, and villagers at the inception of 
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TABLE 1 , 
Number of Cases Treated in the Outpatient Clinic of Fro Mentai Hospi- 
tal from January 1967 to December 19712 


Number of Cases 


Year Inpatient Outpatient 
1967 784 1,130 
1968 810 1,797 
1969 896 2,255 
1970 906 2,975 
197] 839 3,754 
Total 4,235 11,911 


“The figures represent cases, not individual patients; some patients may have 
reported for care more than once. 


. 


the program. Cooperation was facilitated because Aro 
villagers continue to derive some benefit from pa- 


tients" monthly rent, as well as from the provision of 


health and other facilities that Aro village previously 
lacked. Subsequent research undertaken to assess the 
impact of the community program on the villagers re- 
vealed that they continue to:give maximum coopera- 
tion and support to the village program (12). 

However, one survey (13) indicates that public atti- 
tudes toward the mentally ill may be changing. Ac- 
cording to Boroffka (4), symptoms reported by pa- 
tients might vary with socioeconomic status, back- 
ground, or exposure to modernizing influences. Asuni 
(13) has pointed out that nonliterate Nigerians tend to 
accommodate vagrant psychotic individuals much 
more readily than do those who are highly “‘modern’”’ 
and literate. 

Thus far there is no national case register for the 
mentally ill in the country. Except for Aro psychiatric 
centers, where crude data on the treated patient are 
readily available, many of the psychiatric units have 
not developed a comprehensive record-keeping sys- 
tem. The availability of such records would facilitate a 
review of incidence and prevalence data on mental ill- 
ness in Nigeria. Nevertheless, if we are to judge by 
evidence from Aro Mental Hospital (the largest and 
peraaps most modern custodial center), it seems that 
many patients are treated annually. For instance, table 
1 shows that between January 1967 and December 
1971, there were 4,235 inpatient cases and 11,911 out- 
patient cases at the center. 

In general, schizophrenia is the most frequently 
diagnosed illness in various psychiatric centers. More 
male than female patients are treated. 


PSYCHIATRIC MANPOWER 


There are 30-35 formally trained psychiatrists and 
perhaps close to 400 registered psychiatric nurses in 
Nigeria. Ademuwagun (14) estimated that 4% of the 
adult population in urban areas are medicine men. 
Many such medicine men probably treat psychiatric 
problems. 

Most psychiatrists and nurses received their training 
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PSYCHIATRIC CARE, IN NIGERIA 


+ in Englartd (8). The gavernment of Nigeria anticipates 


. that there will be 2 psychiatrists per qne.million people 


by 1985 (15). This projection clearly indicates that for- 
mally trained psychiatrists will be in short supply for 
many years. 

Asuni's assertion (8) that no definite school of psy- 
chiatry has emerged in Nigeria may be partly valid if 
the present trend to the country's mental health care is 
seen strictly within the context of the Western concep- 


= tion of therapeutic schools. While Asunt’s assertion 


may have been true in the past, it seems that currently 
at least two major conceptual orientations are crystal- 


. lizing among Nigerian psychiatrists. These orientations 


stress either non-culture-bound treatment or a culture- 
bound approach. The former approach clearly recog- 
nizes, but does not accept in toto, the overall impor- 
tance of traditional healing methods and the role of 
native healers. The second orientation emphasizes a 
convergence of healing methods through the Joint role 
of native healers and Western-oriented psychiatrists or 
treatment techniques in the therapeutic process. 

These two orientations have implications for the 
psychiatrist's handling of patients and their families. 
The treatment of members of the Yoruba ethnic group 
of Nigeria provides a good example of this. Yoruba 
people in general recognize and are familiar with the 
procedures of native healers in reaching a diagnosis of 
mental illness and with their use of herbs or symbolic 
rituals in therapy. For most patients and nonpatients, 
such treatment is seen to entail accepted rituals that 
are meant to placate or destroy diabolical spiritual 
forces. Group psychotherapy for Yoruba patients is 
dominated by patients’ verbalization of the evil forces 
that lie behind their illness (16). Physicians who share 
the non-culture-bound orientation tacitly recognize the 
importance of these rituals in individual psychothera- 
py but stop short of encouraging their patients to un- 
dertake them. In contrast, the culture-bound thera- 
pists not only acknowledge the role of the rituals and 
native healers, but effect their integration into the nor- 
mal therapeutic process: 


DISCUSSION 


The future of modern psychiatric care in Nigeria 
derives from past and present trends in the country's 
mental health program. Psychiatric patients tend to 
seek care from assorted traditional healers before their 
admission to modern psychiatric facilities. This is not 
necessarily indicative of the unavailability of general 
practitioners (although this is in fact the case in Nige- 
ria), but is also due to the world view of the patients 
and their significant others. Mental illness is seen as 
being rooted in evil machinations of the enemy, cos- 
mic forces, or excessive strain in interpersonal rela- 
tions (1, 17). It may be premature to suggest that in- 
creasing awareness of Western-oriented delivery sys- 
tems will lead many more psychiatric patients to seek 
immediate care either from general practitioners or 
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psychiatric dutpatient clinics. In fact, the present 


trend: itidicates that literate as well as 'nonliterate - 


people (if literacy is an index of modernization) seek” .- 


help from traditional healers prior to their admission to 
modern health or psychiatric facilities in Nigeria (11, 
16). One could suggest that modern mental health care 
ought to be juxtaposed with the world view of the 
people in this society largely because of patients’ con- 
fidence in and reliance on assorted healers to treat 
mental illness. 

A range of mental health delivery systems is avail- 
able in Nigeria. On the one hand are the traditional 
healers (the native healers and syncretic churches), 
and on the other are the Western-oriented delivery 
systems (custodial and community-oriented). These 
two broad systems of mental health care appear to 
both compete and overlap. Because of this trend, sub- 
stantive areas in policy making must be explored. It 
must be decided whether traditional healers are to be 
completely ignored as a matter of policy or to be in- 
tegrated into the therapeutic process in modern psy- 
chiatric centers. Although total integration of the heal- 
ers into modern therapeutic psychiatric facilities may 
pose several problems, their peripheral participation in 
group or individual psychotherapy through the use of 
symbolic rituals, or the training of a selected group of 
competent native healers, merits careful consideration 
and certainly experimentation. 

A brief comment on the training of menta! health 


personnel is essential at this point. It may be futile for | 


professional personnel in Nigeria to adopt a solely 
Western-oriented approach to mental health care 
when the ideas of the patien:s whom they treat are 
deeply rooted in magicoreligious belief systems and in 
the utilization of traditional healers. Neither would pa- 
tients derive maximum treatment benefits if their ideas 
or concerns about mental illness were merely dis- 
missed by Western-oriented professionals on the 
grounds that such notions of illness have no founga- 
tion in "scientific psychiatry." In short, training of 
staff members must emphasize an acceptable ideologi- 
cal orientation that is relevant to the sociocultural con- 
text of treated patients before rehabilitation czn be ef- 
fectively pursued. 
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EDITORIAL. > f 


The Present State of Child Advocacy 


TEN YEARS AGO the Joint Commission on the Mental Health of Children com- 
pleted its work and called attention to a crisis in the mental health of children (1). 
That the crisis continues is reflected in the 16% of American caildren who are 

mentally and emotionally handicapped and the 37% who are living under circum- 
stances of developmental risk (2). 

As the International Year of the Child draws to a close, it 1s timely to review the 
status of the major recommendation of the Joint Commission on the Mental 
Health of Children—the creation of a child advocacy system. A cecade of experi- 
ence has demonstrated the relevance of the concept but shifted its implementation 
from creating new advocacy systems to infusing existing child caring systems with 
the principles of advocacy. In the process, misunderstanding and restricted views 
of child advocacy have led to disenchantment. This has occurred because child 
advocacy has different connotations for differing interest groups, ranging from 
liberating children from oppression to the roles of parenthood. 

The most useful definition of child advocacy is assuming a degree of responsibil- 
ity for acting on behalf of a child or children. In this view, the most important 
accomplishment of child advocacy activities to this time has been sensitizing the 
public and child-family professionals to the special needs of troubled children. In 
this sense, child advocacy is a social role rather than a service system. It has 
provided a framework for helping individual children, formulating public policy. 
planning services, and orienting professional roles. 

As the nation's largest permanent minority group, children encounter special 
problems in achieving recognition and representation in public policy (3). Advo- 
cacy for individual children is difficult, if not impossible, without the enabling 
support of public policies that highlight the general needs of all children. When 
individual advocacy fails the only redress is through changing child caring sys- 
tems. This is also true for many children who suffer from global social problems. 
Class child advocacy can be a significant force in ensuring that services exist, that 
all identified children have access to those services, and that the services are 
effective (4). " 

For most children, the advocacy of their parents generally is sufficient. A large 
number of children, however, depend on professionals to play an individual advo- 
cacy role in their lives. From this it follows that promoting the welfare of the 
family is the most important thrust of class child advocacy (5). Consequently there 
is a pressing need to teach professionals advocacy skills based upon knowledge cf 
child development—skills for communicating with children. interdisciplinary 
teamwork, protection of the rights of children, and coordinaticn of resources for 
children. Universities bear a special responsibility for developing advocacy train- 
ing programs at all educational levels. 

Child advocacy offers a means of bringing the voice of the dependent, :n- 
articulate young into a society planned and managed by adults. The current impe- 
tus for child advocacy rests upon a broad popular base that can be tapped through 
calling public attention to what children need at all levels of community life. We 
do not need new professionals specifically to find children at risk; this can be done 
by sensitizing people already on the scene. We do not require more research sim- 
ply to know what children need; our present knowledge can be more broadly 
disseminated and professionals more effectively trained and deployed. We do act 
need new people to ensure that services are available; those responsible for plan- 
ning and developing human services can be sensitized to the needs of children. 
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Advocacy for chiliren ig å field of endeavor ranging from creating a socjety" 
more conducive to the development of young people to improving the life of à o . 
: single child. The Joint Commission on the Mental Health of Children laid’ the 
x foundation for our current awareness that advocacy skills should be included in 
- the training of all professional disciplines that deal with children. 
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Common Mistakes in Psychotherapy 


BY PETER BUCKLEY, M.B., CH.B., TOKSOZ B. KARASU, M.D., AND EDWARD CHARLES, M.A. 


To better monitor the psychotherapy training of 
psychiatric residents and to understand therapist 
factors involved in a negative outcome to 
psychotherapy, the authors surveyed 20 supervisors 
on the frequency of mistakes made by resident 
therapists. Among the mistakes most commonly made 
were wanting to be liked by patients, premature 
interpretations, overuse of intellectualization, inability 
to tolerate patients’ aggression, and avoidance of fee 
setting. The authors conclude that the mitigation of 
the most common errors requires open discussion of 
countertransference issues. 


TRAINING IN the practice of psychotherapy occupies a 
central place in most psychiatric residency programs. 
Together with didactic seminars, individual supervision 
of the resident on his or her psychotherapy cases 
has been the traditional method of conducting this 
aspect of psychiatric education. Lower (1) commented 
on the anxiety-provoking situation that faces young 
therapists as thev are forced to learn to deal with the 
manifestations of patients' instinctual drives while si- 
multaneously learning to become comfortable with, 
and sensitive to, conflictual emotional responses of 
their own. As any experienced supervisor can attest, 
beginning therapists inevitably make mistakes as they 
begin to learn the difficult and demanding process of 
actually doing psychotherapy. 

The complexity of the supervisory process has often 
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been noted in the literature (2-4), and there is consid- 
erable disagreement over whether psychotheraoy su- 
pervision should be didactic and patient-oriented or 
should include an exploration of the supervisor-super- 
visee relationship and be therapist-centered. The mis- 
takes made by individual beginning therapists vary and 
most likely depend on both the nature of patients' pa- 
thology and personality as well as the personality char- 
acteristics and ability of the novice therapist. Even 
though the mitigation of beginning mistakes is a central 
task for the supervisor, there has been surprisingly 
little systematic study of the nature of these mistakes. 

Deficiencies in therapists’ training have been sug- 
gested by psychotherapy researchers to be a contrib- 
uting factor to the problem of negative outcome to psy- 
chotherapy. In.a review of 52 outcome studies, Bergin 
(5) contended that psychotherapy outcomes differ sig- 
nificantly as a function of the level of experienc2 of the 
therapist. He suggested that less experienced thera- 
pists may actually cause patient deterioration. In they 
study of the negative effects of psychotherapy, Hadley 
and Strupp (6) found that issues relating to the actual 
technique of psychotherapy were regarded by many 
experts in the field as the most significant contributors 
to a negative outcome. 

Because ''mistakes, i.e., misapplications or defi- 
ciencies in technique, in beginning psychotherapy are 
inevitable, we felt that the identification of the most 
common mistakes made by inexperienced psycho- 
therapists would help to clarify those areas which need 
to be more clearly monitored in psychotherapy train- 
ing. In addition, the delineation of the most common 
mistakes may add to our understanding of those thera- 
pist factors that contribute to a negative outcome of 
psychotherapy. 


METHOD 
We developed a 56-item questionnaire based on the 


literature and our clinical experience. This survey 
comprised a fairly exhaustive listing of items, includ- 
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ing suca factors as "wanting to be likeli by the pa- 
tient" and "'therapist lack of empathy,” as wellae spe- 
tific misapplication of technique, e.g., "premature in- 
terpretation’’ and “assuming a stereotyped ‘analytic 
psychotherapist’ stance regardless of the actual treat- 
ment situation." The questionnaire was distributed to 
26 part-time senior attending and full-time staff super- 
visors ai the outpatient department of psychiatry of 
the Albert Einstein College of Medicine, Bronx Mu- 
nicipal Hospital Center. A personal memorandum was 
sent to each supervisor explaining the nature of the 
survey and requesting that he or she respond anony- 
mously because the data would be presented. 

The frequency of occurrence of each item was rated 
0 (not at all) to 4 (very often). The supervisors were 
asked to base their responses on their personal experi- 
ence in supervision of beginning resident therapists 
and to include anecdotal material. No prior assump- 
tions were made regarding the relevance of the items, 
which were placed at random in the questionnaire. An 
item analysis was performed, and mean ratings and 
standard deviations were derived for each question- 
naire item. 


RESULTS 


Of the 26 supervisors surveyed, 20 (77%) completed 
the questionnaire. Inspection of the data revealed 3 
natural groupings of responses: 10 items were rated 
high, 26 items fell in mid-range, and 10 items were 
rated lowest. The demarcation between these groups 
was Clear, and statistical comparison between them 
was highly significant. Table 1 presents the 10 items 
rated as having the greatest frequency of occurrence 
and the 10 items rated as occurring least. 


DISCUSSION 


The struggle for a professional identity has been sug- 
gested (7) as a central developmental issue for the psy- 
chiatric resident. Consonant with this view is our find- 
ing that among the most prevalent mistakes of begin- 


- ning resident psychotherapists, as observed by senior 


supervisors, are factors related to the residents' self- 
esteem and professional identity formation. Beginning 
therapists, faced with new, complex, and frequently 
anxiety-provoking treatment situations, may feel inef- 
fectual and attempt to prove themselves to patients. 
This is reflected in our findings that "wanting to be 
liked by the »atient,'"' “‘overuse of intellectualization,'' 
"premature interpretations," and "inappropriate 
transference interpretations" were the most common- 
ly noted mistakes. The beginning therapists supervised 
by our respondents seem to be frequently preoccupied 
with impressing patients and obtaining reassurance 
about their competence and skill from them. These 
well-meaning therapists, struggling with establishing 
their own identity in their new role and attempting to 
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TABLE 1 . "A 
Supervisors’ Ratings (N=20) of the 10 Most Common and 10 Least 


Common Mistakes in Psychotherapy Made by a im 
Món Frequency 


Therapist Mistake pi Zccurrence? 
Most.common 


Wanting to be liked by the patient 

Inability to *'tune in" to the unconscious of 
the patient 3. 
Premature interpretations 3 
Overuse of intellectualization by the 


therapist 2.90 

Inappropriate transference interpretations 2.89 

Assuming a stereotyped "analytic 

psychotherapist stance regardless of tne =F 

actual treatment situation 2.89 

Lack of awareness of countertransference 

feelings 2.84 

Therapist s inability to tolerate aggression 

in the patient 2.84 

Therapists inability to tolerate silence 2.84 

Therapist's avoidance of fee setting 2.84 
Least common 

Therapist lack of interest 1.44 

Excessive voyeurism in the therapist 1.50 

Consciously disliking the patient 1.68 

Therapist's revealing personal information 

about himself or herself 1.68 

Therapist dissembling 1.68 

Therapeutic nihilism on the part or the 

therapist 1.68 

Seductiveness by the therapist 1.84 

Therapist's lack of empathy 1.88 

Competitiveness with the patient 1.89 

Absence of psychological-mindedness in 

the therapist 1.89 


*0—not at all: 4=very often. Group mean=2.98; two-tailed 1 test between 


means of [0 highest rated and 10 lowest rated items revealed significant dif- 
ference, p«.001. 


enhance their own personal professional self-esteem, 
may thus inadvertently influence the therapy adverse- 
ly. 
Ford (8), in his study of supervisees over an exter.d- 
ed period, noted that as the student psychotherapist 
begins to acquire competence as a therapist inter- 
ference from his or her personal and therapeutic iden- 
tity strivings decreases. These errors may be an inevi- 
table part of beginning development as a psycho- 
therapist, but the supervisor should be alert tc them 
and attempt to use them in the teaching situation to 
facilitate the therapist's self-awareness. 

"Inability to tolerate aggression, “inability to tol- 
erate silence," ‘“‘avoidance of fee setting," aad "lack 
of awareness of countertransference feelings’’ reflect 
difficulties with the special nature of the therapeutic 
situation and may be attempts to avoid anxiety on the 
part of the therapist. Feeling comfortable in the thera- 
peutic setting appears to be an overriding coacern of 
beginning therapists, but such comfort, if it is obtained 
by devices such as ignoring the patient's aggression, 
may lead to a distortion of the treatment and a collu- 
sion between patient and therapist to avoid emotional- 
ly charged issues. The ability to tolerate the inevitable 
emotional tension inherent in the therapeutic situation 
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` is an essential attribufe for an effective therapist and is 


The need to ue one's own responses, especially coun- 
tertransferente to the patient, as a window into, the 
therapeutic sittttion i is also an issue for the supervisor 
to emphasize. 

Dealing with negative transference is clearly a high- 
ly charged issue for beginning psychotherapists. If 
they do not acquire the ability to withstand the pa- 
tient’s aggression, cr even sadism, it is likely that 
aggression on the part of the therapist will be evoked 
and the therapist may unconsciously collude with the 
patient in acting out within the session. Kernberg (9) 
pointed out the harmful consequences of the therapist’s 
stimulating the release of primitive aggression in the 
borderline patient without quite knowing how to deal 
with it. 

It is noteworthy that our respondents found truly de- 
structive factors such as lack of interest, lack of empa- 
thy, and therapeutic nihilism to be uncommon among 
beginning resident therapists. These factors are thera- 
pist deficiencies rather than mistakes in technique, and 
the relatively rare appearance of these frankly anti- 
therapeutic factors was encouraging, since it is doubt- 
ful whether they would be amenable to change. 

The mitigation of the most common mistakes made 
by beginning therapists requires an open discussion of 
countertransference issues. Goin and Kline (10) found 
that many supervisors are reluctant to address this is- 
sue because they tend to view discussions of counter- 
transference as equivalent to therapy. We agree with 
Goin and Kline that encouraging an awareness of how 
a therapist's reaction affects therapy does not inevita- 
bly turn the supervisor into the supervisee’s therapist, 
since the origin of these feelings is not an issue for su- 
pervision. 

Chessick (11) suggested substantial changes in psy- 
chiatric education to further improve the practice of 
psychotherapy. He stated that of the various factors 
which cause failure in psychotherapy the one which 
can be remedied most easily is the psychic field of the 


critical to o establishment of a therapeutic alliance. 
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psychitherapist. In his view, an optimal psychic field 
consists of a "humane attitude on the part of the thera-, 
pist as well as an understanding o7 what he cah ac -om- 
plish and clarity of assumptions about his own thera- 
peutic work" (11, p. 19). Chessick stated that the best 
hope for preventing failure in psychotherapy lies in im- 
proving psychotherapists. One approach toward mak- 
ing such improvements is tarough the elucidation and 
rectification of mistakes by beginning student psycho- 
therapists. 

Becoming an effective therapist necessitates an 
awareness of one's responses to the patient, ard the 
development of such a capacity should be seer. as a 
central function of psychotherapy supervision The 
failure to develop such an awareness inevitably leads 
to an inadequately trained therapist whose efficacy is 
limited and who may contribute to a negative ouccome 
of psychotherapy. 
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The authors investigated the possibility that choline 
chloride might reduce schizophrenic symptoms by 
increasing central cholinergic activity. In a single 
blind crossover study, up to 20 glday of choline 
chloride had no significant effect on clinical ratings of 
nine schizophrenic patients. However, there was some 
evidence that choline significantly increased 
symptoms of depression. 


PHARMACOLOGICAL AGENTS that increase central cho- 
linergic activity have been used experimentally to treat 
schizoprrenia by several investigators during the last 
25 years. The initial suggestion that a cholinomimetic 
could improve the symptoms of schizophrenia was 
based on the effects of arecoline in patients with a di- 
agnosis of catatonic schizophrenia. Arecoline was re- 
ported tc produce a ‘‘brief lucid interval” in these pa- 
tients (L. The administration of another muscarinic 
agonist, oxotremorine, also produced short lucid inter- 
vals in otherwise withdrawn chronic schizophrenic pa- 
tients (2) Physostigmine, a reversible acetylcholines- 
terase inhibitor, has been given to schizophrenic pa- 
tients refractory to antipsychotic medications. 
Neuroleptic agents were continued throughout physo- 
stigmine <reatment, and a marked reduction in schizo- 
phrenic symptoms was reported. However, patients 
rapidly became tolerant to the effects of physostig- 
mine, and returned to their baseline level of psycho- 
pathology (3). 

Negative trials of cholinomimetics in schizophrenic 
patients Fave also been reported. Diisopropylfluoro- 
phosphate (DFP) is an irreversible cholinesterase in- 
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hibitor that was found to have either no effect on schiz- 
ophrenic symptoms or to worsen symptoms (4). Simi- 
lar results were reported for the intravenous adminis- 
tration of physostigmine to drug-free schizephrenic 
patients (5). 

A provocative study investigated the effect of in- 
creased central cholinergic activity on the methyl- 
phenidate-induced exacerbation of schizophrenic 
symptoms (6). Physostigmine reversed the aggravation 
in schizophrenic symptoms that methylphenidate pro- 
duced; this reversal could in turn be antagonized by 
atropine. These results suggest that there mav be a bal- 
ance between cholinergic and dopaminergic activity 
and that a relative overactivity of central dopaminergic 
neurotransmission or overactivity of cholinergic activ- 
ity contributes to schizophrenic symptoms. The evi- 
dence supporting this possibility is not thoroughly con- 
vincing. 

Cholinomimetics diminish apomorphine- and am- 
phetamine-induced stereotypy in rats and mice (7-9). 
Reversal of stereotypy has been used as a screening 
test for antipsychotic drugs. Because stereotypy prob- 
ably reflects nigrostriatal dopaminergic activity and 
not mesolimbic dopaminergic activity (10, 11), the 
block of stereotypy correlates better with the tendency 
of antipsychotic drugs to produce extrapyramidal re- 
actions than with antipsychotic potency. For example, 
thioridazine and clozapine, although effective antipsy- 
chotic agents, are relatively weak blockers of apomor- 
phine- or amphetamine-induced stereotypy and rarely 
produce extrapyramidal symptoms in patients (12, 13). 

Perhaps a better behavioral test of the antipsychotic 
potency of neuroleptics is their ability to biock the lo- 
comotor activity that follows an injection of dopamine 
into the mesolimbic structure, the nucleus accumbens 
(14, 15). The antipsychotic potency of neuroleptics is 
strongly correlated with their ability to block dopamine- 
induced locomotor activity (16). If an interaction be- 
tween cholinergic neurons and dapaminergic neurons 
existed in the nucleus accumbens that was analogous 
to the cholinergic-dopaminergic relationsaip in the 
neostriatum, then an intra-accumbens injection of 
acetylcholine should reverse the dopamine-induced 
locomotor activity. In fact an injection of a cholino- 
mimetic into the nucleus accumbens augmented dopa- 
mine-induced locomotor activitv (15). Hence, chol- 
inomimetics do not have the same effects as antipsy- 
chotic drugs on nucleus accumbens-related behaviors. 
This argues against the efficacy of increased central 
cholinergic activity in the treatment of patients 
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with schizophrenia. Itas a widespread clinical impres- 
sion bat anticholinergic agents do not markedly di- 
minish the efficacy of antipsychotic drugs. In contrast, 
wf agents clearly alleviate neuroleptic-in- 
duced extrapyNamidal symptoms. This distinction also 
supports a differémt relationship between cholinergic 
and dopaminergic neurons in the extrapyramidal and 
mesolimbic systems. 

Biochemical studies of the relationship between ace- 
tylcholine and dopamine in the mesolimbic system in- 
dicate that in this area of the brain, cholinergic regula- 
tion of dopaminergic activity is similar to regulation in 
the neostriatum. For example, increased cholinergic 
activity increases nigrostriatal concentrations of 
homovanillic acid and also increases concentrations of 
this dopamine metabolite in the mesolimbic area (17). 

Taken together these clinical and preclinical studies 
indicate that a clinical trial of a cholinomimetic in 
schizophrenic patients should be conducted. Previous 
studies with cholinomimetics have been hindered by 
the use of relatively short-acting drugs. A better test of 
the efficacy of cholinomimetic agents in treating schiz- 
ophrenic symptoms would be facilitated by the use of a 
long-acting oral cholinomimetic. 

The recent suggestion that choline, a precursor of 
acetylcholine, can increase brain acetylcholine con- 
centrations and cholinergic activity (18-20) led us to 
conduct a trial of choline chloride in schizophrenic pa- 
tients. 






METHOD 


Nine male patients, aged 25 to 51 years, gave their 
informed consent to participate in this study. All nine 
patients met diagnostic criteria for chronic schizophre- 
nia (21) and were drug-free for 2 weeks prior to receiv- 
ing choline chloride. The patients were given choline 
chloride dissolved in distilled water to a concentration 
of 0.5 g/ml administered in a strawberry flavored syr- 
up. All patients were started with an initial dose of | g/ 
day of choline chloride. The dose was gradually in- 
creased by 1 g four times a day every 2 or 3 days, until 
patients received a total dose of 20 g/day. They were 
maintained at this dose for 3 or 4 weeks, then switched 
to a placebo, which looked and tasted like the choline 
chloride mixture. Patients were not told if they were 
taking drug or placebo. Patients were given the pla- 
cebo for 4 weeks, unless they became unmanageable 
on an open ward. 

The Brief Psychiatric Rating Scale (BPRS) was used 
to assess the relative effects of choline chloride and 
placebo on the patients during the study. This scale 
was administered by both a psychiatrist and a nurse. 
Both raters knew when the patients were on choline; 
whenever possible, the same raters assessed a patient 
throughout the study. Two raters were present at each 
interview, and then rated the patient individually. In- 
terrater reliability for the BPRS during this study was 
found to be 0.95 (product moment coefficient). The pa- 
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tients were d once before starting choline and once 
a week thereafter for the duration of the study. 
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RESULTS 


The last BPRS score from each period of the study 
was utilized in a statistical analysis of the effecis of 
choline chloride. There were no s:atistically significant 
changes in these scores for choline chloride adminis- 
tration compared with the baseline, placebo, or »ase- 
line plus placebo periods. Similarly there was no signi- 
ficant change in the total BPRS score during cFo'ine 
chloride treatment. Statistical aralysis of each BFRS 
item showed no significant effect of choline chloride. 

Six of the nine patients showed no improvement 
during choline chloride administration compared with 
the placebo period. Seven patients were given neuro- 
leptics after the placebo period. Four of these seven 
patients showed greater improvement while on reuro- 
leptics than during choline chloride administration. A 
second analysis was performed that compared the 
mean BPRS scores for each study period. Unlike the 
previous analysis this procedure employed all weekly 
BPRS scores for the entire study. Examination of each 
of the BPRS items showed that only the patients aver- 
age score on depressed behavior differed significantly 
between choline chloride and placebo periods. Pa- 
tients were more depressed during choline chlorxle ad- 
ministration than during the following placebo zeriod 
(p=.03, paired t test). However, this change in mood 
could be an artifact of the number of paired t tests per- 
formed. 


DISCUSSION 


Choline chloride produced no significant change in 
clinical ratings of schizophrenics when treatment with 
up to 20 g/day was continued for three to four weeks. 
When placebo was substituted for a similar period of 
time, the only change noted was a significant decrease 
in depression. The use of choline chloride in the treat- 
ment of patients with tardive dyskinesia has been re- 
ported to be associated with the development »f a de- 
pressive syndrome sufficiently severe to necessiiate its 
discontinuation (22), which suggests that our fiacing is 
valid. These results are consistent with the suggestion 
that relative cholinergic overactivity may underlie 
some depressions and with the observation that some 
manic symptoms can be suppressed by physostigmine 
(23-26). Preliminary data from a single patient suggest 
that choline chloride may diminish manic symptoms 
(5); this finding should be investigated further. 

The absence of a significant therapeutic effect of 
choline chloride in schizophrenic patients has at least 
three possible explanations: 1) increased central choli- 
nergic activity does not imprcve schizophren:c symp- 
toms; 2) choline chloride does not increase chol:nergic 
activity in brain areas that can affect schizorhrenic 
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symptoms; and 3) the correct dose and/or duratidn of 
choline chloride to treat schizophrenic symp:óms was 


* not used. 


The ack of therapeutic effect of increased choliner- 
gic activity on the symptoms of schizophrenia has 
been suggested by earlier studies. Negative trials of 
both physostigmine and DFP have been reported (4). 
The majority of schizophrenic patients have not bene- 
fited from oxotremorine or arecoline (2). Furthermore, 
the ‘lucid interval" induced in catatonic schizophren- 
ics by arecoline was subsequently reported to be simi- 
lar to the effect of amobarbital (27). These results are 
consistent with the different effects of carbachol and 
antipsychotic drugs on the locomotor activity induced 
by dopamine injections into the rat accumbers (15). 

It is also possible that choline does not increase 
cholinergic activity in central cholinergic neurons that 
might zlter schizophrenic symptoms. In éddition, 
there 1s no direct evidence that choline treatment in- 
creases zholinergic activity in the mesolimbic system. 
Present studies only offer indirect data (28-311. Thus, 
choline zhloride administration may not test the hy- 
pothesis that increasing central cholinergic activity 
can réduce schizophrenic symptoms. 

Finallv, the possibility that we chose an ircorrect 
dose or duration of choline chloride treatment for this 
study deserves consideration. It has been shown that a 
curvilinear relationship exists between the dose of 
physostigmine and its effects on memory (32, 33). Oth- 
er data suggest that a daily dose of 20 g of choline chlo- 
ride can produce changes in the EEG that are similar 
to the changes observed with delirium-prcducing 
doses of physostigmine (34). Our subjects successively 
received 4, 8, 12, and 16 g of choline chloride daily for 
a minimum of 3 days at each dose before receiving the 
20-g dose. We did not see marked improvemen: at the 
lower doses of choline, although a longer perioc of ad- 
ministration at a lower dose might have yielded better 
regults. 

On the basis of this study, we conclude that 20 g of 
choline chloride, a dose that significantly diminishes 
the symptoms of tardive dyskinesia (35, 36), dces not 
improve tne symptoms of schizophrenia. Whether oth- 
er cholincmimetics will have the same negative effect 
remains to be determined. 
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Violence Associated with Phencyclidine Abuse 


BY MICHAEL A. FAUMAN, M.D., PH.D., AND BEVERLY J. FAUMAN, M.D. 


Violence associated with chronic phencyclidine 
(PCP) abuse was investigated by administering a 
structured interview to 16 chronic PCP abusers. A 
more intensive study was done of another individual 
who committed murder and self-mutilation under the 
influence of PCP. The results suggest that there is no 
consistent association between PCP-related violence 
and a history of violence not related to drug or alcohol 
abuse. The author defines four types of violence 
associated with chronic PCP abuse. 


THE ASSOCIATION between violence and the abuse of 
various licit and illicit drugs, including phencyclidine 
(PCP), has been noted repeatedly (1-10). Luisada and 
associates (7, 9) have described several patients with 
prolonged PCP psvchoses that included violent behav- 
ior. Fauman and associates (8) described 6 patients 
with prolonged PCP psychosis and agitation. Siegel 
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(11) reported on violent assaultive behavior in individ- 
uals using PCP. Several authors have reported ser:ous 
accidents, including loss cf life, associated with PCP 
abuse (11-13). Fauman and Fauman (12) studied 25 
chronic PCP users, many of whom indicated that -hey 
gradually become more angry, irritable, and viclent 
when they used PCP regularly. In the present studv we 
investigated the association of violence and chronic 
PCP abuse by administering a structured interview to 
16 chronic PCP abusers. We will also present a case 
report of a man who committed murder while using 


phencyclidine. z 


VIOLENCE ASSOCIATED WITH CHRONIC PCP 
ABUSE 


Sixteen chronic PCP abusers, who were members of 
Crossroads, a polydrug abuse residential therapeutic 
community, were interviewed about their use of PCP. 
Participation in the study was voluntary and con- 
fidential. There were 16 subjects (13 men and 3 wom- 
en) who met the criterion of having used PCP a mini- 
mum of twice a week for 6 or more months. Their 
mean age was 19.6 years. All had used LSD. mari- 
juana, and alcohol, and several had used cocaine, am- 
phetamine, barbiturates, or tranquilizers. Nine sub- 
jects reported that PCP was their favorite drug, and 
many subjects often used PCP without other drugs. 
Ten subjects routinely injected PCP intravenously. 
The subjects used approximately one-fifth of a gram of 
PCP an average of three or more times a day 5 days a 
week for 24 months. 
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Twelve of the 16 study subjects reported self-de- 
structive aets or acts of violence toward e 

«ated w th PCP use. Seven reported that they had been 
the objects of violence, and 7 said they had committed 
reckless acts. 

The 12 subjects who reported PCP-associated vio- 
lence were also questioned about their behavior under 
the infl ence of alcohol, their arrest records, and pre- 
vious experiences with violence. Four reported that 
they felt relaxed or happy while drinking alcohol, 3 
said they often fought or were rowdy, and 5 reported 
variable behavior. Three had been arrested for assault, 
5 for burglary, and 6 for possession of drugs. Two of 
the instances of assault occurred while the subjects 
were irtoxicated with PCP. Five reported using a 
weapon against another person, 5 reported physical vi- 
olence m their homes when they were children, and 4 
reported being beaten as children. 

Cf the 4 subjects who did not report PCP-related vi- 
olence, 2 said they were rowdy and fought under the 
influence of alcohol and 2 others said they were so- 
ciatle, relaxed, and happy. Two of the 4 had also been 
arrested for burglary and 2 for the possession of drugs; 
none had been arrested for assault. One reported using 
a weapon against another person, 2 reported physical 
violence in their homes as children, and 1 reported 
having teen beaten as a child. 

Three subjects reported self-destructive acts while 
under the influence of PCP. One subject branded him- 
self oy burning a cross on his chest. Another, who had 
taken diazepam and a large amount of PCP, was found 
lying in a pool of his own blood, with multiple self- 
inflicted facial lacerations. A third had tried to jump 
from an attic window after taking PCP. 

Ten subjects reported 20 separate incidents of PCP- 
related violence toward others. Seven incidents in- 
volved physical assaults without weapons and 13 in- 
volved attacks with a knife or other weapon. Seven 
attacks were directed toward friends of the subject and 
I3 toward strangers. One subject reported beating a 
small chi.d for whom she was babysitting. Another re- 
ported hi:ting a man on the head with a steel bar during 
a figk:t. One woman reported that she turned suddenly 
with a kicchen knife in her hand and cut her fiancé's 
arm. Another subject tried to rob a friend at knifepoint 
and slashed the friend's arm when he began to 
strugzle. A third subject stabbed his best friend, who 
then required treatment in an intensive care unit for 6 
days. Some subjects described periods of violent loss 
of control that necessitated physical restraint. 

Seven subjects reported being the objects of violent 
acts while they were taking PCP. Four were beaten, 
one was raped, and one was hit by a car. Potentially 
reckless acts reported by subjects included overdoses 
of PCP that often resulted in comas lasting as long as 2 
weeks. In one instance a user fell asleep in the snow 
and ''froze to the street"; this was followed by a 1- 
week coma. Three users reported extremely reckless 
driving. Cne subject described climbing into a polar 
bear's cage to take a picture of the bear. 
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Murder Associated with C hronic PCP Abuse, Case 
Report . 
Dp S 


Mr. A, a 25-year-old skilled laborer, had(used PCP for a 
total of 6 years and had injected the drug intpAvenously for 5 
years. During a holiday weekend he injegvéd approximately 
2.5 g of PCP while he was also drinking'beer and wine. Late 
in the evening of the fourth day Mr. A stabbed his close 
friend in the arm. with no provocation, and chased him out 
of the house. His friend summoned the police who on arrival 
found the friend's pregnant fiancée lying naked and dead on 
the ground, covered with blood from multiple stab wounds 
of the head, neck, and body. Mr. A lay a few fee: away from 
her in a semicomatose state, with multiple wounds (presum- 
ably self-induced) including deep lacerations of tne nezk and 
a deep penetrating stab wound of the abdomen. Mr. A's 
blood pressure was 230/150 (8). Pieces of human tissue were 
found plastered on the wall. 

During an extensive 2-day psychiatric interview with one 
of us (M.A.F.) Mr. A was polite, quiet, and cooperative but 
unable to recall any details of the violence. He was moder- 
ately concerned about his forthcoming trial. The mental stat- 
us examination revealed no evidence of psychotic ideation. 
thought disorder. hostility, depression. or marked anxiety. 
There was, however. some cognitive deficit. mainly related 
to immediate memory and calculation. 

Close friends and neighbors of Mr. A testijed during an 
extensive police investigation that he was a polite. quier. and 
totally nonviolent individual. He had no personal or family 
history of violence and no history of increased belligerence 
associated with alcohol use. When he was free on bail before 
the trial Mr. A was again arrested for possession of PCP. He 
was eventually found guilty of murder and sentenced tc pris- 
on. 


DISCUSSION 


In studies of violence associated with polydrug 
abuse the contribution of previcus incidents of drug 
and non-drug-related violence must be evaluated. The 
data in this paper suggest little difference in alcchol- 
related belligerent behavior between the 12 subjects 
who committed PCP-related viclent acts and the 4 
who did not. Mr. A also had nao history of violence 
associated with alcohol abuse. There was some in- 
dication of a higher incidence of previous non-drug- 
related violence in the 12 subjects who ccmmitted 
PCP-related violence: however, this was not a consis- 
tent finding. In addition, Mr. A, who committed mur- 
der while intoxicated with PCP, had no previous his- 
tory of violence. 

An equally important methodologic difficulty ir: all 
polydrug abuse studies is identifying the effects of one 
particular drug; most polydrug abusers use mixtures of 
drugs (13, 14). Further, mosi polydrug studies depend 
on subjects' self-reports of their drug use. Some of the 
subjects in this study reported using alcohol with PCP. 
Most subjects, including Mr. A, reported a low in- 
cidence (if any) of belligerent behavior associated with 
use of alcohol only. Therefore, violent acts associated 
with PCP abuse in combination with alcohcl are more 
likely to be related to PCP or to the combination than 
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+, to alcohql. Combinations of PCP and other drugs need 


to be studied further. 

Most of the violent acts described in' this paper can 
be divided intb four categories. Type 1 acts are reality- 
oriented, goaX.directed violence in individuals with 
reasonably coherent thought processes and intact 
memory and impulse control who are not influenced 
by diminished capacity secondary to drug use. These 
acts include violent criminal activities or conscious 
suicide attempts. Type 2 acts consist of unexpected, 
impulsive violence in persons with diminished internal 
controls and decreased reality orientation presumably 
caused by drug intoxication. These include automobile 
accidents, sudden fights, and impulsive suicidal and 
criminal acts related to diminished control of impulses. 
The subject usually remembers the act, although his 
thought processes at the time may be mildly confused. 

Type 3 acts are characterized by unexpected vio- 
lence, often directed toward some bizarre or idiosyn- 
cratic personal goal, usually independent of reality 
goals and often including some element of stereotyped 
repetitive action and primitive sadistic behavior. Im- 
pulse control is even more decreased than in type 2 
acts, and brutal murder or self-mutilation 1s possible. 
Individuals retain the capability for complex coordi- 
nated action but usually do not remember the act. 
These acts often occur suddenly, with the perpetrator 
appearing to be in a daze, uncommunicative but exhib- 
iting enormous strength. Type 4 acts include severe 
disorganized psychotic or organic agitation, with 
chaotic, uncoordinated violent behavior. Types 2, 3, 
and 4 can best be thought of as toxic organic brain dis- 
orders of increasing severity (15, 16). Type 3 acts, as 
exemplified in the case of Mr. A, are far less frequent 
and are similar to the extended PCP psychosis (7-9, 
12, 17); both suggest a susceptibility to extreme PCP 
reactions. 

The studies reported in this paper suggest that vio- 
lence is associated with chronic PCP abuse. Further- 
more, these violent acts are not consistently related to 
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By NANSY T. BUTTS, M.D., AND JESSE 0. CAVENAR, JR., M.D. 





A numbei of researchers have suggested that the 
pregnant »sychiatrist has many intrapsychic conflicts, 
as aresul: of the pregnancy, which influence her 
interactions with colleagues. In contrast, the authors 
suggest that colleagues’ reactions to the pregnancy 
may be based on their intrapsychic conflicts, which 
create internal conflicts for the pregnant psychiatrist 
and affect her relationships with her colleagues. The 
authors present case reports involving psychiatric 
residents that illustrate their thesis. 


THERE Has recently been an increased interest in and 


emphasis on the problems that women experience in 
psychiatric residency. Benedek and associates (1) re- 
cently revizwed the difficulties that women psychiatric 
residents experience in the areas of supervision, ad- 
ministration, research, and peer relationships. Seiden 
(2, 3) has written extensively concerning the diffi- 
culties that women psychiatrists may experience in all 
areas. 

One arez in particular that has received increasing 
attention is that of the pregnant psychiatrist. The issue 
of the pregaant therapist was first addressed by Han- 
nett (4), who reported that each of her patients reacted 
in the transference to her miscarriage according to his 
or her psychopathology. Lax (5) studied the reactions 
of psychoanalytic patients to the analyst's pregnancy 
and found that the men appeared to use isolation and 
denial to deal with their feelings about the pregnancy, 
while the women tended to identify with the analyst. 
Lax noted that the pregnant analyst is likely to have 
increased countertransference reactions to patients. 
Paluszny and Poznanski (6) noted that prominent 


.among patients’ reactions to psychiatric residents’ 


pregnancies were oedipal strivings, sibling rivalry, 
feelings of rejection, and identification with the thera- 
pist. Some ratients regressed to infantile levels, while 
others were able to integrate the experience in a posi- 
tive, therapeutic manner. Benedek (7) reported that 
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she was able to clarify and focus an inpatient staff's 
feelings about her pregnancy by discussing her own 
plans and her plans for her patients. 

Nadelson and associates (8) discussed the relevance 
of the therapist’s pregnancy to the therapeutic inter- 
action and noted that it may provoke feelings of sexual 
conflict, increased maternal transference, and infantile 
strivings in the patient. Fears of abandonment, loss, 
and sibling rivalry are also prominent. For the thera- 
pist the pregnancy may arouse questions of identity, 
concern about the difficulties of integrating mother- 
hood and a career, and quiescent difficulties with her 
own mother. There may be intense feelings of in- 
adequacy as a physician due to physical limitations. 
Peer and professional relationships may create conflict 
if colleagues are called upon to assume some of the 
pregnant therapist's duties. The woman may view col- 
leagues' reactions as hostile or as evidence of caring, 
depending on the source and manifestation ot the reac- 
tion and the woman's own conflicts at the time. 

Baum and Herring (9) further discussed the diffi- 
culties of the pregnant therapist; they noted that col- 
leagues and supervisors may exper:ence anxiety, hos- 
tility, and jealousy toward the pregnant resident. They 
questioned how much of this reaction is a result of the 
manner in which the pregnant therapist relates tc col- 


leagues and supervisors, particularly when she has 


feelings of guilt and anxiety. They believed that this 
guilt and anxiety could be based on intrapsychic con- 
flicts or interpersonal relationships. 

We agree that pregnancy may be a stressful period 
for any woman and may precipitate intrapsychic con- 
flicts concerning identity as a woman and mother. We 
suggest, however, that many of the intrapsychic con- 
flicts which the pregnant therapist experiences are a 
direct result of her interactions with colleagues and su- 
pervisors and that many conflicts unrelated to the 
pregnancy per se may be revived as a result of inter- 
personal relationships. We do not believe that the in- 
terpersonal conflicts are, in most cases, the result of 
the manner in which the pregnant resident reacts to 
her colleagues and supervisors; rather, we suggest that 
intrapsychic conflicts may be generated in the preg- 
nant resident as a result of peer reactions to her. The 
purpose of this communication is to illustrate, by clini- 
cal vignettes, the complex interaction between intra- 
psychic and interpersonal conflicts and how the one 
may precipitate the other in the case of the pregnant 
resident. It should be noted that each of the following 
clinical cases directly involved one or both of us and is 
based on our direct observations. 
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p, COLLEAGUES’ RESPONSES TO PREGNANT RESIDENTS 


CASE REPORTS 
e 

Ctse 1. At a clinical conference thisevisibly pregnant resi- 
dent presented the case of a borderline psychotic adolescent. 
After considerable discussion the group agreed that the pa- 
tient should be immediately transferred to another, non- 
pregnant therapist: there was concern that the therapist's 
pregnancy would cause the patient to decompensate and lit- 
erally "drive him crazy." The therapist could see little, if 
anything, in the patient's dynamics that would indicate that 
the pregnancy would be more stressful for him than it might 
be for any other patient. 

[t is of interest that one person at the conference com- 
mented that the patient could not overlook the therapist's 
pregnancy: the pregnant therapist was equated with a thera- 
pist "who might have his right arm missing; it can't be 
missed." It appeared that considerable castration anxiety 
had been mobilized in some of the men who were present. 
The resident did diszuss the recommendation of the confer- 
ence with the psychotherapy supervisor for that particular 
patient. The supervisor recommended that the therapy be 
continued; he felt that the pregnancy might provide an ego- 
syntonic experience for the patient. He suggested that the 
members of the conference had in reality wanted the resident 
transferred so that they could avoid dealing with their feel- 
ings about her pregnancy. 

The conflict generated for the pregnant therapist was con- 
siderable. She realized that she was less skilled than the per- 
sons who had given diametrically opposed opinions about 
the patient, and she felt that she would be responsible if the 
treatment continued and the patient became psychotic. Her 
guilt over this possibility was intense. On the other hand, to 
terminate an intensive psychotherapy case for no valid rea- 
son was anger-provoking and clearly masochistic and self- 
defeating. The resident's whole identity as a capable physi- 
cian and competent psychotherapist was conflicted by the 
experience; as a result, her interpersonal relationships with 
her colleagues and supervisors became strained. 


Case 2. This pregnant resident was treating a woman in 
psychotherapy three times a week. As the resident became 
visibly pregnant, the patient's material had many references 
to planting seeds, growing plants, and various other meta- 
phors for the pregnancy. The resident totally overlooked all 
of the references to the pregnancy. For several weeks the 
supervisor suggested that this material should be dealt with 
and that the patient be asked about her thoughts concerning 
the pregnancy. The resident's anxiety and denial were such 
that she could see the material in retrospect but could not 
deal with it as it was presented by the patient. 

The source of most of the resident's anxiety and denial 
was a comment directed to her in a clinical conference about 
another patient. She had presented several months of psy- 
chotherapeutic work on that patient, including material from 
before the time that she was visibly pregnant: members of 
the conference group found multiple references to the preg- 
nancy in the patient's material from the period before the 
resident herself knew that she was pregnant. In addition, one 
supervisor at the conference remarked, with a sigh of relief, 
that her pregnancy meant that she had chosen another man. 
The supervisor at the time was under pressure from his wife, 
who wanted to have another child; he was totally opposed to 
the idea. 

These events made the resident feel that she was missing 
references in the patient's material and generated feelings of 
guilt and incompetence. Further, the remark from the super- 
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vispr made her feel that it was wrong to be pregnant, she 
begaf to attempt to deny the pregnancy. It is clear/t aat this 
, degfee of conflict influenced her therapeutic enaédvcrs with 
other patients and her interactions with her supetvisors arfd 
peers. 


Case 3. This pregnant resident was treating an obzessive- 
compulsive man in intensive psychotherapy. The patemt had 
never commented on the resident's pregnancy. She -eached 
the seventh month of gestation with still no reference -o the 
pregnancy from the patient. The supervisors of orher pa- 
tients she was treating had encouraged her to raise tae issue 
and deal with the patient's resistance if they did not explore 
it within a reasonable period of time. 

The resident asked the supervisor of this patient aether 
she should raise the subject of the pregnancy with tre pa- 
tient. The supervisor responded that the resident perceived 
the lack of attention to her pregnancy as a narcissist c injury 
and that the patient should pay no more attention to the preg- 
nancy than he might new shoes or glasses that the resident 
might have. It is clear that the resident perceived tFe super- 
visor's comments as a narcissistic injury; she began to feel 
that perhaps she was too absorbed in her pregnancy. to the 
detriment of her patients. Multiple fantasies and references 
to the pregnancy were then denied in other patients materi- 
al. 

The supervisor's comments generated guilt feelings and 
conflicts in the resident. The supervisor himself had 2xperi- 
enced many conflicts over the b:rth of his second child; it 
was the resident's second pregnancy. In addition, tne super- 
visor was an only chiid. 


Case 4. The supervisor was aware of a counte-transfer- 
ence difficulty in relationship to a particular woman resident. 
He had had various dreams about the resident. [t appeared 
from the dreams that the supervisor's and residen-’s neu- 
roses were very similar; the difference was that the super- 
visor had adequate defenses against the underlying conflicts, 
whereas the difficulties with the resident were less well 
defended. 

When the resident became pregnant the supervisor experi- 
enced a flood of feelings and many dreams about the preg- 
nancy. He felt angry and betrayed, yet patronizinz and proe 
tective toward her. He was aware of his special eTogts to 
make everything easier for the resident; this was a reaction 
formation against underlying hostile impulses. These feel- 
ings were neurotic and related to the supervisor's cwn oed- 
ipal conflicts, specifically, the reactions he had e» p2rienced 
when a younger sibling was born. 


” 


The supervisor's patronizing attitude was to the resident's. 


detriment; as he regressed because of his own conficts and 
expected less performance fror. the resident, she regressed 
and performed less well. Asa result, she did not benefit from 
the supervisory experience as much as she should have. 
When other staff members made some negative comments 
about her performance, her supervisor staunchly defended 
her. 

This case is a clear example of conflict being generated in 
the resident as a result of the supervisor's conflict it had a 
pronounced effect on the resident's performance. 


Case 5. This pregnant resident talked to the pragram di- 
rector-supervisor about the advisability of decreasimg her pa- 
tient load and other responsibilities as she nea-el the ex- 
pected date of delivery. It was mutually agreed tha: this was 
advisable; a pleasant conversation followed, anc the super- 
visor expressed a desire to be helpful to the resxlent. 
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However, as the pregnancy neared term, the resident 
four.d Bee was being assigned more patients thar ever, 
and she thn discovered that she was assigned a presentation? 
[0 a major conference on her expected delivery date. The 
N supe rvisor's unconscious denial and sadism appeared to mo- 
biliz2 feelings of anger, guilt, and inadequacy in the resident; 
these conflicts in turn influenced her interactions with peers 
and super"isors. 


DISCUSSION 


Wile various authors have discussed the difficulties 
of the preznant therapist and categorized them essen- 
tially as intrapsychic identity conflicts, physical and 
emotional vulnerability, changes in therapeutic rela- 
tionsàips, and conflicts in professional relationships, 
we sugges: that the problems of the pregnant therapist 
are not so 2asily categorized. While Baum and Herring 
(9) have suggested that the pregnant therapist may pre- 
cipitate coaflicts with peers and supervisors by her in- 
teraction with them, we suggest that the supervisors 
and p2ers may unwittingly create an intrapsychic con- 
flict for the pregnant resident, and she may in turn re- 
act diferertly toward them. 

As case | illustrates, negative reactions from col- 
leagues may mobilize identity conflicts, ambivalence, 
guilt, masochistic responses, ego-ideal conflicts, and 
self-defeating behavior in the therapist. Case 2 illus- 
trates the d2gree to which the therapist's denial of the 
pregnancy can be strengthened by comments from su- 
pervisors and peers; she may deny the pregnancy in 
order to deal with the guilt she feels. Case 3 demon- 
strates the narcissistic injury that may be inflicted on 
the pregnant resident by the supervisor's conflict; the 
narcissistic injury may then create multiple conflicts 
for her. Case 4 demonstrates how a supervisor may 
unconsciously encourage regression in a pregnant resi- 
dent as a result of his or her own conflicts. Case 5 illus- 
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trates the sadistic response that may occasionally be 
seen. . 

We suggest the need for increased attentior: to the 
reactions of peers and supervisors of the przgnant resi- 
dent. We believe that if these reactions can be more 
thoroughly understood, the confitcts-of the pregnant 
resident will become more clear and much easier for 
her to resolve. Peers and supervisors should attempt 
more self-analysis when dealing with a pregnant resi- 
dent; there is always a severe countertransference 
problem when doing self-analysis, but if one can un- 
derstand one's own contribution to the conflict, preg- 
nancy in à colleague should cause minimal disruption 
and upheaval in her training. 
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This section contains 1) new research findings, including preliminary data from pilot studies, either clinical or 
laboratory; 2) worthwhile replication studies; 3) case reports that describe a truly new syndrome or casi new 
light on established ones; and 4) case reports that indicate a new therapeutic procedure of potential value ar call 
attention to adverse effects of drugs or previously unreported complications of therapeutic interventions. Pro- 
gram descriptions and literature reviews cannot be printed in this section. Criteria for format are listed wu: ''In- 
formation for Contributors" in each issue; papers that do not adhere to these criteria will be returned to the 


author. 


Clinical Indications for Plasma Level Monitoring of Psychotropic Drugs 


BY RICHARD I. SHADER, M.D., AND DAVID J. GREENBLATT, M.D. 


The use of plasma (or serum) drug concentrations in 
clinical practice assumes that the state of the art for a 
particular drug has progressed to include 1) identifica- 
tion and avoidance of problems of sample collection or 
storage that can lead to erroneous measurements; 2) 
valid, reproducible methods of analysis of concentra- 
tions; 3) prompt turn-around times so that results can 
be used in clinical decision making; and 4) a reason- 
able understanding of subtherapeutic, therapeutic, and 
toxic concentration ranges for each condition or dis- 
order (e.g., enuresis versus unipolar depression with 
imipramine) for which the drug is prescribed (1). The 
clinician should also remember that plasma levels are 
most informative and least confounded when blood is 
drawn at least 8-12 hours after the previous dose and 
when steady-state conditions have been achieved, ex- 
cept in cases of overdose or acute toxicity. When 
these requirements are met, we consider the following 
guidelines to be appropriate clinical indications for 
monitoring drug levels in plasma. We offer these 
guidelines (elaborated in part from the thoughts of 
Bochner and colleagues, reference 2) out of concern 
for cost containment and patterns of excessive or mis- 
informed use that we see emerging in clinical psychiat- 
ric practice. 
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1. For drugs with a narrow therapeutic range (i.e., 
where potentially toxic concentrations only slightly 
exceed the therapeutic range) or to evaluate clinical 
problems involving close titration of efficacy end tox- 
icity. 

2. For drugs with a therapeutic window, where effi- 
cacy may be lost at higher levels in the absence of tox- 
icity. 

3. When drug toxicity is readily confused with the 
underlying disease and there is a known lowez limit for 
toxicity. 

4. For drugs to which prolonged exposure produces 
pharmacokinetic tolerance, i.e., a decline in steady- 
state plasma concentration due to enzyme induction.. 

5. When poor or erratic absorption (oral or jntra- 
muscular) is characteristic of the drug, or marked first- 
pass metabolism leads to poor correlation (unpredict- 
able effects) between administered dose and plasma 
concentration. j 

6. Where the relative amounts of parent drug and 
metabolite(s) influence clinical response. . 

7. When a drug is being used for maintenance or 
prophylaxis, and its clinical efficacy is related to a min- 
imum steady-state concentration. 

8. To evaluate the pharmacokinetic consequences 
of drug interactions (e.g., alterations in absorption, 
clearance, protein binding). 

9. Where malabsorption or altered absorption is a 
suspected characteristic of the patient rathe- than the 
drug (i.e., from genetic factors, surgery, underlying 
disease, or the presence of other drugs). 

10. For special patient populations such as rapid or 
slow metabolizers or those patients for whom there is 
a clear need to keep dosage and concentration at the 
minimum effective level (e.g., the elderly, children, 
pregnant women, nursing mothers, patients with car- 
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dioxascular disease or with hepatic or renal ¢ disease 
that Shy alter protein binding! or clearance). ' . 
11. To evaluate compliance, particularly in situa- 
tons requiring multiple divided dosages or poly- 
pharmacy where compliance can be expected to be 
200r. 
12. For treatment of nonresponsive patients (as- 


! For extensively protein-bound drugs, changes in the extent of bind- 
ing (free fraction) due to disease states or coadministration of other 
drugs zan lead to alterations in total (free plus bound) concentra- 
tions with no change in unbounc drug concentration or in clinical 
effect (3). Clinicians should be aware of such sources of fluctuation 
and not respond with automatic dosage adjustments. 
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suming the correct diagnosis)’ before switching to an- 


other drug(s). 

13. In Hur m management for drugs whose 
plasma levels may clarify the clinical picture or in- 
dicate the type of therapy, or where overdose is sus- 
pected but not confirmed by history. 
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A Case of Secondary Personality with Xenoglossy 


B* IAN STEVENSON, M.D., AND SATWANT PASRICHA, PH.D. 


Zarly in 1974, Ms. A, a 32-year-old unmarried wom- 
an. who lived in Nagpur, Manarashtra, India, began to 
undergo marked changes of personality. A new per- 
sonality. who called herself Sharada, manifested be- 
havior startlingly different from Ms. A's normal con- 
duct. The most remarkable aspect of this unusual 
bekavior was Sharada's complete inability to speak 
Marathi, which is Ms. A's native language. Instead, 
Shzrada spoke fluent Bengali, a language Ms. A denied 
knowing how to speak. Because Ms. A's family under- 
stood no Bengali, thev initially had great difficulty 
communicating with Sharada. Some Bengali-speaking 
nersons of Nagpur identified the language Sharada 
spoke and also acted as interpreters for her. 

Tae Sharada personality has taken control at least 
30 times, for periods lasting from 1 day to 7 weeks. We 
begzn investigating the case in the summer of 1975 and 
continued to do so at intervals over the next 3 years. 


Characteristics of the Sharada Phases 


The Sharada phases usually came on gradually, with 
the transition lasting several hours. Some of the transi- 
tions occurred overnight while Ms. A slept. The Sha- 
rada personality tended to appear particularly on the 
eighth (ashtami) day of the waxing or waning moon. 
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Sharada dressed, acted, and spoke like a married 
Bengali woman. Unlike Ms. A, who taught at a univer- 
sity and helped her mother with housework, Sharada 
spent her days in a room, occupied almost exclusively 
in devotional activities and singing. 

Sharada gave a circumstantial account of her life, 
with details that corresponded accurately to condi- 
tions in the villages of Bengal during the early 19th 
century. She had no knowledge of any inventions of 
the industrial revolution or of later technology. She 
had a marked preference for the foods of Bengal and a 
knowledge of them that one would not expect in a 
woman—even an educated one—of west central India. 
She showed an equally surprising familiarity with the 
names of small towns and villages in Bengal and with 
their location in relation to rivers. 

Sharada gave details of the family in Bengal of 
which she claimed to be a member, including the fam- 
ily name and the names of male family members. A 
family of this name was found in Bansberia, one of the 
towns in (West) Bengal that Sharada mentioned. The 
head of this family has a genealogy that goes back to 
the early nineteenth century. It lists six of the men 
Sharada mentioned, in the relationships that she 
claimed they had to her. The genealogy is exclusively 
male, so we cannot say that we have traced Sharada 
directly, although we have verified many of her stete- 
ments. From the genealogy, Sharada’s life can be 
dated to the years between [810 and 1830. 

Sharada said that she had married and gone to live 
with her husband in another part of Bengal. She also 
said that on a later visit to her own family she had been 
bitten by a snake and had ‘‘fainted.’’ She did not re- 
member dying and could not explain how, after ''faint- 
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ing," she cáme fo Nagpur, more than 1200 km west of 


Bengal. 


Sharada and Ms. A (in her normal state) claim to 
know nothing about each other. We believe, however. 
that neither one is completely amnesic for the other. 

We have interviewed Ms. A on several occasions 
when she has been in her normal state, but our knowl- 
edge of Sharada derives almost exclusively from the 
reports of other persons. During one visit to Nagpur, 
however, one of us (S.P.) spent a few hours with Sha- 
rada. 


Sharada's Bengali 


Five Bengali-speaking persons we interviewed gave 
concordant testimony zbout Sharada's ability to speak 
fluent Bengali. Her fluency contrasted with the lack of 
this quality in two other persons who have demon- 
strated responsive xenoglossy (the ability to speak an 
unlearned foreign language), both of whom conversed 
haltingly and imperfectly in the foreign languages they 
spoke (1, 2). Sharada's Bengali was free of English, 
whereas the vocabulary of modern Bengali includes 
about 2096 of English loan-words. This feature of the 
case accords with other evidence indicating a life in 
Bengal in the early 19th century. 


Relevant Information About Ms. A's Background 


Ms. A and her family have always lived in Maha- 
rashtra, which is in west central India. She has never 
visited Bengal. Marathi is the principal language spo- 
ken by her family, aad none of the family can speak 
Bengali. Her mother speaks only Marathi and some 
Hindi. Other members of the family (including Ms. A) 
can speak some English and some Hindi. Although 
Ms. A's father had a few Bengali friends (there are 
Bengali residents in Nagpur), none of them ever spoke 
Bengali with him— during Ms. A's childhood or later— 
because he himself understood and spoke no Bengali. 
Ms. A, her parents, and two of her older sisters denied 
that she had ever learned or tried to learn to speak 
Bengali or had ever had an opportunity to do so. She 
had studied Sanskrit when younger and retained some 
knowledge of it, and during her high school years she 
had taken a few lessons (at most) in reading the Ben- 
gali script. Our extensive interviews with Ms. A, mem- 
bers of her immediate family, and other persons in a 
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us that she had no normal knowledge of spok en- 


positioh ko have relevant information have POL! dq 
gali. 


Discussion 


The marked alterations of personality in this case 
have some resemblance to mediumistic trances, but 
the differences are greater than the similarities. Medi- 
umistic trances are almost always induced voluntarily, 
whereas Ms. A's personality changes occurred quite 
involuntarily. Mediumistic trances usually last an hour 
or two at the most; Sharada remained ‘‘in control’ for 
days, sometimes for weeks. 

The case also has some resemblance to cases of sec- 
ondary personality, but the usual secondary personal- 
ity claims to be more or less contemporary and cello- 
cal with the primary personality, whereas Sharada de- 
scribed a life in another part of her country and about 
[50 years earlier. Furthermore, the usual secondary 
personality has no paranormal powers, although there 
have been rare exceptions (3, 4). Sharada's ability to 
speak fluent Bengali constitutes, in our opinion, a 
paranormally acquired skill (1). 

The case also resembles in some respects cases sug- 
gestive of reincarnation (5-7), but in such cases the 
subject usually begins to speak about the previous life 
he or she claims to remember between the ages of 2 
and 5. Moreover, such a child's ordinary personality is 
rarely suppressed completely (as was Ms. A's) during 
the narration of his or her claimed memories. 


REFERENCES 


1. Stevenson L: Xenoglossy: A Review and Report of a Case. 
Charlottesville, Va, University Press of Virginia, 1974 

2. Stevenson I: A preliminary report of a new case of responsive 
xenoglossy: the case of Gretchen. Journal of the American So- 
ciety for Psychical Research 70:66-77, 1976 

3. Prince WF: The Doris case of multiple personality. Part 1. Pro- 
ceedings of the American Society for Psychical Research 9:Q- 
700, 1915 

4, Prince WF: The Doris case cf multiple personality. Par: 2. Pro- 
ceedings of the American Society for Psychical Research 
10:701-1419, 1916 

5. Stevenson I: Twenty Cases Suggestive of Reincarnation. Char- 
lottesville, Va, University Press of Virginia, 1974 

6. Stevenson I: Cases of the Reincarnation Type, vol 1: Ten Cases 
in India. Charlottesville, Va, University Press of Virginia, 1975 

7. Pasricha S, Stevenson I: Three cases of the reincarnation type 
in India. Indian Journal of Psychiatry 19:36-42, 1977 


wh 


"Ww 


Pe 


) * , den 
BY DMip C. LEWIS, M.D., ERIC CAINE, M.D., AND REBECCA BLACK, PH.D. 


A primary problem in drug addiction programs is 
keeping patients engaged in long-term treatment. 
Some addicts do not complete the initial phase of de- 
toxification, even though their physiological with- 
drawal is treated adequately. In our experience, pro- 
portionately more barbiturate addicts than heroin 
addicts or alcoholics leave before completing detoxi- 
fication. It is crucial that we learn more about factors 
which contribute to the loss or retention of these pa- 
tients during therapy. 

Studies on predictors of effectiveness of treatment 
for heroin addiction have concentrated on enduring de- 
mographic or psychological characteristics, such as 
personality, age, or socioeconomic status (1, 2). Some 
characteristics, e.g., education, have been associated 
with treatment success. Although these may prove 
valuable in the selection of appropriate treatment for 
groups of patients or as goals of long-term treatment, 
their identification contributes little to engaging and re- 
taining patients in the initial phase of treatment. A pre- 
liminary study by Copemann and Shaw (3) suggested 
that other factors such as patient expectations and per- 
ceptions of treatment may distinguish between pa- 
tients who complete treatment and those who termi- 
nate treatment early. 

We decided to examine the usefulness of the more 
immediate cognitive state Ir: predicting treatment out- 
come. We hypothesized that a patient's current con- 
ceptualization of his or her life situation would corre- 
late significantly with the likelihood of completing de- 
toxification. More specifically, we predicted that 
successful completion of detoxification would be posi- 
fively correlated with patients’ 1) identification of sig- 
nificant definable precipitating events leading to hospi- 
talization, 2) articulation of realistic future plans, and 
3) acknowledgment of fears about the risks of death 
or injury from continued high-dose barbiturate use. 
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Method 


During a 3-month period, 20 patients admitted con- 
secutively to the Washingtonian Center for Addic- 
tions, Boston, for barbiturate detoxification were in- 
terviewed prospectively. Informed consent was ob- 
tained. The patients had a mean age of 24.5 vears, with 
a range of 16-42 years. There were 15 male and 5 fe- 
male patients. Three of the 20 patients hed finished 
secondary school; none had attended college. Barbitu- 
rate abuse was the primary or only addiction in these 
patients, who typically had used 1-2 g/day of short- 
acting barbiturate. 

Subjects were given a structured interview at the 
time of admission by an interviewer who was not a 
member of the treatment staff. Neither patients nor 
treatment staff were aware of the explicit hypotheses 
of the studv. After the initial interview, the interviewer 
rated the presence or absence of identified precipi- 
tating events leading to admission, articulation of real- 
istic future plans, and fears concerning the risk of con- 
tinued high-dose barbiturate use. Criteria for the rat- 
ings were as follows: 

l. Identified precipitating events—any event that 
the patient explicitly related to admission. 

2. Realistic future plans— awareness by the patient 
of the steps necessary to achieve a future plan and of 
the obstacles that might interfere with such a plan. 

3. Perceived risks—any indication that ike patient 
was aware of fear or apprehension regarding injury or 
death related to drug use. 


Results 


Ten of the 20 patients completed detoxification. The 
Fisher exact test was used to determine the degree to 
which each of the three categories of patient per- 
ceptions was related to treatment outcome. As shown 
in table 1, perceived risk and formulation of future 
plans were significantly related to successful treatment 
outcome. Articulation of precipitating events was not 
significantly related to outcome in this small sample. 
However, when these three predictors of treatment 
success are combined, the likelihood of successfully 
completing detoxification increases with the addition 
of each successive factor. 


Discussion 


Results of this preliminary study suggest tnat evalu- 
ation of patients' immediate cognitive states may be 
useful in predicting and understanding short-term 
treatment outcomes. The three factors studied—a 
clearly defined reason for entering treatment. a feeling 
that continued drug abuse is accompanied by risk, and 
the ability to articulate realistic future plans—appear 
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"TABLE 1 
Presence of Predictive Measures for Barbiturate Detoxification in 
. Completers and Noncompleters š 
« Completers Noncompleters 
Predictor (N=10) (N= 10) 
Single factors d 
Precipitating events? 
Present 9 5 
Absent 1 5 
Future plans? 
Present 5 0 
Absent 5 10 
Perceived risk‘ 
Present 6 0 
Absent 4 10 
Combinations 
All predictors present 4 0 
Two predictors present 3 0 
One predictor present 2 5 
No predictor present | 5 


3p«.I0 (completers versus noncompleters). 
5p«.02 (completers versus noncompleters). 
*p«.01 (completers versus noncompleters). 


eu 


to pro@ifie a context that enables the patient to com- 
plete detoxification. The predictors of treatment out- 


come also suggest a focus for therapeutic interfghtion. , 


It may be that efforts to help a patient achieve an ap- 
propriate cognitive state would contribute to an in- 
creased likelihood of successful detoxification. If the 
patient does not enter treatment in a particularly re- 
ceptive state of mind, interventions that alter his per- 
ceptions may have important implications for treat- 
ment effectiveness. 
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Propranolol Treatment of an ECT-Related Ventricular Arrythmia 


BY RICHARD D. WEINER, M.D., PH.D., GARY M. HENSCHEN, M.D., MARK DELLASEGA. M.D., 


AND JOHN S. BAKER, M.D. 


Cardiac complications resulting from a course of in- 
duced generalized seizures are common and, although 
rarely severe, account for most of the mortality associ- 
ated with ECT (1). Irregularities of cardiac rate are the 
most typical of these complications, occurring in 8%- 
75% of ECT patients, depending on the type of pre- 
medication (anticholinergic, barbiturate, and relax- 
ant), oxygenation, and baseline cardiac status (2). 
These arrythmias have classically been divided into 
two etiologic categories, vagal and extravagal (1). 

Vagal arrythmias, by far the most common type, 
usually are manifested by premature ventricular con- 
tractions (PVCs) in the immediate postictal period, 
during a brief period of parasympathetic predominance 
manifested by a sinus bradycardia. Anticholinergic 
premedication such as atropine greatly diminishes the 
incidence and severity of vagal arrythmias. Extra- 
vagal arrythmias derive from several other etiologies 
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known to affect ventricular irritability, including 
hypoxia, coronary artery insufficiency, succinyl cho- 
line-induced hyperkalemia, and increased cardiac 
sympathetic activity (2, 3). These arrythmias also 
typically present in the form of PVCs and can be 
seen before, during, or after the seizure. The following 
case report is an example of a delayed, presumably 
sympathetically mediated arrythmia that was managed 
with the 8-blocking agent propranolol. 


Case Report 


The patient was a 62-year-old married man with a second 
episode of severe psychotic depression associated with veg- 
etative signs and symptoms. During the initial episode, 2 
years previously, the patient had responded to a combina- 
tion of amitriptyline and perphenazine. During his recent 
hospitalization the patient was again given amitriptyline, 
which was increased to 200 mg q.h.s., and perphenazine, 
which was increased to 20 mz q.h.s. After 3 weeks, no im- 
provement was noted, and ECT was considered. 

The patient's medical history, review of systems, and 
physical examination revealed no evidence of cardiac dis- 
ease or other significant medical disorders. An ECG was 
within normal limits, as were other routine laboratory tests. 
A chest X ray showed emphysematous changes. Arterial 
blood gas studies early in the patient's hospital course 
showed Po, of 104, Peo, of 35, and pH of 7.43. 
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After the evaluation of ECT was completed and Normed 
consent was obtained, the patient received a coyrse of 10 
ECTs\ECTs were modified by atropine, 0.6 mg subcutane- 
ously 30 minutes before treatment: methohexital, 60 mg 
LY.: succinylcholine, 70 mg I. V.; and 100% oxygen applied 
by positive pressure from the onset of methohexital induc- 
tion until resumption of spontaneous breathing (except for 
during the stimulus). There was no evidence of respiratory 
distress or cyanosis, The patient was involved in a prospec- 
tive study of bilateral versus unilateral and sine wave versus 
brief pulse ECT. He was rardomly assigned to the group 
receiving bilateral sinewave ECT (140 volts rms at 0.6 sec- 
ord). At all treatments a single channel of both ECG and 
EEG was monitored before, during, and after the seizure by 
a device that was attached to the ECT equipment via a cus- 
tom switching apparatus. 

The first ECT produced a well-modified generalized sei- 
zure of 35-seconds' EEG duration. There was no evidence of 
ventricular arrhythmias during or immediately following the 
seizure. However. several minutes postictally a sinus tachy- 
cardia of 220 per minute developed concurrently with signs 
of arousal (muscle artifact on EEG channel). The patient was 
still receiving oxygen at this time. Over the next several min- 
utes frequent PVCs occurred, both singly and as couplets 
and trinlets. These disappeared within several minutes after 
the tachycardia spontaneously resolved. A repeat ECG done 
within the next several hours was normal. After consultation 
with the cardiology division, the patient was started on pro- 
pranolol, 20 mg q.i.d. Four days later, with a cardiologist in 
attendance, the patient received his second ECT. Again, he 
develo»ed a transient, delayed sinus tachycardia (up to 160 
beats per minute), associated with several minutes of fre- 
quent PVCs including couplets, triplets, and a single quadru- 
plet. The propranolol dosage was then increased to 40 mg 
q.I.d., and 4 days later a third ECT was given under identical 
conditions. A delayed sinus tachycardia of only 120 beats 
per minute was present, and there were no signs of ventricu- 
lar ectopy. Seven more ECTs were given; all were mon- 
itored until the patient was ready to leave the treatment 
room (at least 5 minutes). There were no further ventricular 
arrhythmias of either vagal or extravagal etiology. By the 
end of the course of treatments, the patient had shown con- 
sigerable improvement in his affective disorder and the pro- 
pranolol was discontinued. An ECG was again within normal 
limits. 
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Discussion $ NT 


This case illustrates the presence of a delayed period , 


of ventricular irritability associated with a sinus tachy- 
cardia that probably resulted from the autonomic 
stress associated with postictal arousal. Since cardiac 
sympathetic hyperactivity is known to increase the 
rate of the sino-atrial pacemaker via B-adrenergic re- 


ceptors, we used propranolol, a 8-adrenergic blocking 


drug, to provide prophylaxis (4, 5). Propranolol in a 
total datly dose of 160 mg slowed the sinus tachycardia 
and eliminated the associated ventricular arrhythmias. 

Since sinus tachycardia that is present during post- 
icta] arousal or before anesthesia induction might be 
related to heightened anxiety, Barton (6) suggested 
that anxiolytic agents be used routinely in ECT, al- 
though he pointed out that these drugs might raise the 
patient’s seizure threshold. In response, Cannicott (7) 
suggested the use of a B-adrenergic blocker (oxypreno- 
lol), which does not appear to interfere with seizure 
threshold. The present case provides evidence that 
prophylaxis with a B-adrenergic blocking agent may be 
useful in patients receiving ECT who develop ven- 
tricular arrhythmias associated with a sinus tachycar- 
dia. 


REFERENCES 


1. Lewis WH Jr, Richardson DJ, Gahagan LN: Cardiovascular 
disturbances and their management in modified electrotherapy 
for psychiatric illness. N Engl J Med 252:1015-1020, 1955 

. American Psychiatric Association: Electroconvulsive Therapy. 
Task Force Report 14, Washington. DC, APA, 1978 

3. Perrin GM: Cardiovascular aspects of electric shock therapy. 

Acta Psychiatr Neurol Scand, Supplement 152, 1961, pp 1-45 
4. Black JW, Prichard BNC: Activation and blockade of £ adreno- 
ceptors in common cardiac disorders. Br Med Bull 29:163-.167. 
1973 

3. Anton AH, Uy DS, Redderson CL: Autonomic blockade and 
the cardiovascular response to electroshock. Anesth Analg 
56:46-54, 1977 

6. Barton JL: Death after ECT (itr to ed). Br Med 1 3:409, 1974 

7. Cannicott SM: ECT and cardiac arrythmia (ltr to ed). Br Med J 
3:579, 1974 


tJ 


1595 


E e ce 
LINICAL AND RESEARCH REPORTS Am J Psychiatry 135:12, December 979s 
s A s e ° N ) 

-. Teaching Psychotberapy Interventions to Family Pfactice Residents: : 


A Controlled Study 


e 24 


BY RANDAL D. FRANCE, M.D., JEFFREY L. HOUPT, M.D., CAROLE S. ORLEANS, PH.D., 


AND PAMELA J. TRENT, PH.D. 


Although family practitioners emphasize the need 
for training in psychosocial aspects of patient care 
(1, 2), there are few data describing the effectiveness of 
such training in residency programs. The study we will 
report, evaluated the effectiveness of a program de- 
signed.to improve family practice residents' skills in 
diagnosing and managing hypochondriacal patients. 
We chose to use the example of hypochondriasis be- 
cause it is a frequently encountered psychiatric prob- 
ler that is difficult to treat (3). Altman's formulation of 
hypochondriasis, which emphasizes dependency and 
self-esteem, formed the theoretic basis for training (4). 


Method 


Experimental subjects received training from a con- 
sultation-liaison fellow (R.F.) at the Duke-Watts Fam- 
tly Medicine Center. The goal of the training was to 
improve the residents' knowledge and skill in eval- 
uaiing, formulating, and treating the hypochondriacal 
patient. Training consisted of lectures for an hour and 
a half each week and case supervision during a 2- 
month required behavioral science rotation. Lectures 
included case histories, audiovisual presentations, and 
discussions of pertinent literature.! Each resident was 
observed with his patient and supervised on at least 2 
occasions during the rotation. Additional supervision 
was furnished on an as-wanted basis. 

Ten second-year and 10 third-year residents volun- 
teered for the study. These subjects were randomly as- 
signed to experimental and control groups, with the 
constraint of equal representation for each year. Pre- 
and post-measures were administered to the groups si- 
multaneously by pairing experimental with control 
subjects. The experimental subjects received training 
between the pre- and post-measures while control sub- 
jects received training when the experiment was com- 
pleted. This design allowed us to assess changes asso- 
ciated with training while controlling for changes due 
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to repeated testing and natural accumulation of knowl- 
edge over time. To minimize positive response tias, 
measures were administered separately from the usual 
evaluation procedures, and special coding procedures 
were used to preserve the subjects' anonymity. Con- 


trol subjects were scheduled to receive training during 


the second half of the year. 

Measures of formal knowledge and perceived skill 
were administered to experimental subjects before and 
after training. Control subjects were tested at the same 
time. To test formal knowledge we used six short pa- 
tient histories, three describing hypochondriacal pa- 
tients and three describing nonhypochondriacal pa- 
tients with functional somatic complaints. Each his- 
tory concluded with three open-ended questions: 

1. Based on the information in the clinical history, 
what is the differential diagnosis and what aspects of 
the history suggest each of vour considerations? 

2. Choose the most likely diagnosis of the case and 
list the reasons for this selection. 

3. Describe the treatment plan that you would make 
at this point and your reason for choosing these imter- 
ventions. 

Each subject was given one hvpochondriacal and 
one nonhypochondriacal history. «Responses were 
scored independently by a psychiatrist (J.H.) and a 
clinical psychologist (C.O.) who were blind to group 
assignment and time of testing. For each case history, 
scores were determined for diagnosis (questions 1 and 
2) and for planning treatment and psychotherapeutic 
management (question 3). A conservative interrater 
reliability check (ratio of agreement to total scores) 
yielded a reliability coefficient of 84%. 

To assess self-perceived skill, subjects rated on a 7- 
point scale (1 = ‘‘no confidence," 7 = “much confi- 
dence’’) their confidence in nine aspects of diagnos- 
ing and managing patients with multiple somatic com- 
plaints. Examples of the statements used include the 
following: “I can judge when it Is appropriate tc use 
psychotropic medications'' and *'I can promote a doc- 
tor-patient relationship that will lead to effective man- 
agement of the hypochondriacal patient." The mine 
ratings were then averaged to yield a single score. 


Results 


Analyses of variance (ANOV As) showed no signifi- 
cant differences between experimental and coatrol 
groups on pretraining knowledge and perceived sxills. 
Raw gain scores, derived by subtracting postscores 
from prescores, were then analyzed by one-way 
ANOVA to determine whether training improved resi- 
dents’ abilities. Results (summarized in table [) 
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TABLE 1 K 
Mean Fre- to Post-Training Differences in Scores . 

. E Group j 
Variable Experimental Control 
Hypoct ondriasis 

Diagr.osis --0.3 —0.7 

Treatment +0.8 —0.42 
Nonhyrochondriasis 

Diagr osis 40.3 —0.2 

Treatment +1.3 — 0.6^ 
Self-perzeived skills 3.6 + 1.3 


25«.05, one-way ANOVA. 
>5<.02, cne-way ANOVA. 


showed that experimental subjects improved on all 
measures. Control subjects did not show improved 
knowledge scores. The only statistically significant dif- 
ferences between experimental and control subjects 
involved planning treatment and psychotherapeutic 
management. Experimental subjects showed signifi- 
cantly zreater improvement than did control subjects 
in abilizy to plan treatment for the hypochondriacal 
and nor.hypochondriacal patient. There were no signif- 
icant cifferences in the experimental and control 
groups' diagnostic ability for either type of case his- 
tory. Similarly, there were no significant differences 
betweem experimental and control subjects on mea- 
sures of self-perceived skill. 


Discuss: on 


This zeport establishes the efficacy of training in 
psychotherapeutic approaches to the management of 
patients with hypochondriacal complaints. Family 
practice residents who received brief training showed 
improved ability to develop comprehensive treatment 
plans fer hypochondriacal and nonhypochondriacal 
patients That the training program did not improve di- 


* agnostic skills may suggest that diagnosis 1s not a ma- 


jor problem for family practice residents because it has 
been addressed in previous medical education. Simi- 
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larly, the residents’ improvement in psychothera-. 
peutic management skills may indicate tilat these skills 
were not acquired through previous learning. The 
lower absolute pretest scores for management suggest 
that management may be more readily taught than di- 
agnosis. This is supported by the. existence of con- 
troversies as to the etiology ar.d classification of these 
patients (4, 5), while opinions on management seem to 
be consistent (6, 7). 

It is also interesting that objective measures dif- 
ferentiated experimental from control groups, but 
measures of perceived skills did not. It may be that the 
experimental subjects did not have enough opportuni- 
ties to use their acquired skills in order to determine 
their confidence in them. Alternatively, the more resi- 
dents learned, the more they may have realized the 
intricacies of diagnosing and managing hypochondri- 
acal patients, which could challenge their confidence. 

In summary, we have shown that family practice 
residents can be taught psychotherapeutic techniques 
for dealing with the hypochondriacal patient and have 
established practical means for assessing training out- 
comes. We hope there will be further investigation in 
this area using similar research methods. 
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 Anomalous Lateralization Associated with a Mildef! Form of Schizophrenia 


BY DANIEL b LUCHINS, M.D., DANIEL R. WEINBERGER, M'D., AND RICHARD JED WYATT, M.D. 


On the basis of a study of handedness in mono- 
zygotic (MZ) twins at least one of whom was schizo- 
phrenic, we hypothesized the existence of a subgroup 
of schizophrenic patients characterized by anomalous 
lateralization and a milder form of illness (1). To test 
this hypothesis we examined laterality in a group of 
schizophrenic patients. 


Meikod 


Dur sample consisted of 66 inpatients at Saint Eliza- 
beths Hospital, Washington, D.C., who met Research 
Diagnostic Criteria (RDC) for schizophrenia or schizo- 
affective psychosis (2). The schizophrenic patients 
were further subdiagnosed as chronic (current episode 
of at least one year's duration, or incomplete recovery 
from previous episodes) or acute (current episode of 
less than one year's duration, or complete recovery 
from previous episodes) by a rater unaware of the pa- 
tients' laterality. The patients were tested for laterality 
on a 12-item test (3). Those who used their right eye, 
hand, or foot on 9 or more items were considered 
right-handed, and the others were considered non- 
right-handed (left-handed or ambidextrous). Since on- 
ly 896-1096 of a normal population does not show full 
right-sided motor preference (4), we considered all the 
non-right-handed subjects as showing evidence of 
anomalous lateralization. A subgroup of 55 patients 
were also given the torque test, which consists of 
drawing 3 circles with each hand. Those who drew a 
circle in the clockwise direction with either hand were 
said to have torque. In behaviorally disturbed children 
the presence of torque has been shown to be associat- 
ed with a future diagnosis of schizophrenia (5): Torque 
is associated with left-handedness (5), so we consid- 
ered it, for the purposes of the study, another in- 
dication of anomalous lateralization. 


Results 


There were 55 right-handers (83%) and 11 non-right- 
handers in the sample. Fifty-two of the 55 right-hand- 
ers (95%) were in the chronic category while only 7 of 
{1 non-right-handers (6496) were so categorized 
{p=.01, Fisher exact test). We examined several mea- 
sures related to severity of illness. The right-handed 
compared with the non-right-handed subjects spent a 
significantly larger percentage (mean+SD) of their 
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years of illness in a hospital (55.570:-28.0 versus 
33.1=21.0, p<.02, two-tailed t test) and had a trend to- 
ward more years of hospitalization (6.1+6.4 versus 
2.3-2.30, t=1.94, p<.10). However, there were no 
significant differences in age (30.2+8.0 versus 27.1+ 
7.6), age at onset (19.7+4.1 versus 19.643.11), or 
length of illness (10.63: 1.4 versus 8.4+7.9) between 
these groups. 

Of 55 schizophrenic patients tested for torque (49 
chronic and 6 acute) 34 (62%) showed no torque and 21 
(38%) showed torque. All 34 subjects without torque 
were in the chronic category, while the 6 acute pa- 
tients all showed torque (p.002, Fisher exact test). 
The schizophrenic patients without torque compared 
to those with torque had a longer duration of illness 
(12.1+7.2 versus 7.8::7.4, t=2.15, p<.05), more years 
of hospitalization (7.3+7.0 versus 3.3+4.7, t=2.31, 
p<.025), and spent a larger percentage of their years of 
illness.in the hospital (60.7+28.1 versus 37.3+53.2, 
t=3.21, p<.005). However, there were no significant 
differences in age (30.9+7.8 versus 27.6+6.9) or agz at 
onset of illness (19.0+3.1 versus 20.343.3). 


Discussion 


The results indicate that anomalous lateralization, 
as determined either by a battery of tasks or by the 
torque test, appears to be associated with a milder 
form of schizophrenia. This is similar to the findings of 
Lishman and McMeekan (6), who reported an increase 
in left-handedness in schizo-affective psychoses but 
not ‘‘true’’ schizophrenia. It is also in keeping witk our 
hypothesis that there exists a subgroup of schizo- 
phrenic patients with a milder form of illness who 
show anomalous lateralization. As a corollary, these 
results suggest that in severely ill schizophrenic pa- 
tients laterality disturbances may not be more preva- 
lent than in the general population. 

If our interpretation is correct it has several implica- 
tions. First, it suggests that the proportion of left- 
handedness in a group of schizophrenic pauents will 
vary depending on the percentage of milder forms of 
schizophrenias included in the sample. It is also pos- 
sible that anomalous lateralization is important in the 
etiology of some schizophrenias. A study of MZ twins . 
with schizophrenia shows that in twinships with at 
least one left-handed twin the left-handers tend to suf- 
fer from a mild schizophrenia and the right-handers are 
not schizophrenic (1). This suggests that left-nand- 
edness may in some individuals predispose to schizo- 
phrenia. Also, reversed neuroanatomic asymmetries 
on CT scans (another measure of anomalous lateral- 
ization) have been found with increased frequency on- 
ly in those schizophrenic patients who show no evi- 
dence of brain atrophy (7). This supports the notion of 
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etiologiz heterogeneity of schizophrenia and the possi- 
bility that anomalous lateralization is etiologicaMy sig- 


« hificant-in some schizophrenic patients. 
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Hoarseness and Aphonia as a Side Effect of Tricyclic Antidepressants 


BY JOHN M. RHOADS, M.D., SETH H. LOWELL, 


The anticholinergic side effects of tricyclic antide- 
pressant drugs are well known. We recently treated a 
patient who experienced the side effects of hoarseness 
and, ultimately, aphonia. A search of the literature 
from 1966 to the present BONER no previous reports 
of this side effect. 


Case Report 


Mr. À. a 50-year-old textile worker, was admitted to the 
hospital for treatment of a moderately severe neurotic de- 
pression. At the time of admission he reported a depressed 
outlook on life, markedly decreased energy level, weight 
loss of 9 kg over a 3-year pericd, decreased libido, early 
morning awakening, difficulty concentrating, decreased effi- 
ciency at work, and restlessness and anxiety that had per- 
sisted for several years. His depression was worse in the 
morning hours. 

Mr. A had obtained relief when he was treated by one of 
us @E.M.H.) with doxepin, 75 mg/day, 6 weeks before his 
admission. However, he developed hoarseness and was seen 
by one of us (S.H.L.) in consultztion because of this prob- 
lem. Examination showed no gross pathology of the nose 
and oropharynx, but some mild diffuse inflammation in the 
hypopharynx. There was a prominent superior pole scar on 
the right tonsillar area. Results o? an indirect laryngoscopy 
were unremarkable. It was noted that Mr. A had been a 
heavy smoker for many years. Because of the patient's 
hoarseness, the doxepin was discontinued. 

Results of a physical examination at the time of Mr. A's 
admission to the hospital were unremarkable. The mental 
status examination indicated disturbance only of mood. Mr. 
A was given nortryptyline, 100 mg/day, which was increased 
to 150 mg/day by the third day. This drug was chosen be- 
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cause it has fewer anticholinergic side effects than doxepin 
does. The next day the patient complained of a sore throat. 
Examination by the resident physician showed slight injec- 
tion of the pharynx, for which Mr. A was given a gergle. Two 
days later he complained of increasing hoarseness. It was 
noted that his depression was beginning to improve, particu- 
larly with regard to his sleep patterns and anxiety. On the 
fourth day he was seen for otolaryngologic consultation. He 
had a history of chronic sore throats, although he had not 
mentioned this when he was admitted to the hospital. Exam- 
ination showed dryness of the mucus membranes in the 
oropharynx. Indirect laryngoscopy showed inflammation of 
the endolarynx, particularly the true vocal cords, with a 
granular-appearing mucosa. Mobility of the larvnx was nor- 
mal, and no other lesions were present. 

It was concluded that the patient's problem was related to 
the antidepressant medication and to his heavy smoking. He 
was advised to stop smoking temporarily and to use an ex- 
pectorant and a room humidifier. His white count at this time 
was 8.300, with normal morphology and differential. By the 
sixth day Mr. A had lost his voice completely, so the antide- 
pressant was stopped. He was discharged. with his depres- 
sion improved by approximately 75%. A phone call to the 
patient 10 days later revealed that the aphonia and hoarse- 
ness had cleared gradually and he was now speaking normal- 
ly, although he had started smoking again. The depression 
recurred within a month, and Mr. A was given tranylcypro- 
mine sulfate, 10 mg t.i.d. His mood again improved, and 
there were no laryngeal side effects. 


Discussion 


We conclude that this patient's hoarseness and 
aphonia were related to the tricyclic antidepressants. 
The patient had received other medications, includ- 
ing flurazepam, chlordiazepoxide, and methaqualone, 
without developing this symptom. The current episode 
began after the introduction of nortryptyline and 
cleared within a week of its discontinuation. It is 
probable that the patient's heavy smoking and history 
of susceptibility to sore throats played significant roles 
in the occurrence of this unusual side effect. 
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BY MOHAMMAD SHAFII, M.D., RUSSELL WHITTINGHILL, A.C.S. W., AND MARK H. HEALY, M.D. 


The use of emergency psychiatric services for adults 
hes increased significantly in recent years (1). In 1977 
there were 501 hospitals in the United States that pro- 
vided psychiatric services; 43% of these hospitals pro- 
vided emergency care for adults, but very few pro- 
vided emergency psychiatric care for children and 
adolescents (2). 

Visotsky (3), in a 1975 progress report on the Task 
Force of the Joint Commission on Mental Health of 
Children, concluded that the present mental health 
service system “tends to be oriented to the needs of 
professionals providing services rather than to the 
needs of the children being served.” He noted, "The 
prodigious problem . . . was to design a system for re- 
sponding to the mental health needs of children." 

Responding immediately to psychiatric emergencies 
in children and adolescents is essential in providing 
comprehensive mental health care. In this paper we 
will describe the development of an emergency child 
psychiatric delivery system totally integrated within 
the daily operation of a child guidance clinic. Child 
psychiatric emergencies are defined, and 994 cases are 
differentiated into 9 areas based on presenting prob- 
lems and manifest behavior. 


Eackground 


The Child Psychiatric Services of the University of 
Louisville School of Medicine include 20-25 profes- 
sional staff and faculty and 20-25 trainees (child psy- 
chiatry fellows, residents, others) who provide serv- 
ices in outpatient, inpatient, pediatric consultation, 
and partial hospitalization programs. The staff and 
trainees are divided into five teams of 6-8 members. 
Each week, one team is scheduled to provide emer- 
gency services. Usually. 1 or 2 persons from a team 
are assigned each day for emergency coverage. During 
evenings and weekends, emergency coverage is pro- 
vided by residents. child psychiatry fellows, and sen- 
ior child psychiatrists. An average of 5-7 emergency 
cases are seen weekly, approximately 25% of all cases 
seen in the child guidance clinic. 
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The framework of our service is the pediatric-psy- 
chiatric model, in which the pediatric approach t> im- 
mediately available medical care is integrated wita the 
psychiatric model of developmental perspective, psy- 
chological sensitivity, and psychotherapeutic orfnta- 
tion (4). The strength of this model is the immediate 
therapeutic response to the needs of the child and the 
family in crisis. 


Emergencies: Definition and Classification 


Psychiatric emergencies in children are definzd as 
situations in which the life of the child or of someone 
else is in danger or the child is at high risk for a cata- 
strophic trauma. These patients are seen within 24 
hours because the family and community support sys- 
tems can no longer cope with the situation. 

From 1973 through 1978, 994 emergency cases were 
evaluated and classified according to the majo- pre- 
senting problem or the most severe behavioral ex- 
pression of psychopathology rather than diagnostic 
categories. These classifications, listed below, ar2 use- 
ful in assessing the need for immediate emergenzy in- 
tervention. 

1. Suicidal, self-destructive, or marked depressive 
behavior—suicide attempts or gestures, active suicidal 
thoughts, marked depression, severe withdrawal, and 
self-harming and self-destructive behaviors. 

2. Harmful or destructive behavior to others—at- 
tempting to harm or actually harming others; threat- 
ening to kill or seriously harm others; violent destruc- 
tive behavior; fire-setting; being beyond the conirol of 
parents, teachers, or other authority figures; and seri- 
ous antisocial behavior, including sexual assault"on 
others. 

3. Abuse or neglect—severe neglect, 
abuse, sexual abuse, molestation, and incest. 

4. Phobic or extremely anxious behavior— severe 
school phobia, other severe phobias, school r2fusal, 
panic reactions, and severely anxious and agitated be- 
havior. 

5, Psychotic behavior—acute psychotic episodes 
and other severe forms of psychotic confusion. 

6. Runaways—a high risk of running awar from 
home (based on past history of runaway behavior). 

7. Medical-psychiatric emergencies—sever2 an- 
orexia nervosa, diabetes with refusal to take insulin, 
other serious physical conditions aggravated by emo- 
tional problems. 

8. Drug and alcohol abuse—severe abuse cf toxic 
agents such as glue, paint, and gasoline, as welll as se- 
vere alcohol or drug intoxication. 

9. Others—severe family crisis, war trauma multi- 
problem crises, and extreme emotional fragilit~. 


physical 
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TABLE 1 . x 
Distribution of 994 Emergency Cases Among Children and Adolescents, 1973-1978, in Percents? i g 
` | Age Group ° 
1-6 Years i 7-12 Years 13-18 Years Total 
l Boys Girls Boys Girls Boys Girls * Percent 
Presentinz Problem. (N-129) . (N-74) (N =256) (N=140) (N=183) (N=212) N of total 
Suicidal, self-destructive or 
marked depressive behavior 7 12 21 12 18 39 340 34.2 
Harmful cr destructive s 
behavicr to others 20 5 35 10 23 7 305 30.7 
we Abuse or meglect 20 26 20 25 4 5 102 10.3 
Phobic or extremely 
anxious behavior 9 9 32 22 18 10 102 10.3 
Psychotic »ehavior 7 10 13 17 40 13 30 '" 30 
Runaways 0 0 25 10 20 45 40 4.0 
Medical-pzychiatric emergencies [2 9 12 12 12 43 33 3.3 
Drug/alcot ol abuse 9 9 0 36.5 36.5 1] 1.1 
Other 19 16 26 23 10 6 31 3.1 





?Values witkin age/sex columns are expressed as percentages of problem category. 


Analysis of 994 Cases 


During 1973 through 1978, 34% (N=340) of the 994 
emergency cases were referred because of suicidal, 
self-destructive, or marked depressive behavior. Ap- 
proximately 31% (N=305) were seen for harmful or 
destructive behavior to others, and 10% (N=99) for 
abuse or neglect. Significantly, 7526 of all emergency 
cases were directly related tc severe destructive be- 
havior toward the self or others or to severe child 
abuse and neglect (see table 1). 

Age distribution. Of the 994 children seen on an 
emergency basis, 596 were aged 1-3 years, 16% 4-6 
years, 40% 7-12 years, 33% 13-15 years, and 6% 16-18 
years. 

More than half (5792) of the instances of suicidal and 
self-harming behavior were in children aged 13-18 
years; 33% were aged 7-12 years and 10% 1-6 years. 
In the 1-3-year-old group (10 children), severe head 
banging and self-mutilating behavior were included. 
Of the 305 young patients who exhibited harmful and 
destructive behavior toward others, 30% were aged 
13-18 years, 45% 7-12 years, and 25% 1-6 years. 

In the abuse and neglect population, 9% were aged 
13-18 years, 45% 7-12 years, and 46% 1-6 years. Al- 
though 9176 of all the abuse cases were in children 
younger than 12, abuse and neglect were found in all 
age groups. 

Sex disttibution. Of the 994 young emergency pa- 
tients, 57% were male and 43% female (xy?-—20.28, 
p«.001). V/ithin the suicidal and self-destructive cate- 
gory, the ratio of males to females was 2.1:1 for the 1-6 
age group (x?—4.06, p<.05); and 1.75:1 for ages 7-12 
(337.02, p<.01). However, in adolescents (ages 13- 
18), the ratio of male to female patients was 1:2.16 
(y?=26.12, p«.001). Among patients who showed 
harmful or destructive behavior to others there were 
significantl more males than females in all age groups 


with a ratio of 3.49:1 (y?=93.64, p<.001). There were 
no statistically significant differences in other cate- 
gories for sex distribution in any age group but adoles- 
cents, for whom the ratio of male to female patients 
was 1:2.25 (y?=3.84, p«..05) for runaway behavior and 
1:3.5 for medical-psychiatric emergencies (x^—5.56, 
p<.025). 

Overall, the ratio of males to females was approxi- 
mately 1.8:1 in patients aged 12 or younger (x^—42.23, 
p«.001) and [:1.16 (n.s.) in adolescents. 


Conclusions 


Emergency mental health care for children, adoles- 
cents, and their families can be integrated within the 
daily operation of a child guidance clinic. In our expe- 
rience, creation of a separate emergency service is not 
advisable. Total integration of such care within the 
daily routine of all staff and trainees is more efficient. 
The establishment of a small acute short-term in- 
patient facility enhances the effectiveness of emergen- 
cv care (4). 

In 75% of the 994 child psychiatric emergencies we 
analyzed, acts of violence against young people and by 
young people against themselves and others were the 
most significant psychopathological behavior. 
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"Rapid Mood Cycles After a Noradrenergic but Not a Serotonergic Antidepressant 
BY IRL EXTEIN, M.D., WILLIAM Z. POTTER, M.D., THOMAS A. WEHR, M.D., 
AND FREDERICK K. GOODWIN, M.D. 

The monoamines norepinephrine (NE) and sero- ticularly those with bipolar illness, switch into mania 
tonin (5-hydroxytryptamine, 5-HT) have been impli- after they are treated with antidepressants (7). If they 
ca:ed in the etiology and pharmacotherapy of mood’: are maintained on antidepressants, some go on to rap- 
disorders. Since monoamine oxidase inhibitors and id mood cycles between depression and mania (8). The 
most of the commonly used tricyclic antidepressants response of these pharmacologically sensitive pat:ents a 


increase the functional activity of both NE and 5-HT 
(l^, it has been difficult to determine which mono- 
amine system is involved in pharmacologic responses 
of depressed patients. One approach we are taking to 
this problem is to use tricyclic antidepressants that 
heve relatively specific effects on monoamines. De- 
sipramine is a commonly used antidepressant that 
blocks the neuronal uptake of NE but not 5-HT (1, 2). 
Zimelidine is an investigational bicyclic antidepres- 
sant.! Two recent controlled double-blind studies have 
reported that the antidepressant effects of zimelidine 
do not differ significantly from standard reference tri- 
cvclic antidepressants (3, 4). Both zimelidine and its 
demethylated metabolite block the neuronal uptake of 
5-HT but not of NE (2, 5). The demethylated metabo- 
lite is present in the plasma of patients treated with 
zimelidine in higher concentrations than the parent 
compound (5), and it is even more selective than zi- 
melidine in blocking 5-HT uptake (2, 5). The specifici- 
tv in humans of desipramine and zimelidine for NE 
and 5-HT systems, respectively, has been supported 
by preliminary studies of monoamine metabolites in 
CSF.? Desipramine lowers the CSF levels of 3-me- 
thoxy-4-hydroxyphenylglycol (MHPG), the  pre- 
dominant metabolite of NE in human brain, but has a 
negligible effect on 5-hydroxy-indoleacetic acid (5- 
HIAA), the major metabolite of 5-HT. Conversely, zi- 
melidine lowers CSF 5-HIAA without affecting 
MHPG. Zimelidine is to our knowledge the only clini- 
cally available drug that is truly specific for 5-HT up- 
take. Although chlorimipramine selectively blocks 5- 
HT uptake, its desmethyl metabolite selectively 
blocks NE uptake (6). In patients treated with chlori- 
mipramine, steady-state plasma concentrations of des- 
methylchlorimipramine are twice as high as those of 
the parent drug (6). 

A significant percentage of depressed patients, par- 
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to desipramine and zimelidine mav provide some clues 


to the biology of mood disorders. We report here the 


case of a depressed patient who developed rapid mood 
cycles during treatment with desipramine but not with 
zimelidine and discuss this finding in terms of theories 
about the selective involvement of NE or 5-HT in 
mood disorders. Portions of this patient's course be- 
fore zimelidine treatment have been reported pre- 
viously as part of a paper on rapid cycling produced by 
tricyclics (8). 


Case Report 


Ms. A, a 57-year-old woman, was admitted to a research 
ward of the National Institute of Mental Health after 7 years 
of intractable rapid cycles between depression and hypo- 
mania. The cycles were associated with the use of imipra- 
mine (Tofranil) or isocarboxazid (Marplan). During a brief 
medication-free interval at age 51 she remained depressed 
and had only a transient response to ECT. She had a history 
of two major depressions at age 32 and 46, both of which 
responded to tricyclics. Her mother and brother also had 
manic-depressive illness. 

After giving informed consent, the patient entered a 
double-blind, placebo-controlled study in which she re- 
ceived several drugs sequentially, including zimelidine. Af- 
ter 71 days of placebo administration, her depression re- 
mained essentially unchanged. as documented by twice daily 
consensus global ratings done by a specially trained nursing 
research team. Identical capsules containing desipramine 
were added, up to a dose of 150 mg/day. The dose was de- 


. creased to 75 mg/day when Ms. A experienced side effects. 


At this dose the steady-state plasma level of desipramine 
was 68 ng/ml, as measured by gas chromatographv-mass 
spectrometry. After 17 days of desipramine adminisiration 
Ms. A became hypomanic. During the desipramine period 
she experienced three and a half cycles, defined as a hypo- 
manic phase followed by a depressed phase. The mean cycle 
length was 5 weeks. Hypomanias were marked by hyper- 
activity, talkativeness, euphoria, irritability, and decreased 
need for sleep. Her depressions were moderate to severe and 
involved psychomotor retardation, sadness, withdrawal, 
anorexia, and early morning awakening. After desipramine 
was discontinued Ms. A was treated with lithium, remained 
depressed for 12 weeks, and then improved transientiy after 
sleep deprivation. Following another placebo period she was 
treated with zimelidine in a dosage of up to 150 mg/day, 
which was decreased to 100 mg/dav because of side effects. 
At the 100-mg dose the steady-state plasma level of zimeli- 
dine and its active demethylated metabolite was 102 ng/ml, 
as measured by high-pressure liquid chromatography (5). 
She remained depressed during the 5-week zimelidine trial, 
with no evidence of hypomania or cycle induction. 
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Discussion dopamine) precursor L-dopa consistently induces 


Treatment with desipramine, which presumably ac- 


* tivated central noradrenergic mechanisms selectively 


(1, 2), was associated with a switch into hypomania 
and subsequent rapid mood cycles in this patient. 
Treatment with zimelidine, which presumably activat- 
ed central serotonergic mechanisms selectively (2, 5), 
had no such effect. What could explain this differential 
respons2? Zimelidine has been reported in double- 
blind ccntrolled trials to have antidepressant efficacy 
not sigmficantly different from that of other tricyclics 
(3, 4). Doses and blood levels of the two medications 
were about equal, and the dosage of each was in- 
creased until the patient experienced side effects. Zi- 
melidine and its metabolites seem to be as potent in 
influenc ng brain 5-HT systems as desipramine is in in- 
fluencing brain NE systems, based on in vitro block- 
ade of uptake of 5-HT or NE in animals (2) and on 
decrements in CSF 5-HIAA or MHPG in humans at 
approximately the same blood levels of drugs as were 
achieved in this patient. Hence, it would be difficult to 
attribute the differential clinical effect in this patient to 
differences in overall efficacv, dose, blood levels, or 
physiologic potency. 

It is certainly possible that the biological substrate 
of the patient's mood disorder involves catechol- 
amines rather than 5-HT, in which case it would be 
necessary that a medication potentiate catecholamine 
systems (particularly NE)—as desipramine does and 
zimelidine does not—in order to relieve her depression 
and induce mania. This conclusion would be consis- 
tent with the hypothesis that tt is possible to subgroup 
depressed patients into those with low noradrenergic 
activity who respond to drugs that potentiate noradre- 
nergic transmission and those with low serotonergic 
activity who respond to drugs that potentiate sero- 
tonergic transmission (9). This conclusion is also con- 
sistent with the notion that noradrenergic mechanisms 
afe crucial in the switch process from depression into 
mania (7). The involvement cf NE in the switch pro- 
cess is supported by the findings that the NE (and 


hypomania or mania in bipolar patients; whereas the 5- . 
HT precursor r-tryptophan is much less likely to do so 
(7). The involvement of NE in the switch process is 
also supported by the finding thet the degree of central 
noradrenergic deficit, as reflected in 24-hour urinary 
MHPG levels, predicts the latency of onset of drug- 
induced mania in bipolar depressed patients (10). 
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Affective Disorder and Suicide in Women Physicians: Other 
Views 


31R: Dr. Pitts and associates were not afraid to make the 
treacherous leap from data to interpretation in their article, 
"Suicide Among U.S. Women Physicians, 1967-1972"' (May 
1979 issue). I am not a statistician (although I am chief editor 
of a mental health journal and therefore have some experi- 
ence reviewing articles for publication), but I’ve checked 
my doubts about the article with a colleague who is good'at 
that sort of thing. My doubts have been confirmed. 

In their article these authors asserted that about 6596 of 
American women physicians have primary affective dis- 
order. So far as I can see, they are entitled to claim only that 

596 of the 49 women physicians who committed suicide dur- 
ing the 5 years surveyed had primary affective disorder, not 
to generalize to 65% of all American women physicians! 

Apparently the authors were not satisfied with a useful 
contribution in their finding of a higher than expected suicide 
rate among men and women physicians, with women per- 
haps at special risk. This finding of course should be consid- 
ered in perspective. Most men and women physicians who 
die do not commit suicide. According to the authors’ own 
figures, 93.5% of the women and 97% of the men died from 
other causes. Physician suicide rates are higher than ex- 
pected, but are they high enough to justify the crash program 
in intensive psychiatric evaluation the authors recommend, 


particularly for women physicians-to-be? 


The basis for the authors' comment that there is or has 
b2en some association between affective disorder and selec- 
tion of a medical education or career by women in this coun- 
try totally eludes me. If they are trying to say that women 
choose medicine as a career because they are driven to it by 
a mental illness, I think they must present far more extensive 
and relevant supporting data. 

I am puzzled why the authors—all men, three of whom are 
M.D.s— sound disdainful of the ‘‘role strain" theory to ac- 
count for increased suicide in physicians. Can it be that the 
three physicians have not yet experienced the role strain 
connected with their profession that is so widely accepted as 
factual? 

I hope to be further enlightened by the authors, whose ar- 
ticle was brought to my attention by my wife, a physician 
(»sychiatry), to whose attention it was brought by a gently 
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needling male coworker. It is safe to assume she was not 
amused, 


GERALD H. ZuK, PH.D. 
Philadelphia, Pa. 


Sir: We would like to point out the inaccuracy of the-state- 
ment by Dr. Pitts and associates in the May 1979 issu= that 
the risk of primary affective disorder is 65.2% for female 
physicians and 12.1% for male physicians.  . 

The implications of this statement are serious. It has been 
cited by at least one major newspaper and has been reprinted 
in a magazine, Behavioral Medicine, which is distr buted 
without charge to all physicians and ts often left in waiting 
rooms as reading material for patients. 

The authors’ data for a 5-year period (1967 to 1972) 
showed 543 suicide deaths among 285,131 male phys:cians 
and 49 suicides among 24,088 female physicians, which gives 
average annual mortality rates of 0.04% for both g-pups. 
They also stated (p. 695) that 4 probable suicides were in- 
cluded in the total for women physicians but did not g ~e the 
corresponding figure for male physicians. Exclusion o? these 
probable suicides would lower the mortality rate for women. 
The similarity of suicide rates in men and women physicians 
is played down in favor of a comparison of women physi- 
cians with women nonphysicians, and it is demonstratzxd that 
the former have much higher suicide rates. 

A much more serious problem arises from the authors’ at- 
tempt to estimate the rate of primary affective d sorder 
among physicians. They violate the statistical principle that 
one cannot apply figures from one population (a sarmle of 
patients with diagnosed affective disorder) to anothe- very 
different sample (physicians in the general population”. Their 
subsequent calculations and majer conclusions th2refore 
lack validity. 

The authors use estimates from earlier research by one of 
them that suicide is the cause of death in 25% of men and 
10% of women with a primary affective disorder (1. to ex- 
trapolate the rate of affective disorders from the nurber of 
suicides. This approach is invalid: because the samples are so 


‘dissimilar. Further, the calculations were done incocrectly. 


If 10% of all women with affective disorders commit zaicide, 
and if we have 49 physicians who died by suicide, wz might 
assume that these 49 women represented 490 affective dis- 
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‘orders. This would give a 5-year rate of 490/24 08 ffective 


disorders, or an average annual rate of 407/100,000/ (0.4196) 
among the women. ' . 

similarly, if 25% of all men with affective disorders com- 
mit suicide, the 543 male suicides represent 2,172 affective 
disorders, a 5-year prevalence rate of 2,172/285,131 and an 
average annual prevalence of 152/100,000 (0.15%). Thus, 
even if the authors’ assumptions that 25% of men and 10% of 
women physicians with affective disorders commit suicide, 
we wou d predict that only 0.4126 of the female and 0.1596 of 
the male physicians had an affective disorder during an aver- 
age year of this study—a figure far different from the 65.2% 
and 12. % quoted by the authcrs. 

The ir.correct statistic used in this paper came from an ear- 
lier paper by Craig and Pitts (2). They used the proportion of 
deaths cue to suicide (the number of deaths from suicide di- 
vided bv the total number of deaths) rather than the suicide 
rate (the number of deaths from suicide divided by the total 
population). Among the males, 3.02% of all deaths were sui- 
cides ard among the females this proportion was 6.5296. 
They then used these statistics to estimate the number of 
affective disorders. Thus, they multiplied 3.0296 by 4 for the 
males and 6.5% by 10 for the females and arrived at an esti- 
mate of 12.1% affective disorders among the males and an 
astounding 65.2% for women physicians. The correct calcu- 
lation, zs discussed above, would give yearly prevalence 
rates of 0.15% for men and 0.41% for women. 

Thus. the authors' calculations of the rates of affective dis- 
orders mong women and men physicians are incorrect. 
However, we must also view any data on suicide deaths very 
cautiously, with full awareness that suicide is frequently un- 
derreported. 

We would be very surprised if a professional journal 
would publish without comment a paper stating that 65.296 
ot the mule members of its profession suffered from a prima- 
ry mentzl disorder. 
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JEAN BAKER MILLER, M.D. 
Chairperson, Committee on Women, 
Massachusetts Psychiatric Society 
NANCY Day, PH.D. 

Boston, Mass. 


SIR: The article by Dr. Pitts and associates in the May 
1979 issve is a prime example of the sexism most women 
physicians must face in the male-dominated medical estab- 
lishment from the time they start their training. 

The authors’ startling conclusion that 65.2% of women 
physicians are ‘tainted’ with primary affective disorder is 
derived from backward and tortured reasoning that would 
not stanc up tn a freshman logic class. The weakest link in 
the chain of specious assumptions appears to be the deriva- 
tion of the affective disorder rate from a suicide rate without 
controlling for any other cause of suicide in the population 
under study. According to this mode of thinking, the Kami- 
kaze pilots of World War II would have had an affective dis- 
order rat= of 1,000%. 

I sugg2st that the authors take another look at ‘trole 
strain" and perhaps do a little soul-searching as to what they 
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may have done lately to make some female colleague's life 


just a little bit harder. " 
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EMILY M. CHAMPAGNE, M.D. 
Pittsburgh, Pa. 


SIR: AS women physicians, we read with irterest the ar- 
ticle by Dr. Pitts and associates on suicide among U.S. wom- 
en physicians. We feel the subject is serious, but the authors? 
discussion 1s superficial and in no way addresses the problem 
with the attention it deserves. The authors. c ting the con- 
clusion of Pitts and Winokur (1) that nearly al. suicides can 
be considered the outcome of primary affective disorder, cal- 
culate that the morbid risk for primary affeczive discrder in 
women physicians is 65.2%. They further conclude that 
"there is (or has been) some association bez:ween affective 
disorder and selection of a medical education and career by 
U.S. women’ and speculate that the recent ercouragement 
of women to seek careers in medicine may draw women 
medical students from a more "normal" subpopulation. 
However, they imply that screening procedures for female 
medical school applicants should be more str.nzent— clearly 
an illegal and unethical consideration. 

Data on differences between men and womer medical stu- 
dents are inconclusive and contradictory. Some studies 
stress the similarities between men and women accepted for 
medical school rather than the differences (2. 3). 

Generalizing from the Pitts and Winokur data to calculate 
the morbid risk of primary affective disorder from suicide 
rates in any population seems specious. The daia quo:ed are 
not current—they come from a period when women were in 
a much more isolated position in medicine and more vulner- 
able to the effects of their training znd practice. Life circum- 
stances and stresses play a significant role, as shown by his- 
torical surveys of suicide rates in times of war. economic 
adversity, and rapid cultural change (4). The authors dismiss 
as trivial "unsupported speculations about role strain’ in in- 
fluencing the suicide rate among women pkysicians, al- 
though they cite none of the literature about the docurnented 
conflicts facing the woman physician. 

In "Women Who Want to be Women” (5), SFapiro includ- 
ed extensive interview material from 28 physiziaa-mothers 
in a training program for psychiatric residents. She says that 
much of their conflict ‘“‘appeared to have been generated 
largely by a rigid society unable to produce a model for a 
working wife or mother that is, different from tFe model of a 
working man and a working unmarried womar. This group 
of women neither claimed nor desired a lifesty;e exactly 
equal to and identical with men. What was sought was a for- 
mula for a life which could incorporate twc sets of inter- 
ests. `` 

In "The Woman Physician’’ (6) Nadelson end Notman, 
drawing on their experience as clinicians aad teachers, 
stated, ‘Women physicians often feel that they are not 


contributing enough because medicine is not their only major 


commitment. They tend to underrate their professional con- 
tributions. They feel that they should be superwomen, and 
they feel pressured to perform fully in all areas of life.” 
Pressures to perform in all areas and difficulties obtaining 
positions and recognition have certéinly been documented as 
part of women's experience in medicine in the past. It might 
be more productive to identifv the conflict areas more specif- 
ically and explore ways in which some of them can be re- 
duced. Little can be gained by pinning a diagnoszic label with 
pejorative connotations on a population that has offered and 
continues to offer energy, skills, and compassion to the med- 
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‘ica. profession. Much more productive research can be 
done. Many valuable changes could be made to reduce the 
extreme stress on women professionals by-using the knowl- 
* edge available in documents like the Report of the Special 
Populations Subpanel on Mental Health of Women of the 
President's Commission on Mental Health. These changes 
could also benefit male physicians, for whom Dr. Pitts and 
associates report a suicide rate of 38 per 100,000, compared 
with 40 per 100,000 for women physicians. Finally, we sug- 
gest that some of the many able women clinicians and re- 
searchers be involved in such studies, especially those sup- 
ported by the APA. 
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MIRIAM D. Mazor, M.D. 

JEAN B. MILLER, M.D. 

CaroL C. NADELSON, M.D. 
MALKAH T. NOTMAN, M.D. 
Committee on Women, 
Massachusetts Psychiatric Society 


SIR: I take exception to the logic employed in Dr. Pitts and 
associates’ article about suicide among women physicians. It 
may be true that the vast majority of women who commit 
suicide have primary affective disorder. It by no means fol- 
lows that the general suicide rate for women with affective 
disorder (1096) would apply to all subgroups. The suicide 
rate might be much higher among physicians because of in- 
creased internal and external pressures. I seriously doubt the 
authors' estimate that 6596 of women physicians have an af- 
fective disorder. By the logic of Pitts and associates, if 13% 
of women physicians had committed suicide, 130% of wom- 
en physicians would be concluded to have a primary af- 
fective disorder. 


JAMES M. KRAININ, M.D. 
Dedham, Mass. 


Sir: I find it strange that Dr. Pitts and associates conclude 
suicide in women physicians is a result of selection into med- 
icine of women with primary affective disorder. They have 
arrived at this conclusion by a type of syllogistic logic that 
does not always apply to human systems. 

Is it not possible that the profession itself, and the way it is 
regarded socially, is equally or more responsible? The rate of 
suicide among psychiatrists is inordinately high. How many 
of us have primary affective disorder? Ninety percent? AII? 
Perhaps dealing with suicidal patients make us more vulner- 
aple. 
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The elical profession is often lonely and can require life’ 


and death decisions. It is a high-status profession and places 
the physician in a God-like role that men find more culturally 


syntonic than women do. This status could impair social re- 4 


lations and strain the women doctors' relations with others. I 
wonder, for instance, how many of the women who com- 
mitted suicide were married? 

It is my guess that the profession does not attract primary 
depressives. It may attract idealistic young people with great 
misconceptions of their future lives. Altering the structure of 
the profession to ease the strain on women——and men-— is at 
least as realistic as selecting happy people. 


SEYMOUR TOZMAN, M.D. 
Brooklyn, N.Y. 


Sir: In "Suicide Among U.S. Women Physicians, 1967- 
1972," Ferris N. Pitts, Jr., M.D., and associates stated, 
'"*Pitts and Winokur (1). . . concluded that in those alcoholic 
individuals who commit suicide, alcoholism is a symptomat- 
ic consequence of primary affective disorder." If this con- 
clusion and the data on which it 1s based are correct, there 
would be profound implications for our understanding of the 
relationship between suicidal behaviors and clinical psychi- 
atric entities. 

Contemporary international cross-study data show a high 
probability that of those persons who commit suicide, about 
half are suffering from atfective disorder (including serious 
"reactive" depression), about one-quarter from some de- 
gree of chronic alcoholism, and a smaller but significant 
number from schizophrenia. A variable number of cases of 
psychopathy (antisocial behavior pattern), drug addiction, 
and organic brain syndrome appear in some series (2). Have 
the many investigators who provided data for these studies 
misdiagnosed—as chronic alcoholics (without primary af- 
fective disorder), schizophrenics, psychopaths, drug ad- 
dicts, and sufferers from organic brain syndrome—a large 
number of suicidal patients whose primary disorder actually 
is affective? If so, and only if so, Dr. Pitts and associates 
would be correct in stating that ‘‘nearly all suicides can be 
considered the outcome of primary affective disorders... ."' 

Miles’ review of outcome studies (3) and Tsuang's 40-year 
follow-up of 500 patients in Iowa (4) indicated that suicide 
rates among patients diagnosed as having affective disorder 
are higher near the time of initial identification of the cohort, 
whereas for alcoholics, suicide is more often a feature of the 
later stages of the disorder, and for schizophrenics, suicide 
apparently occurs early or is spread out over a long period of 
time. These observations suggest that the original diagnoses 
are probably valid. 

Dr. Pitts appears to have misconstrued his own data and 
misremembered his own conclusions. In fact, in the admir- 
able article the authors cited, Pitts and Winokur stated, 
"The alcoholic group of 62 patients was too small to provide 
sufficient near relative suicides (total of 3 suicides for 329 
parents and siblings) or differences from controls (1/331 con- 
trol relatives) to be meaningful or statistically significant.” 
Also, I can find no data in that article to indicate that af 
fective disorder was the diagnosis of precedence in the 62 
alcoholics. Their conclusion was that ‘suicide and alcohol- 
ism may both be symptomatic of affective disorder in those 
alcoholics who kill themselves, but in the absence of inde- 
pendent proof of affective disorder the notion that this is a 
coincident rather than consequent relationship is equally 
tenable.” Can Dr. Pitts clear up this discrepancy? 


e e 
d Am J Psychiatry 136:12, December i979 . 


RN 


$ ee 
Am J Psycniatry 136:12, December 1979 . 


REFERENCES 


1. Pitts FN, Winokur G: Affective disorder: VII. ad and 
affective disorder. J Psychiatr Res 4:37-50, 1966 

. Weiss JMA: The suicidal svndrome: relationship to clinical en- 
tities, in Proceedings of the Symposium on the Psychopathology 
of Depression. Helsinki, Finland, World Psychiatric Associa- 
tion (in press) 

3. Miles CF: Conditions predisposing to suicide: a review. J Nerv 
Ment Dis 164:231—246, 1977 

. Tsuang MD: Suicide in schizophrenics, manics, depressives, 
and surg cal controls. Arch Gen Psychiatry 35:153-155, 1978 


x? JAMES M. A. Weiss, M.D. 
Columbia, Mo. 


Sir: Dr. Pitts and associates’ statistics on the incidence of 
suicide amcng women physicians are even higher than those 
found by Steppacher and Mausner (1) in their survey of 530 
AMA obituaries during 1965-1970. Dr. Pitts and associates 
arrived at a diagnostic hypothesis in which they imply a high 
incidence o7 primary affective disorder among women physi- 
cians and saggest research to verify that hypothesis. They 
designate the often observed role strain as ‘‘unsupported 
speculation ' and do not mention the numerous observations 
of the noxa»us psychological and social climate in which 
women physicians must function (2, 3). They also neglected 
to mention the age differential found in Steppacher and asso- 
ciates' stud ;, which indicates that the high incidence of sul- 
cide among women physicians is during their training, 
whereas there is a relatively high incidence among male phy- 
sicians duriag a time of life (ages 45-55) when a higher de- 
gree of autonomy is usually achieved. This vital statistic can- 
not be overlooked. The fact reméins that men physicians 
create the environment in which these suicides occur and are 
the ones who have the power to alter those environments. 

A recent computer analysis of a 200-item questionnaire re- 
sponded to »y 438 psychiatrists (members of the Pennsylva- 
nia Psychia‘ric Society) indicated that women professionals 
experience more support from each other than their male 
colleagues -ealize and experience less support from their 
male colleagues than men think they give. This is no longer 
an unsuppo-ted speculation, but if it is not sufficiently con- 
vincing, research funds and efforts should be directed to this 
area. Research should assess the familial and organizational 
support sys:ems that are necessary to reduce the incidence 
of depression, anxiety, and suicide among women phy- 
sicians. 

Being a member of a minority group creates stresses, and 
having one's needs ignored and labeled as pathologic creates 
even more stress (4). Since 1973, surveys have not only as- 
sessed the ‘‘productivity’’ of professionals but also have 
paid attention to lifestyles, rewards, satisfactions, marital 
status, parenting, and the strains created by the profession 
(2, 3, 5). Many gender differences are beginning to be docu- 
mented in taese areas, and these differences must be taken 
into account in decision making. 

The article of Dr. Pitts and associates emphasized patholo- 
gy rather tran the attitudes in the profession that blatantly 
ignore conflicts between family anc career and resist the es- 
tablishment of support and reward systems that would en- 
able women to function comfortably as professionals, wives, 
and mothers. 

Any structured interviews or ‘specific diagnostic criteria" 
for women »hysicians, such as those proposed by Dr. Pitts 


and associates, would induce additjonal stress rather than 
alleviating the excessive stress that already eXists. -— 
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MARION ZUCKER GOLDSTEIN, M.D. 
Chairperson, Conunittee on Women. 
Pennsylvania Psychiatric Society 


Dr. Pitts Replies 


SiR: In 1968 Craig and I (1) reported that women phvsi- 
cians in the United States committed suicide at about four 
times the frequency of American women over age 25. We 
calculated the morbid risk for affective disorder in this group 
as approximately 60%. This calculation depended on several 
assumptions: 1) that the morbid risk of death by suicide for 
women with affective disorder in many follow-up studies ap- 
plies to women physicians as well; 2) that the known excess 
of suicide in two groups, the affectively disordered and drug- 
alcohol! abusers, really represent only one group because 
drug-alcohol abuse with suicide reflects affective disorder in 
which the drug-alcohol abuse is symptomatic; and 3) that 
one could calculate in this way the approximate mortid risk 
for affective disorder for any group for which the percentage 
of deaths due to suicide is known. 

We obtained a larger sample in the study of physician 
deaths during a 5-year period reported in the May issue. Of 
751 consecutive deaths of women physicians, 6.5% (N=49) 
were by suicide. Thus the affective disorder rate for women 
physicians was calculated to be 6596. The fact that over half 
of the sample was predicted to have primary affective dis- 
order, a genetically determined condition, was seen as evi- 
dence that (should the prediction prove to be true) this con- 
dition constituted a factor in selection of medicine as a ca- 
reer by highly intelligent women. 

Welner and associates (2) interviewed 11! white women 
physicians and found that 51% met stringent research cri- 
teria for primary affective disorder (6% had other psychiatric 
diagnoses). This figure is strikingly close to our prediction. 
Either the logical assumptions we made are correct or the 
findings of Welner and associates are a colossal coincidence. 

I believe it is vitally important to investigate this matter 
further. Measures should be taken to recognize and appro- 
priately treat affective disorder among women physicians, 
and women physicians as a group should undertake mea- 
sures to provide the simple, effective treatments now avail- 
able for the management of affective disorder. We should 
also study the (possibly differential) rates of primary affec- 
tive disorder among the pre-1970 and post-1970 groups of 
U.S. women graduate physicians. 

I have the following specific responses to the correspon- 
dents. 
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I do net agree with Dr. Tozman that the medical profes- 
"Wen is "equally or more responsible” for the high suicide 
rates among women physicians. I do ndt view medicine as a 
lonely profession, nor does it often (if at all) require deci- 
sions of life and death. Any God-like roles are assumed by 
the occasional arrogant physician, not imposed. I look for- 
ward to data on Dr. Tozman's "guess'' that the profession 
does not attract primary depressives. 

In response to Dr. Goldstein, my article is a neuter and 


technical report that contains no polemical or pejorative. 


statements about women physicians. Further, it was not in- 
tended to be a sociological or sociopsychological study. 

We found more suicides than Steppacher and Mausner did 
because we examined the original data rather than the death 
lists published inJAMA. Those authors found that the rate of 
suicide for men physicians Increases with advancing age, as 
it does in the general population, but the rate for women phy- 
sicians does not increase appreciably with age. This could 
logically relate to the notion that medicine is extraordinarily 
stressful to women and/or the notion that women physicians 
have a high morbid risk for primary affective disorder before 
they enter medical school. There is no evidence that envi- 
ronment causes suicide, so the imputation that men physi- 
cians are responsible for the suicide of women physicians is 
not logical. 

I would point out to Dr. Champagne that there is nothing 
sexist about the report of a real finding. Dr. Champagne has 
blamed the messenger for the message and failed to deal with 
the news. 

Dr. Krainin is correct that women physicians with af- 
fective disorder may have a different morbid risk for suicide 
than the larger group of women with affective disorder. We 
assumed (and stated that this was an assumption rather than 
a deduction) that the morbid risk for suicide by women phy- 
sicians with affective disorder was the same as that of the 
general class of white women with affective disorder. 

It is untrue that if 13% of women physicians had com- 
mitted suicide we would have concluded that 130% of wom- 
en physicians have affective disorder. We would have con- 
cluded that nearly 100% do, since there are few absolutes in 
biological science. Dr. Krainin's point, however, is impor- 
tant to the related issues of suicide by women psychiatrists. 
We have found that male psychiatrists have twice the suicide 
rate and, hence, probably twice the morbid risk for affective 
disorder of the general populations of men physicians and 
white males (unpublished data). If a psychiatric career 
choice selects for affective disorder among physicians, inde- 
pendently of the medical career choice among women, then 
the morbid risk for affective disorder in women psychiatrists 
would be 12096-13096 and the probability would be nearly 
100% that any women psychiatrist would have affective dis- 
order. Indeed, Welner and associates found ‘depression 
among the (women) psychiatrists was significantly more 
common (73%) than among the other (women) physicians 
(4676) (2). 

| disagree with the members of the Massachusetts Psychi- 
atric Society Committee on Women that our discussion was 
superficial and did not address the problem with the atten- 
tion it deserves. We did not "speculate that the recent en- 
couragement of women to seek careers in medicine may 
draw women medical students from a more ‘normal’ sub- 
population"; nor did we imply that screening procedures for 
female applicants for medical school should be more strin- 
gent. 

I would also point out that no data can be truly ‘ “current” 
in journal articles; certainly, 1972 is not ancient history. 
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Thee is no evidence that women *'were in a much more iso- 
lated) position in medicine and more vulnerable to the effects 
ef their training and practice” in 1972 than they are in 1979. 
There is also no evidence that any of these issues bear of 
suicide by women (or men) physicians. 

I do not use diagnoses to demean people but rather to 
make descriptive syntheses and :o predict cause and out- 
come. Psychiatrists have long fought the medieval notion 
that psychiatric illness is somehow bad, due to weakness of 
character, or socially tainting, and I believe this committee 
must basically concur in that view. 

In response to Dr. Weiss, I would note that the percent- 
ages of persons with the diagnoses of schizophrenia, psycho 
pathy, or organic brain syndrome appearing in series of sui- `~, 
cides are equal to or less than their representation in the gen- 
eral population; therefore, these diagnoses are not correlated 
with suicide. Primary affective disorder and alcoholism do 
correlate with suicide. Our thesis is that those alcoholics and 
drug addicts whó commit suicide are in fact affectively dis- 
ordered. Our data in the paper cited by Dr. Weiss did not 
independently support the thesis of the preceding sentence, 
but data from our literature review did. The final sentence 
quoted by Dr. Weiss was the concluding (terminal) sentence 
in our article, not our conclusion per se, and was intended to 
demonstrate all logical possibilities and indicate the type of 
evidence needed to provide absolute proof. Our conclusion 
(opinion) was that primary affective disorder, with and with- 
out symptomatic substance abuse, is the diagnostic correlate 
of nearly all suicides. Dr. Weiss’s reference | is the first and 
clearest exposition of the relationship between alcoholism 
and affective disorder. l 

Drs. Miller and Day cite "inaccurate statements of risk” 
in our paper, but the proof of inaccuracy would depend on 
the demonstration of accurate figures. As noted previously, 
Welner and associates have proven the accuracy of our pre- 
dicted figures of morbid risk of affective disorder in women 
physicians. Drs. Miller and Day fail to comprehend the logic 
or meaning of our data and calculations, as revealed by their 
recalculations. For example, we noted that 10% of the 
deaths of women with affective disorder are by suicide. 
Thus, 49 suicides would represent 490 cases of affective dis- 
order among the 751 dead women physicians, not among the 
24,088 living women physicians. Among the living women 
physicians the number predicted io have primary affective 
disorder (as a lifetime morbid risk figure, not any other form 
of case rate) is 15,705 (65.2% of 24,088), not the 490 cases 
calculated by Drs. Miller and Day. Their figures for men 
physicians are also incorrect. 
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Ferris N. Pitts, JR., M.D. 
Los Angeles, Calif. 
Using Physostigmine Safely | 
Sir: In his letter “Treating Tricyclic Overdose with Phy- 


sostigmine'' (September [978 issue) Vernon Ordiway, M.D., 
raised some clinically important points. Other recent reports 


* 


F 


* 4 * 
Ami J Psychiatry 136:12, December 1979 ` 


» * 


have also emphasized the possibility of additional toxicity 
when physostigmine is added to an agent with strong ,anti- 
cholinergic activity in man (1, 2) or animals (3). In a previous 
réview of the use of physostigmine in the Boston area (4), the 
poor results that were sometimes encountered often seemed 
to result from unrealistic expectations of physostigmine as a 
simple “antidote” in a variety of severe poisonings. Grand 
mal seizures, experienced by Dr. Ordiway's patient, oc- 
curred occasionally in this sample but usually when relative- 
ly large doses of physostigmine were given by rapid intra- 
venous injection (4). This may have been the case with Dr. 
Ordiway's patient, who received two 2-mg rapid intravenous 


ome jections of physostigmine within a period of 20 minutes 


while vital functions were unstable. 

We agree that we must exercise caution in using physo- 
stigmine to reverse toxic effects of overdoses of antidepres- 
sants, antiparkinson drugs, and other agents with atropine- 
like properties. Caution is particularly indicated when the 
intoxication is very severe, involving coma, compromised 
vital functions, and abnormal blood gases and electrolyte 
levels. In such cases it seems reasonable to rely first on more 
traditional general measures to support ventilation and car- 
diovascular function, ideally in a specialized intensive care 
unit where cardiac function can be monitored constantly. 
The short half-life of physostigmine, its possible untoward 
interactions with other agents (par-icularly the antidepres- 
sants [1-3]), the common occurrence of overdoses with more 
than one agent in severe intoxications, and the emergency 
requirement to deal first with ventiiation, cardiac function, 
and blood pressure in comatose patients, all suggest that 
physostigmine is better considered an adjunct in such cases, 
to be used cautiously when reasonably stable vital functions 
and cardiac monitoring are established. On the other hand, 
we have been impressed that one of the safest and most use- 
ful indications for physostigmine is to evaluate and treat 
milder organic mental syndromes (delirium) suspected to be 
caused by drugs with antimuscarinic activity, given stable 
vital signs and a noncomatose patient who does not require 
emergency life-supporting interventions (2, 4). 


REFERENCES 


1. Biggs JT, Riesenberg RA, Ziegler VE: Overdosing the tricyclic 
overdose patient. Am J Psychiatry 134:461-462, 1977 

2. Gelenberg AJ: Physostigmine for antidepressant overdose. 
Massachusetts General Hospital Biological Therapies in Psychi- 
atrv Newsletter 1(10):1-2, 1978 

3. Vance MA, Ross SN, Millington WR, et al: Potentiation of tri- 
cyclic antidepressant toxicity by physostigmine in mice. Clin 
Toxicol 11:413-421, 1977 

4. Granacher RP, Baldessarini RJ: Physostigmine: its use in acute 
anticholinergic syndrome with antidepressant and antiparkinson 
drugs. Arch Gen Psychiatry 32:375-379, 1975 


Ross J. BALDESSARINI, M.D. 
ALAN J. GELENBERG, M.D. 
Boston, Mass. 


Motion Pictures and Psychiatric Symptoms 


SIR: I am preparing a review of the impact of anxiety-pro- 
voking motion pictures on psychiatric symptoms. I would 
appreciate receiving additional clinical examples at the ad- 
dress below. I? such information is available, please include 
1) premorbid functioning, 2) presumed motivation in seeing 


the film, 3) provocative images, 4) presence or absence of 
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anxiety-dreams and daytime obsessions incotporating im” 


ages, 5) relationship of images to patieat's characterologizal 
vulnerabilities, 6) symptomatology, 7) treatment. and 8) out- 
come. 


THOMAS E: Bittkir. M.D. 
Arizona Health Plan, Box 506 
Phoenix, Ariz. 85016 


Does Improvement Equal Diagnostic Confirmation? 


Sir: I found ""Depression Simulating Organic Brain Dis- 
ease'' by Jesse O. Cavenar, Jr., M.D., and associates (April 
special issue) quite interesting but question the authors’ ccn- 
fidence in diagnosing depression in case |. They diagnosed 
depression because "countertransference caused the psychi- 
atrist to feel sad and many depressing thoughts came to his 
mind.” They noted that "this man appeared to have a classic 
organic brain syndrome characterized by confusion, dis- 
orientation to time and place, and memory disturbances... 
there were no signs or symptoms of depressive il'ness."' 

Apparently the therapist's countertransference response 
was sufficient indication to begin amitriptyline, to which the 
patient responded dramatically. Dr. Cavenar concluded that 
the "rapidity of response to antidepressant medication in the 
first two cases (including Mr. A of case 1) suggests that the 
depression was probably a biological phenomencn." Does 
Improvement concurrent with antidepressant therapy con- 
firm the diagnosis of depression? Perhaps not. 

Amitriptyline has strong anticholinergic properties. Thus, 
if Mr. A's symptomatology resulted from excessive choliner- 
gic activity, he might respond to amitriptyline whether he 
was depressed or not. One cause of excessive cholinerg.c 
response is organophosphate insecticide intoxication. which 
inhibits acetyl cholinesterase activity (1). Chronic exposure 
to organophosphate, which can be absorbed through the 
skin, can cause memory defects, mental confusion. and diffi- 
culty concentrating (2). Atropine shares similar anti- 
cholinergic properties with amitriptyline and is often a pri- 
mary drug in the treatment of organophosphate intoxication 
(1). 

Whether Mr. A or any of the other patients described by 
Dr. Cavenar and associates had organophosphate intoxice- 
tion cannot be proven from the available case material. Nor 
would that be the essential point even if a presumptive diag- 
nosis of organophosphate intoxication could be supported. 
Rather, I object to the presentation of cases without an ac- 
knowledgment of diagnostic uncertainty. If the authors had 
entitled their article "Possible Depression Simulating Organ- 
ic Brain Disease,” their emphasis on the importance of em- 
pathic responses toward the patient and of maintaining a 
high degree of suspicion in diagnosing depression could have 
been preserved. The therapist who admits to a degree of un- 
certainty in diagnosing depression may search more diligent- 
ly for other explanations for the patient's particular presen- 
tations. When the only sign or symptom of an illness is the 
therapist's empathic response toward a patient, therapeutic 
improvement does not equal diagnostic confirmaticn. 
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and lithium levels were obtained each day until the asterixis 


was no longer present. The plasma Li* terminal half-life was 
, 36 Hours. Asterixis persisted for 4 consecutive days. On the 
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. ROBERT J. PARY, M.D. 


Arlington, Va. 


Dr. Cavenar Replies 


Sir: Dr. Pary is quite correct in stating that therapeutic 
improvement does not equal diagnostic confirmation. This is 
true in all fields of medicine. An analogy would be the patient 
who has fever, chest pain, a productive cough, and radio- 
graphic findings compatible with an infiltrate. These findings 
are compatible with, but not diagnostic of, pneumonia; a re- 
sponse to antibiotics again would not establish a diagnosis of 
pneumonia, but an experienced clinician would certainly 
lean toward a diagnosis of pneumonia given the clinical facts 
at hand. 

We only suggested that one's countertransference feel- 
ings—if the psychiatrist has enough self-understanding to 
trust such feelings— may be very valuable in charting a pre- 
sumptive treatment course. This treatment course with these 
particular patients did produce therapeutic progress. Cer- 
tainly, that progress does not prove the diagnosis of depres- 
sion. 

While it is possible that these patients may have had in- 
secticide intoxication, it seems improbable. This kind of 
thinking is like hearing hoofbeats in the street and betting on 
zebras instead of horses. 


JESSE O. CAVENAR, JR., M.D. 
Durham, N.C. 


Asterixis Associated with a High RBC Lithium Concentration 


SIR: Last year we reported a case of asterixis associated 
with primary hyperparathyroidism in a 48-year-old manic- 
depressive woman who underwent ECT for depression while 
taking 1500 mg/day of lithium carbonate (1). We concluded 
that the ECT was probably necessary for the development of 
the asterixis but recognized that variables such as calcium 
elevation or the use of psychotropic medications, including 
lithium, may have interacted with ECT to produce the aste- 
rixis. Now we wish to extend these observations to a patient 
with schizo-affective disorder, manic type (2), who devel- 
oped asterixis during a trial of lithium carbonate. The pres- 
ence of asterixis seemed to be associated with an unusually 
high intracellular RBC Li* concentration. 

A 22-year-old woman with two previous psychiatric hospi- 
talizations entered the hospital after several days of in- 
appropriate laughing and crying, racing thoughts, inter- 
mittent mutism and staring, and auditory hallucinations. 
Three days before admission she had stopped taking 900 mg/ 
day of lithium and 20 mg/day of haloperidol. Since she had 
never had a trial of lithium alone but was considered lithium 
responsive, we started her on 900 mg/day of lithium after a 2 
week washout period. After 5 days on this dose of lithium. 
plasma Li* was 0.29 mEg/liter and RBC Li* was 0.37 mEq/ 
liter RBC (ratio- 1.29). She remained symptomatic, so we 
increased the dosage to 1800 mg/day. At the end of 2 weeks 
on this dose, plasma Lit was 1.27 mEg/liter and RBC Lit 
was 1.52 mEg/liter RBC (ratio= 1.20). Three days later she 
developed asterixis. The next day lithium was discontinued, 
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fourth and last day plasma Lit was 0.73 mEq/liter and RUC . 
Lit was 1.03 mEg/liter RBC (ratio= 1.41). The next day the 
asterixis was gone; plasma Li* was 0.39 mEq/liter and RBC _ 
Lit was 0.66 mEg/liter (ratio= 1.69). Although these last two 
Li* ratios were higher than the patient's steady-state Li* ra- 
tios, we attribute them to slower intracellular rather than ex- 
tracellular lithium extrusion during elimination of the drug. 
Laboratory tests were all within normal limits. 

Pandey and associates (3) found that the meaa in vivo, 
steady-state Li* ratio in 24 psychiatric inpatients treatz4— 
with lithium was 0.57+0.19. Although one of these patients 
had a Lit ratio of nearly 1.0, RBC Lit was never higner than 
1.1 mEg/liter RBC and hence was not comparable tc our pa- 
tient’s elevated RBC Li*. Asterixis was not observed in this 
group of patients. Our patient's steady-state Lit rat:os (1.20 
and 1.29) were more than double the reported mean 
(p<.001). As a result of the high ratios, the RBC Li* levels, 
which may more closely approximate brain lithium concen- 
trations than do serum levels, were greatly elevated. The as- 
sociation between the appearance of the asterixis, a sign of 
neurotoxicity, and a high RBC Li* level is further strength- 
ened by the complete disappearance of the asterixis after 
lithium was stopped. We believe that this case adcs evidence 
to reports (4, 5) suggesting that RBC Li* levels may correlate 
more highly than serum levels with lithium toxicity. To our 
knowledge this is the first time that asterixis has been report- 
ed as a sign of lithium toxicity. 
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MAURICE W. DvskEeN, M.D. 
JOSEPH E. CoMarv, M.S. - 

GHANSHYAM N. PAND=y, PH.D. 

JOHN M. Davis, M.D. 

Chicago, Ill. 


Industry and Academia: Predator and Prey? 


SIR: The article "Relations Between Academic Depart- 
ments of Psychiatry and Pharmaceutical Cormpanies”’ by 
Michael Jellinek, M.D., and Aaron Lazare, M.D. (June 1979 
issue) disturbed me. The article presented a heavily biased 
picture of both industry and academia. The former was im- 
plicitly caricatured as some sort of unscrupulous predator, 
with academia as the innocent but corruptible prey. I believe 
most academicians would take issue with this simplistic por- 
trayal. l 
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The article ignored the extensive support companies have 
given over the years to medical education, which has includ- 
ed numerous academic efforts that offered no payoff to the 
industry other than goodwill. 

The relationship between industry and academia has been 
more than a marriage of convenience. It has made a major 
contribution to the advancement of knowledge of disease 
and therapy. The authors failed to acknowledge this in their 
article, which seemed more journalistic than scientific. 


MicHAEL J. NAPOLIELLO, M.D. 
Cincinnati, Ohio 


Drs. Jellinek and Lazare Reply 


SIR: Dr. Napoliello believes we portrayed pharmaceutical 
companies as unscrupulous predators and academia as in- 
nocent but corruptible prev while ignoring the contributions 
of industry to the advancement of knowledge of disease and 
therapy. 

The article speaks for itself. We did not insinuate unscru- 
pulous or corruptible behavior on the part of either party. 
Rather we tried to explicate the predictable and under- 
standable conflicts triggered by the interaction of these two 
social institutions so that ethical decisions can be implement- 
ed. When analyzing these ethical dilemmas, we did not find it 
relevant to list the social contributions of either academia or 
industry. 


MICHAEL $. JELLINEK, M.D. 
AARON LAZARE, M.D. 
Boston, Muss. 


Benztropine Mesylate and Social Anxiety 


SIR: I wish to report an unusual sequence of events in psy- 
chotherapy. I have been treating Ms. A, a 26-year-old single 
woman, since she made a serious suicide attempt | year ago. 
Exploratory psychotherapy combined with behavioral tech- 
niques designed to deal with social anxiety proved to be sin- 
gularly ineffective. 

Ms. A agreed to go to a social function at a bar and to 
record her social anxieties before going, as well as what ac- 
tually happened. Since one of her most prominent anxiety- 
related symptoms was excessive palmar sweating, and since 
tranquilizing medication was inappropriate, I suggested she 
take two tablets of benztropine mesylate an hour before the 
party. 

The results were astonishing. At the bar Ms. A found that 
the perspiration and her fear that others would ridicule her 
about it were leading causes of her anxiety. When she did 
not perspire, she had little reason to drink heavily because of 
anxiety. Ms. A remained sober and enjoyed herself. She re- 
peated the procedure the following week with similar results. 
This time, however, she ncted that the people around her 
were drinking excessively, and wondered aloud why she was 
wasting her time with ‘‘weird people." She had also agreed 
to try an anti-shaming technique (1) and reported that no one 
responded with the expected criticism and ridicule. 

The same week Ms. A explored some painful memories of 
parental fighting and criticism, and for the first time was able 
to look at the relationship between past and present events. 

Thus on rare occasions, the administration of a drug can 
provide the opportunity for the acquisition of insight. 


REFERENCE . 
* -— 
[. Ellis A: Workshdp on Rational-Emotive Therapy. Presented at 
the Association for Advancement of Behavior Therapy. New 
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Morton S. Rapp, M.D. 
Toronto, Ont.. Canada 


The **Pariah" Status of Schizophrenics in the Community 


SIR: Do patients with schizophrenia experience human 
emotions? Thinking people, especially those who work 
closely with schizophrenic patients, cannot doubt that such 
patients experience the same range of emotions as other hu- 
man beings. Yet in Mental Status. Functioning, and Stress 
in Chronic Schizophrenic Patients in Community Care" 
(July 1979 issue), George Serban, M.D., claimed that this is 
a question open to debate. ` 

Is it really necessary to publish research to demonstrate 
the major finding that **. . . the chronic schizophrenic, in his 
attempt to cope with various demands placed on him. experi- 
ences anxiety, and when he perceives that his efforts are in- 
adequate, he experiences depression" (p. 951)? Is it truly 
"an important clinical issue . . . that chronic schizophrenics 
do become depressed when they are aware of their marginal 
lifestyle in the community" (p. 951)? It should not be neces- 
sary to point out that schizophrenics object to their debased 
position in society. 

The publication of such remarks encourages the attribu- 
tion of nonhuman traits, such as lack of natural emotions, to 
patients with schizophrenia and serves to maintain the pa- 
riah status of these individuals in society. Thus mental health 
professionals collude with the general public in stigmatizing 
the mentally ill. Unhappily, patients with schizophrenia ac- 
cept the debased, nonhuman image of themselves that so- 
ciety perpetuates. This self-image contributes greatly to the 
difficulty these individuals encounter when trying to function 
adequately in the community. 


RICHARD WARNER, M.B., D.P.M., M.A. 
Boulder, Colo. 


Dr. Serban Replies 


SIR: Although there is an impressive literature covering 
the postpsychotic depression in patients with acute schizo- 
phrenia (1), few data are available regarding the depression 
experienced by patients with chronic schizophrenia treated 
in the community. While in acute schizophrenia the depres- 
sive syndrome emerges after the patient recovers from the 
florid symptomatology, in chronic schizophrenia the depzes- 
sion is superimposed on the residual cognitive deficit. If the 
inappropriateness or blunting of the affect is fully recognized 
as a part of chronic schizophrenic symptomatology, the de- 
pression when present tends to be zssociated either with 
guilt or a nihilistic delusional system (2) or merely recorded 
as secondary depression (3). 

My article focused on the nature of the depressive syn- 
drome experienced by patients with chronic schizophrenia in 
relation to their social functioning. The data indicate an in- 
verse relationship between depression and functioning, that 
is, the lower the functioning, the greater the depression. The 
subjects did experience stress and anxiety even at this mar- 
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-. ginal level of functioning. These findings lend support to the 


Theory that the poor social adjustment of patients with 
chronic schizophrenia results from their cognitive deficits. 
The cognitive deficit that determines the degree of per- 
ceptual and appraisal distortion of a life situation can cause 
anxiety in the patient, with a subsequent reduction in func- 
tioning that ultimatély leads to depression (4). The patient 
with chronic schizophrenia lacks insight into his cognitive 
problem of evaluating reality, although he reacts with feelings 
of hopelessness. This depressive reaction is induced by the 
patient's inability to adjust to his level of social performance. 
The assumption that patients with chronic schizophrenia suf- 
fer from depression because "they object to their debased 
position in society is an untested hypothesis. It does not 
apply to patients with chronic schizophrenia. 

In our sample 66% of the patients with chronic schizophre- 
nia had at least one first-rank Scheiderian symptom, and an- 
other 2296 had definite signs of idiosyncratic thinking. To as- 
sume that they are depressed about society's attitude toward 
them is to miss the whole issue of the cause for their poor 
social integration in the community (5). 

Therapists must not negate the reality of the mental condi- 
tion responsible for the marginal functioning of patients with 
schizophrenia in the community. Such a denial distorts the 
therapeutic perspective and contributes inadvertently to the 
patient's relapse. An attitude of social militancy cannot ex- 
plain or justify the aimless. peripheral. and unproductive 
lives of thousands cf patients with chronic schizophrenia re- 
leased in the community. Nor can this social theory explain 
such patients’ lack of interest in attending the therapeutic 
facilities available to them. 

The purpose of this research was to determine the degree 
of interaction between various mental signs and symptoms 
and the stress and functioning of patients with chronic schiz- 
ophrenta in the community to create a more sctentific basis 
for understanding their difficulty in adjusting and integrating 
socially. 
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GEORGE SERBAN, M.D. 
New York, N.Y. 


MSG: A Possibility In Treating Tardive Dyskinesia 


SIR: I read with great interest ‘Choline and Lecithin in the 
Treatment of Tardive Dyskinesia: Preliminary Results from 
a Pilot Study" by Alan J. Gelenberg, M.D., and associates 
(June 1979 issue). If a shift in the dopamine-acetylcholine 
balance decreases the frequency of involuntary movements 
in patients with tardive dyskinesia, then I suggest the study 
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of monosodium glutamate (MSG) in the treatment of this dis- 
order, , 


3 


e The "Chinese Restaurant syndrome," a collection of 
symptoms such as headache, sweating, nausea, weakness? 
facial flushing, a burning sensation, abdominal pain, thirst, 


and lacrimation following ingestion of MSG, results from a 
transient acetylcholinosis (1). The mechanism believed to be 


responsible for this increase in acetylcholine is mediated via 


the tricarboxylic acid cycle (2). Comparing the effects of leci- 
thin and MSG on central cholinergic tone would prove valu- 


able. 

The dosage” of MSG necessary to produce the Chinese 
Restaurant syndrome varies greatly among individuals. 
However, all subjects tested in one study experienced symp- 
toms if they were given a large enough dose (3). To my 
knowledge, it is unknown whether symptoms depend on an 
absolute level of acetylcholinosis. It is possible that in a ma- 


jority of patients administration of oral MSG may cause a 


sufficient increase in acetylcholine to relieve involuntary 
movements in tardive dyskinesia without causing unpleasant 
side effects. 
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PETER J. HOLLAND, M.D. 
Chapel Hill, N.C. 


Dr. Gelenberg and Associates Reply 


Sir: Dr. Holland raises zn interesting point. Indeed, there e 
is more than one mechanism to increase central nervous sys- 
tem cholinergic tone. However, it is not clear that the admin- 
istration of MSG is such a mechanism. 

A recent review has suggested that the Chinese Restaurant 
syndrome is an extracerebral response to MSG (1). In sus- 
ceptible individuals glutamate appears to stimulate receptors 
in the pharynx and esophagus, causing referred symptoms. 
Although glutamate crosses the blood-brain barrier in rats, 
this occurs only when the animals are made severely hyper- 
osmolar by the administration of massive doses of MSG and 
the deprivation of water, In general, however, we believe 
that significant quantities do not cross the blood-brain bar- 
rier. 
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Is Conveational Clinical Wisdom Wise? 


SIR: In their response to a letter entitled “Borderline ~ 
Subtype of Primary Affective Disorder?" (January 1979 is- 
sue) Joha G. Gunderson, M.D., and Jonathan E. Kolb, 
M.D., indicated, "The claims for responsivity to MAO inhib- 
itors made by Klein. . . are contradicted by ''. . . the pre- 
vailing c inical wisdom of drug unresponsiveness in this 
group." This requires clarification. As was clearly stated in 
my article (1) cited by Dr. Nakdimen, author of that letter, I 
believe that the unitary term "borderline disorder" con- 
founds several distinct syndromes that also have distinct 
pharmacologic response patterns. Such subgroups are the 
emotionally unstable character disorder, which is responsive 
to lithtum (2) and chlorpromazine (3); panic disorder, which 
is responsive to antidepressants (4); "pseudoneurotic schiz- 
ophrenia," helped by antidepressants (5); chronic anxiety 
states, berefited by benzodiazepines; and histrionic character 
disorders, which are indeed drug unresponsive (5). These 
findings heve been derived from double-blind, placebo con- 
trolled, random assignment clinical trials. Yet another com- 
ponent of zhe borderline melange, the hysteroid dysphorics, 
are probably responsive to MAO inhibitors. This has.been 
supported by open clinical trials; however, a definitive 
double-blind trial, currently underway, is needed. It should 
be clear that I do not claim "'responsivity to MAO inhib- 
itors” for this diagnostic potpourri; instead, I am pointing to 
the need for refined diagnosis and appropriate differential 
prescription rather than syncretic diagnosis and monolithic 
treatment epproaches. 

Drs. Gurderson and Kolb appear to revere "conventional 
clinical wisiom,”’ a point of view that ignores systematic sci- 
entific evidence. Their contention that the issue of whether a 
syndrome has ‘‘an internal psychological coherence . . .’’ is 
as important a validating criterion as genetics and drug re- 
sponsivity obfuscates the issues. If they could describe how 
"internal psychological coherence'' has been used as a vali- 
dating criterion, I would be most interested. 

PsychopLarmacology and genetics, as areas relevant to 
nosologic validation, have clearly advanced our factual 
knowledge of psychiatric illness and treatment. What has the 


e payoff been for "internal psychological coherence’’? I sug- 


ges the impact of this criterion has been aesthetic and rhe- 
torical rather than factual. The refutation of my stand is 
easy. All Drs. Gunderson and Kolb have to do is provide a 
list of facts “not persuasive hypotheses) that the use of their 
criterion has generated. 
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DONALD F. KLEIN, M.D. 
New York, N.Y. 
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Sir: In "Pseüdoflementia" (July 1979 issue) Charles E. 
Wells, M.D., attempted to clarify ar. important area of diag- 
nostic difficulty by constructing a dichotomy of diiferential 
clinical features. Although it might seem very useful, this 
simplification may obscure the true complexity of the clinical 
situation. Engel (1) has suggested that any one symptom 
complex or disease is a multidetermined product of the inter- 
action among biological, psychological, and social variables. 
From this perspective, the two entities outlined by Dr. Wells 
may not be so clearly discontinuous. 

For example, the author cites abruptness of onset and 
length of symptom duration before medical assistance is 
sought as characteristic of pseudodementia, but many neu- 
rologists would state that dementia may go unrecognized un- 
til an environmental change or interpersonal loss precipitates 
an acute decompensation. In addition, it is not unusual for 
the geropsychiatrist to encounter patients who demonstrate 
mixed features, with evidence of both an affective disorder 
and dementia (2). Often these disorders are self-fueling, with 
the depression arising out of the patient's growing awareness 
of his cognitive losses. The resultant "pseudodementia"' not 
only potentiates the primary deñcit but leads to a further de- 
terloration as self-esteem-promoting vocational and irter- 
personal functioning are compromised. 

The identification of the mixed dementia-pseudodementia 
disorder may have important prognostic and therapeutic im- 
plications. These patients often seem to improve during their 
hospitalization and diagnostic evaluation simply as a result 
of the “enriched” environment of the ward milieu. For such 
patients, attention to psychosocial variables may prove more 
efficacious than ECT or antidepressant therapy, either of 
which may aggravate the organic deficit. 
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RICHARD H. BRENT. M.D. 
New York, N.Y 


Dr. Wells Replies 


Sır: I am grateful to Dr. Brent for his comments. I agree 
with him that in my attempt to clarify this important area of 
diagnostic difficulty, J did not focus on cther features that ere 
often of much significance in our understanding of and caring 
for these patients. I hope nothing in my article suggests to 
the reader, however, that I advocate a neglect of the psycho- 
social variables brought to our attention by Dr. Brent. I agree 
with his valuation of them. 


CHARLES E. WELLS, M.D. 
Nashville, Tenn. 


Hypnotizability and Psychosis 


Sir: In Hysterical Psychosis and Hypnotizability'' (June 
1979 issue) David Spiegel, M.D., and Robert Fink, M.D., 
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T argue that*acute, florid nsychosis may result in some cases 
from the interaction of severe environmeptal stress and high 
hypnotizability. They wish to distinguis "hysterical psy- 
chosis™ from conditions that might benefit from medication 
and to emphasize the interpersonal responsiveness and cog- 
nizive-style vulnerabilities of these patients (1). 

However, the vast majority of highly hypnotizable per- 
scris do not become psychotic under comparable stress. 
High hypnotizability lends itself to morbid (2) and healthy 
adaptations of various kinds. The cognitive process high- 
lizhted in the highly hypnotizable person may be necessary 
for florid psychosis, but even with severe stress it is not suf- 
fizient. At times, it is incidental. 

A useful way of putting high hypnotizability into per- 
spective is to consider that we all have two basic modes of 
processing or attending: alloplastic (object-altering) atten- 
tion and autoplastic (self-altering) attention (3), which corre- 
spond roughly to left and right cerebral hemisphere process- 
ing, respectively. Objects of alloplastic attention are known 
by analysis and logical comparison (necessary for reality- 
testing), while the autoplastic mode—which involves imag- 
ing, synesthesia, and diffusion of ego boundaries—knows 
and deals with things like a chameleon. High hypnotizability 
occurs when a person has a very adept right hemisphere and 
a permissive left hemisphere. The quantity and quality of 
function within and between the two cognitive systems will 
determine the kind of healthy or morbid adaptation to stress. 

I once treated a patient whose psychosis was very respon- 
sive to therapeutic doses of neuroleptic medication, but who 
was also very highly hypnotizable by the authors' criteria. In 
this case, the left hemisphere needed the medication. 

I refer interested readers to my paper on the facial and 
body language of attention (3) for a discussion of how hypno- 
sis fits in with the cognition of everyday life, among other 
matters. 

I do agree with Drs. Spiegel and Fink that many patients 
would benefit from having a doctor who is prepared to recog- 
nize high hypnotizability and appreciate its possible thera- 
peutic and prognostic ramifications. 
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K. NAKDIMEN, M.D. 
New York, N.Y. 


Drs. Spiegel and Fink Reply 


Sir: We are intrigued by Dr. Nakdimen's ideas regarding 
hemispheric laterality, hypnotizability, and psychopathol- 
ogy. In a review of the literature relating neurophysio- 
logical data to hypnotizability (1) we hypothesized that 
hypnotic capacity seemed in some way more closely related 
to right than left hemispheric functioning, an observation al- 
so made by others (2, 3). However, any relationship which is 
borne out by further research will obviously be complex and 
will involve other localizations of brain function as well. 

We certainly agree that the majority of highly hypno- 
tizable individuals do not show such psychotic symptom- 
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atology and also that a hysterically psychotic patien: may 
respond.to antipsychotic medication. However, we recom- 
nrend avoiding the use of antipsychotics with these patients 
because we have seen them respond to structured psycho-4 
therapy which takes account of their hypnotic capacity with- 
out medication. Further, a response to medication often mis- 
takenly confirms the diagnosis of schizophrenia i in a patient 
who is especially vulnerable to accepting this diagnostic 
premise, even though it is incorrect. 

We appreciate Dr. Nakdimen's comments and are hopeful 
that there will be continuing interest in the relationships 
among hypnotizability, psychopathology, and brair. func- 
tion. 
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DaviD SPIEGEL, M.D. 
ROBERT I. Fink, M.D. 
Stanford, Calif. 


Complementarity and Janusian Thinking 


SiR: In "'Einstein's Creative Thinking and the General 
Theory of Relativity: A Documented Report'' (January 1979 
issue) Albert Rothenberg, M.D., stated that Janusign think- 
ing, which consists of "actively conceiving two or more op- 
posite or antithetical concepts, ideas, or images simultane- 
ously, both as existing side by side and/or as equally oper- 
ative or equally true," is crucial to many types of creative 
processes. 

I should like to add that Janusian thinking resembles Neils 
Bohr's idea of "complementarity," which has emerged qs a 
fundamental principle of modern theoretical physics. Koest- 
ler, who has written extensively on creativity and imagina- 
tion (1, 2), cited Hetsenberg’s description of complemen- 
tarity as 


[a] concept . . . meant to describe a situation in which 
we can look at one and the same event through two dif- 
ferent frames of reference. These two frames mutually 
exclude each other, but they also complement each oth- 
er, and only the juxtaposition of these contradictory 
frames provides an exhaustive view of the appearances 
of the phenomena. (1, pp 54-55) 


As an example of complementarity in physics, we speak of 
light as both a particle and a wave. Indeed, it is called a 
‘‘Janus-faced entity” (1, p. 52). 

It seems then that creative, Janusian thinking, as well as 
the structure of the human brain itself (being composed of 
complementary left and right hemispheres), mirrors funda- 
mental aspects of physical realitv. In this regard, I have sug- 
gested that there is a corresponcence between dichotomous 
left and right brain thinking and the complementary physical 
realities of Newtonian and Einsteinian physics (3). 
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Thus the principle of complementarity need not be re- 
stricted to zhe ‘‘separate’’ realms of creative thinking&mind) 


«on the one hand and physical reality (body) on the other. 


Indeed, aczording to physicist Wolfgang Pauli, "mind and 
body” are probably "complementary aspects of the same 
reality” (quoted in reference 1). 
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ROBERT A. FAGUET, M.D. 
Los Angeles, Calif. 


Dr. Rothenberg Replies 


Sir: I Fave frequently encountered a particular mis- 
conception about Janusian thinking regarding the difference 
between duality or dichotomy and opposition. Dr. Faquet's 
letter allows me to dispel this misconception, and it also 
presents a suggestive expansion of the Janusian thinking 
construct. .n addition, it provides me with an opportunity to 
mention scme data regarding the possible role of Janusian 
thinking in Niels Bohr's scientific creativity. 

Opposition, or the relation of oppositeness, is distinctly 
different from the relations of duality or dichotomy. While 
the latter relations consist solely of two entities, either to- 
gether or separated, opposition involves 1) conflict, and 2) 
multiplicity that consists of more than one, possibly an in- 
finite number. Although opposition often is associated with, 
or derived from, dualities or dichotomies such as here-and- 
there, right-and-left, and the like, it need not be restricted to 
two elemerts. Moreover, there is contradiction, specific dif- 
ference, and conflict among elements in opposition with each 
other. The reasons for our mistaken association of opposi- 
tion with twos, doubles, dualities, and dichotomies are quite 
complex ard are based partly on linguistic factors and partly 
onethe nature of cognitive categorizing functions (1). Regard- 
less of cause, the mix-up is a pervasive one, and it has influ- 
enced general ideas about the nature of the god Janus, from 
whom I have derived the name Janusian thinking, and about 
the nature »f Janusian thinking itself. 

Janus was the Roman god of doorways, but he was not a 
two-faced god. The temple or ‘‘arch”’ of Janus in Rome has 
four open arches or sides. In ancient times, Janus was de- 
picted as having four or six faces, as well as two. As the god 
of doorways, he faced in opposite and conflicting directions 
simultaneously while he guarded a// the entries and egresses 
(2). Janusian thinking similarly involves conceiving simulta- 
neously opposites or antitheses, sometimes two but often 
more. 

Bohr's monumental notion of complementarity, which 
he eventually extended to many areas besides physics, in- 
volves two factors serving to complete each other within a 
whole, even though they mutually exclude one another. 
Thus there is an emphasis on dual or dichotomous factors 
coordinatec with one another. Although the notion or prin- 
ciple of complementarity and the cognitive process of Janu- 
sian thinking have a definite point cf similarity and contact— 
mutual exclusion—the major thrust of Bohr's principle is the 
function of dichotomous elements together within a whole. 
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From this comes Arthur Koestlers interest in Bohr's cón; - 


ception, as Koestleg' s own formulations involve the juxtapo- 
sition and combination of dualities or dichotomies. His use 
of the term ‘‘Janus-faced™’ is based on the idea of two ele- 
ments in a whole. | 

Dr. Faquet (like others who have written to me) suggests 
that the idea of brain lateralization is connected with cata 
pertaining to Janusian thinking. This may be cogent with re- 
spect to a description of possible lateral brain functions that 
are simultaneously conflictual, but not—on the surface, at 
any rate— with respect to the description of complementary 
processes within a dichotomous whole. Furthermore, as cre- 
ative thinking is a specific mental function, it is not equiva- 
lent to ‘‘mind”’ in general, nor could it result directly from 
any overall characteristic of brain organization responsible 
for ordinary types of thinking. 

Finally, although Bohr's ‘complementarity is not the 
same as Janusian thinking, there is in fact some evidence to 
suggest that as a creative scientific concept, an important 
aspect resulted from the latter process. As with Einstein's 
formulation of the general theory of relativity, a key aspect 
of Bohr's insight seems to have consisted of a simultaneous 
antithesis. Holton's authoritative essay on "The Roots of 
Complementarity" suggests that the factor of mutually ex- 
clusive but coordinated elements was developed all at once 
(3). I am currently preparing an essay detailing and dis- 
cussing this as a further contribution to descriptions of the 
role of Janusian thinking in outstanding scientinc achieve- 
ments. 
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ALBERT ROTHENBERG, M.D. 
Stockbridge, Mass. 


Denial, Fortitude, and Isolation of Affect 


Sır: The article by Arnold R. Beisser, M.D., on “Denia! 
and Affirmation in Illness and Health " (August 1979 issue) 
deals with one of the neglected aspects of health and dis- 
ease—fortitude. It is significant that while denial as a mecha- 
nism is documented extensively in the psychiatric literature. 
fortitude is not. The difference between them is particularly 
evident in geriatric medicine, where we address differing re- 
sponses to the losses inherent in aging. Some people do in- 
deed deal with illness by denial, attributing manifest cardiac 
pain to indigestion or refusing surgery for manifest malignan- 
cy, and in others the disease itself contributes to anosog- 
nosia. However, when denial is cited in a psychiatric report, 
it often indicates a countertransference problem of the psy- 
chiatrist, i.e., the patient, confronted by disease or the risk 
of death, fails to respond with the anxiety the diagnostician 
would feel in similar circumstances. 

Dr. Beisser's insight clearly derives from the fact that his 
own response to disability is fortitude of a kind characteristic 
of creative people whose preoccupaticn with activity leaves 
no time for somatization or secondary gain, and who experi- 
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ehce illness and death chiefly as annoying interruptions of 
their pr ogram éf creation. Like Beethoven, when confronted 
with serious illness. they "take life by the throat." Others 
derive their lack of fear and of personal concern from a sense 
of "cosmic program." For example, Juliana of Norwich, dur- 
ing a severe illness, had visions which convinced her that 
“all shall be well and all manner of thing shall be well." Still 
others (including those with indicative scores on items 20-22 
of the Hackett-Cassem Denial scale) are people of inherently 
low anxiety for whom fortitude is a source of self-esteem. 

Inexperienced psychotherapists sometimes overreact to 
the antiquated image of the "good" (uncomplaining) patient 
by going to great lengths to undermine fortitude, treating it 
as an irrational defense and measuring their therapeutic suc- 
cess by the loudness and length of the patient's abreaction. 
Although the sick or dying person may indeed need to ex- 
press fear, anger, and despair, the investment of factitious 
expressions of this kind with therapeutic value is as mistaken 
as is inhibiting them when expression is needed. It 1s also, as 
Dr. Beisser shows, antitherapeutic. 

Nowhere is the association between fortitude, recovery, 
and survival more evident than in the old, for whom society 
prescribes ill health and decrepitude as role models. Among 
the elderly, rash assaults on "denial" in the interest of in- 
sight produce "voodoo deaths" rather than emotional re- 
lease. Therapists who overdiagnose denial actively hinder 
the patient and the physicians involved in treatment. Such 
therapists should analyze their own attitudes toward death 
and disease, which are often basically phobic. There have 
been few recent studies more appropriate for staff discussion 
than Dr. Beisser' s paper. 


ALEX COMFORT, M.B., B.CH. 
Los Angeles, Calif. 


SIR: Dr. Beisser' s paper on denial and affirmation points to 
another useful dimension in our understanding of how indi- 
viduals respond to illness. He addresses the important work 
of Hackett and Cassem (1) on denial after medical illness and 
introduces the useful concept of affirmation of health as an 
additional significant factor in prognosis. 

I would like to introduce another consideration. In their 
original work. Hacke:t and Cassem used the term ''denial" 
and defined it as "the conscious or unconscious repudiation 
of part or all of the total available meaning of an event to 
allay fear. anxiety or other unpleasant affects." This broad 
definition makes it necessary to include patients who merely 
isolate themselves from the affect (e.g., “I had a heart attack 
but I am not frightened) with patients who truly deny the 
illness (e.g.. "I did not have a heart attack). These are ac- 
tually different mental mechanisms and should be labeled 
separately. 

This distinction is not merely an exercise in semantics. 
These concepts require clarification if we are to do meaning- 
ful research on the relationship between emotional response 
to illness and medical outcome. The prognosis for the patient 
who denies his illness and therefore does not follow the rec- 
ommended medical regimen may be quite different from the 
patient who isolates the affect but is able to comply. Com- 
bining these two reactions into a single category can serious- 
ly confound outcome data. 
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scale to assess denial. J Psychosom Res 18:93-100, 1974 
° DoNALD S. KORNFELD, M.D. 


New York, N.Y. f 


The ‘‘Staccato’’ Syndrome . 


Str: Dr. James R. Morrison's article '* Diagnosis of Adult 
Psychiatric Patients with Childhood Hyperactivity" (July 
1979 issue) brings to mind my paper on the ‘staccato syn- 
drome" in the November 1971 issue of the Journal. I point- 
ed out a syndrome occasionally seen in adolescents with à 
history of hyperactivity in childhood. These individuals 
looked for instant gratification through abuse of drugs, espe- 
cially marijuana, amphetamines, and lysergic acid. 

Since childhood, in addition to restlessness these patients 
had had short attention span, underachievement in school, 
and low frustration tolerance, Occasionally the clinical pic- 
ture looked as if they were going through a psychotic pro- 
cess, but their object relations were adequate and the ''psy- 
chosis'"" was very temporary. 


LEON Tec, M.D. 
Norwalk, Conn. 


Orgasmic Inhibition by Phenelzine 


Str: The article “Two Cases of Ejaculatory Impairment 
Related to Phenelzine’’ by Morton S. Rapp, M.D. (Septem- 
ber 1979 issue) recalls an interesting comparable case of or- 
gasmic inhibition in a young woman treated with phenelzine 
for agoraphobia, a relatively common indication for MAO 
inhibitor therapy in the United Kingdom (1). 

A 24-year-old woman developed severe anxiety in 
crowded or unfamiliar social situations approximately 1 year 
after her (first) marriage. She was referred for treatment fol- 
lowing 2 years of unremitting symptoms. After unsuccessful 
trials of behavior modification and minor tranquilizing medi- 
cation, she was given phenelzine, 45 mg/day (0.67 mg/kg), 
and had marked although incomplete relief. A subsequent 
dosage increase to 60 mg/day (0.89 mg/kg) produced almost 
complete inhibition of anxiety but was accompanied by loss 


. of orgasmic capacity, which was regained when the dosage 


was reduced to 45 mg. This dose-related response was ob- 
served on several occasions over subsequent months. As in | 
Dr. Rapp's case 2, the patient's preorgasmic sexual arousal 
was thought to be normal. 

An interesting corollary of this case, which may illuminate 
the dynamics of this patient's social phobia, was the occur- 
rence of a severe morbid jealousy (2) in the patient's hus- 
band that corresponded to the remission of her phobic symp- 
toms and ultimately led to their divorce. 

In both of Dr. Rapp's patients and in the woman described 
above, orgasmic inhibition coincided with markedly im- 
proved symptom relief. This is unlikely to be purely coinci- 
dental. Elucidation of the effect of MAOI treatment on this 
function of the sympathetic nervous system may be helpful 
in understanding the mechanism of MAOI-induced symptom 
relief. 
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JOHN L. BARTON, M.D. 
Cape Girardeau, Mo. 


The Danger of Oral Rapid Tranquilization 


Sir: The clinical report ‘‘Sudden Death in a Patient Taking 


: Haloperido ` by Richard Ketai, M.D., and associates (Janu- 


ry 1979 issue) contained a serious distortion of the concept 
of ‘rapid tranquilization."" The report referred to the use of 
oral (conceatrate) haloperidol as if it were a recommended 
procedure. Ən the contrary, nowhere, in my own experience 
or in the literature, can I find any reference to using the oral 
route for ra»id tranquilization. What the literature does sug- 
gest is a change to oral medication as soon as possible, with 
the largest dose at the hour of sleep (1-5). 

The differences in the response to intramuscular medica- 
tion (e.g., less extrapyramidal effect) are frequently dis- 
cussed, but the reason for the differences— namely, the slow 
absorption :hrough the gut combined with the "first pass" 
effect cf the liver and portal system-—is rarely noted. 

In oral medication the first pass through the liver makes 
the pharmazologic effect cf the drug unpredictable. Drugs 
that obey first-order elimination kinetics (exponential decay) 
may be changed rapidly to zero-order kinetics, and the half- 
life would be increased in direct proportion to the plasma 
concentration. This phenomenon has been noted to occur 
with lithium when toxic levels are reached and the drug's 
eliminaticn kinetics undergo a dramatic change. 

Thus, toxic levels of drugs eliminated by zero-order pro- 
cesses persist in the plasma far longer than expected, even 
when we know the drug's half-life, calculated at therapeutic 
plasma concentrations. 

Physicians should be warned about massive oral build-up 
doses of piperazine and butyrophenones when used in rapid 
tranquilization, rapid neurcleptization. or psychotolysis. 
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Jack C. SCHOENHOLTz, M.D. 
Rye, N.Y. 


Dr. Ketai Replies 


SiR: Dr. Schoenholtz’s point about oral versus intra- 
muscular ra»id tranquilization is correct and well-taken. I 
believe the rationale for this, however, lies in the slowness of 
absorption of oral versus intramuscular haloperidol, not nec- 
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essarily in a change from first-ordey to zero-order kinetief. . 
which, to my knowledge, has not been dentonstrated with 
haloperidol. 

I have reviewed the pharmacokinetics of haloperidol with 
Edward F. Domino, M.D., of our pharmacology depart- 
ment. who has been researching this matter (1). What has 
been found so far is that after oral ingestion, peak plasma 
levels of haloperidol occur between 3 and 6 hours, followed 
by an exponential decay (first-order) over about 60 hours. 
There may be a brief. gradual rise and decay agzin along the 
curve, explainable by biliary excretion and reabsorptior in 
the gut. The blood levels of haloperidol given in an equal 
dose intravenously are only about 20% higher taan the oral 
dose after 6 hours and decay exponentially along a curve 
approximately parallel to the orally ingested form (2). 

Intramuscular haloperidol reaches peak plasma levels 
within 30 to 60 minutes, which makes this route more practi- 
cal and reliable for rapid tranquilization. Parenteral absorp- 
tion of this drug ts more predictable than oral absorption. 
although both forms of administration result in considerable 
variation of peak blood levels between individuals given the 
same dose, up to tenfold differences. 

I do not understand on what basis Dr. Schoenholtz attrib- 
utes increased extrapyramidal symptoms (EPS) to oral ab- 
sorption and ‘‘first pass" effects, and I am not aware that 
decreased incidence of EPS with the intramuscular route has 
been documented. We see it frequently. If there were a 
lower incidence of EPS by parenteral administration, I 
would attribute it to a greater anticholinergic effect of higher 
blood levels of haloperidol, not hypothetical enterohepatic 
kinetics. 

In the analogy about decreased lithium excretion at toxic 
levels, the cause is probably a poisoning of the organ respon- 
sible for its elimination, the kidney. In contrast, haloperidol 
is metabolized and excreted by the liver, and we are not sure 
what toxic levels of haloperidol would be for any given indi- 
vidual. Decreased ability of the liver to handle the haloperi- 
dol has not been shown, and "toxicity" would more likely 
be a manifestation of idiosyncratic side effects such as larvn- 
geal dystonia. 

In summary, while I agree with Dr. Schoenholtz that par- 
enteral rapid tranquilization with haloperidol is preferable to 
the oral route, the pharmacokinetic explanation he offers is 
hypothetical and. as far as I know, still requires scientific 
demonstration. 
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RICHARD Ketar, M.D. 
Ann Arbor, Mich. 
More on Galactorrhea Associated with Molindone 


Sir: | would like to report another case of the association 


. described by Clyde Wesp. Jr., M.D., arid associa:es in **Ga- 


lactorrhea Associated with Molindone" (July 1279 issue). 
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molindone prescrioed in their case was manufactured by 
Endo Laboratofies. The case described pelow was the first 
report received by another manufacturer of molindone (Ab- 
bott Laboratories). (Oa Aug. 28, 1979, Abbott Laboratories 
Research Department indicated that there had been one oth- 
er report in addition to this one.) 

A 28-year-old womari with borderline personality organi- 
zation and auditory hallucinations received thiothixene for 
2.5 months, 20-40 mg-day, with reported cessation of hallu- 
cinations. After she hed received this drug for several weeks 
she developed galactozrhea, which caused her to insist even- 
tually that the medication be discontinued. Two days after 
this was done. molincone was started in a dosage of 50-75 
mg/day, which was tnen tapered gradually in an effort to dis- 
continue entirely her use of antipsychotic medication. How- 
ever, the patient stopped taking the molindone more abrupt- 
ly than she had been told to do. Within three months after 
the medication was d:scontinued, she experienced auditory 
and visual hallucinations and required psychiatric hospital- 
ization. Treatment with antipsychotic medication was 
reinstituted, first with loxapine, 40 mg/day for | month, then 
with molindone. The dosage range of molindone was 20-50 
mg/day for the next 16 months. with good control of psychot- 
ic symptoms. 

Endocrinology consultation ruled out pituitary prolactin- 
secreting microadenoma. Serum prolactin (when the patient 
was medication-free) was normal on two occasions. X ray 
and polytomography »f the sella turcica were normal. 

The patient's galactorrhea persisted for nearly 2 years. It 
commenced during treatment with thiothixene, continued 
when she was not taking antipsychotic medication, and final- 
ly stopped 3 months after molindone was discontinued. 


JAMES L. Kaun, M.D. 
Fitchburg, Mass. 


Biological Heterogeneity in Schizophrenic Patients 


Sir: Stuart A. Checkley, B.M., B.Ch., and associates in 
"Urinary Excretion of Dimethyltryptamine in Liver Dis- 
ease’ (April 1979 issue) failed to report what is actually a 
statistically significan: difference between their patients with 
schizophrenia and normal subjects in levels of urinary di- 
methyltryptamine (DMT) excretion. Gail and Green (1) have 
developed a generalization of the one-sided two-sample Kol- 
mogorov-Smirnov statistic for evaluating diagnostic tests 
that allows the use of a cutoff to minimize errors after look- 
ing at the data. Using this test and the authors' cutoff of 500 
ng/day of DMT, ony 1 of 19 normal subjects was mis- 
identified (false positive), and 8 of 18 patients with schizo- 
phrenia were misideatified (false negatives). This division 
yields a p value of .01 for the probability that such a diagnos- 
tic separation occurred by chance alone. Furthermore, when 
the DMT values (approximated from the authors' figure) are 
log transformed to ncrmalize the distributions, a significant t 
test is also obtained «t2.13, p«0.04). It is noteworthy that 
the bulk of misidentif.cation occurred in the group of patients 
with schizophrenia. 

Thus the authors' data illustrate the commonly observed 
biological heterogeneity observed in studies of schizophren- 
ic patients (2), where a significant fraction of values lies out- 
side a normal range. The authors could have argued that 5096 
of their sample of patients with schizophrenia have ''di- 
methyltryptaminuria." Among the 8 patients with normal uri- 
nary DMT one might find subgroups with low platelet MAO, 
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acid-base disturbances, perinatal trauma, or enlarged ventn 
cles, all biological abnormalities proposed in the same issue 


int which the article by Dr. Checkley and associztes ap-, 


peared. 
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MONTE S. BUCHSBAUM, M.D. 
Bethesda, Md. 

GLENN C. Davis, M.D. 
Memphis, Tenn. 


Dr. Checkley and Associates Reply 


Sir: We agree with the points made by Drs. Buchsbaum 
and Davis about the possibility of heterogeneity in our pa- 
tients with schizophrenia. We have discussed similar issues 
in another paper (1). The point we wished to make in our 
recent paper was different. We were investigating the pos- 
sible relationship between an increased urinary excretion of 
DMT and psychotic symptomatology in a nonpsychiatric 
population. The fact that some patients with severe ‘iver dis- 
ease whose mental states were normal excreted as much 
DMT as did some patients with schizophrenia brings into 
question the assumption that the psychotic symptoms of the 
latter were due to an abnormally high level of circulating 
DMT. 
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STUART A. CHECKLEY, B.M., B.CH. 
RICHARD RODNIGHT, PH.D., D.Sc. 

JAMES L.T. BiRLEv, M.B., CH.B., D.P.H. 
l London. U.K. 


Reserpine 2nd PCP Psychosis 


Sır: In their letter “PCP: Neurochemistry, Treatment, 
and More" (February 1979 issue), Herbert Y. Meltzer, 
M.D., and associates suggested reserpine treatment for 
phencyclidine (PCP) abusers who exhibit psychosis The sci- 
entific basis for this treatment is that PCP appears to aug- 
ment impulse-dependent dopamine release and therefore 
may be a dopaminergic facilitator. Recent investigations (1) 
have presented data supporting the classificatior of PCP 
with amfonelic acid and methylphenidate. These drugs ap- 
pear to act in part by facilitating the release of stored dopa- 
mine. They are characterized by their ability to cause far 
greater increases in dihydroxyphenylacetic acid end HVA 
(dopamine degradation metabolites) than those caused by 
neuroleptics that are dopamine antagonists. Thus there is 
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good neurochemical evidence that PCP has dramatic effects 
on CNS dopaminergic neurons. ae 
« However, treatment with reserpine for such psychosis is 
not scientifically founded and could be dangerous. Reserpine 
has had only limited success as an antipsychotic and can 
cause severe depression (2). PCP has been associated with 
severe depression in some abusers. Thus reserpine could ag- 
gravate a PCP-induced depression. Moreover, Dr. Meltzer 
and associates’ hypothesis that PCP psychosis is related to 
increased dopamine utilization after acute intoxication has 

only indirec” support. They based their hypothesis on deter- 
meti iion: made on the striatal dopamine metabolites and be- 
havioral studies done within a few hours after acute adminis- 
tration, usinz the nigro-striatal system as a model. 

PCP's abi ity to facilitate dopamine release beyond 2 or 3 
hours remains unproven. There is also no evidence that the 
rat striatal dopaminergic system represents a neurochemical 
or behaviorzl model of psychosis, although this system is of 


tremendous importance for basic neuroscience investiga- , 


tions. A study demonstrating the persistence of increased 
dopaminergrc utilization caused by PCP is necessary before 
reserpine is considered for therapy. 

If PCP's ability to increase dopaminergic nerve activity 
were relatec to its psychotic properties, then a drug that 
slows dopaminergic activity would prove useful in treating 
PCP intoxication. This rationale supports diazepam-like 
drugs as possible drugs of choice. Diazepam inhibits dopa- 
mine format on but does not change the levels of dopamine 
(3). It decreases whole brain HV A and reverses the increas- 
es in HVA when dopaminergic activity is increased by halo- 
peridol, chlcrpromazine, pimozide, and clozapine (3). Thus 
diazepam slows down dopaminergic activity. Its use is con- 
sistent with the hypothesis that PCP is a psychotomimetic 
drug because of its ability to increase dopaminergic activity. 

PCP intoxication has not yet been definitely correlated to 
dopaminergiz disruption alone. PCP appears to affect the 
normal functioning of several transmitters that in turn affect 
dopaminergiz activity. We can assume that the dopaminergic 
system is intricately involved in PCP psychosis. But until we 
gain more precise knowledge about the ways PCP affects the 
CNS, diazepam-like drugs seem preferable to more drastic 
treatment w:th reserpine. 
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Joux D. DOHERTY, PH.D. 
Vienna, Va. 


Dr. Meltzer Replies 


SIR: We based our proposal that reserpine or alpha- 
methylparatvrosine (AMPT) might be effective in treating 
schizophreniorm reactions precipitated by PCP on studies 
with male rats. These studies demonstrated that stereotypy 
and locomotor activation produced by PCP can be prevented 


by pretreatment with reserpine, which interferes with stored » © 


biogenic amines, ang that AMPT can Elock turning induced 
by PCP in rats with unilateral substantia nigra lesions. Con- 
siderable evidence that we cannot review here indicates that 
PCP-induced stereotypy and locomotor activ ty depend 
mainly on dopaminergic activity. Dr. Doherty affirms the 
idea that dopaminergic activity may be important to. PCP 
psychoses three times in his letter. Dr. Doherty is correct 
that chronic use of reserpine may be associated with depres- 
sion, albeit in a small percentage of cases. We dic no: intend 
to suggest long-term reserpine treatment for PCF psychoses 
that were organic in nature or those marked by residual char- 
acterologic deficits. We had in mind a maximum of 1-2 
weeks' trial with reserpine for individuals with abrupt onset 
of persistent psychotic symptoms following PCP ingestion. 
Reserpine-induced depressions. which occur in no more 
than 596-1596 of treated individuals. begin after much longer 
treatment. 

Reserpine has been shown unequivocally to be a clinically 
effective antipsychotic drug in schizephrenia, although it 
may be less effective than neuroleptics t 1). However. no evi- 
dence exists of a specific reserpine-sensitive defect in schiz- 
ophrenia corresponding to the ore we proposed “or PCP-in- 
duced psychoses. Thus the relevance of the reserpine data in 
the treatment of schizophrenia is limited at best. 

We were surprised by the suggestion that the nigro-striatal 
system is not a good model for testing hypotheses regarding 
antipsychotic drug treatment. That is the issue, not whether 
the system is an appropriate model for psychosis, a.though 
there has been a recent synthesis of evidence that dysfunc- 
tion of the basal ganglia is a major factor in schizoohrenia 
(2). The vast majority of preclinical studies of antipsychotic 
drugs are based on studies of the basal ganglia. The ability of 
neuroleptic drugs to block dopamine receptors or alter dopa- 
mine metabolism in the striatum is one of the most widely 
used models to predict antipsychotic efficacy (3). 

By insisting that the persistence of PCP's effect on dopa- 
mine metabolism be demonstrated before advocating a treat- 
ment strategy based on the acute effect. Dr. Doherty ignores 
the evidence that amphetamine-induced psychoses respond 
well to treatment with neurolep:ics (4). The effect of am- 
phetamine on dopamine release lasts no longer than that of 
PCP. 

Space does not permit a discussion of Dr. Dohertv's sug- 
gestion that diazepam acts by inhibiting dopaminergic neu- 
rons. Most neuropharmacologists accept that this is a minor 
action of diazepam; if Dr. Doherty were correct, diazepam 
would be a useful antipsychotic drug in treating the major 
psychoses, which it is not. It surprises us that Dr. Doherty 
justifies the use of diazepam in PCP psychoses based on its 
dopaminergic effects while challenging our therapeutic sug- 
gestions because of their dopaminergic basis. 

Finally, we cannot see why Dr. Doherty raised the :ssue of 
PCP's effects on multiple neurotransmitter systems. We 
made the very same point in our letter. 
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duced amphetamine psychosis. Biol Psychiatry 2:95-107, 1970 


HERBERT Y. MELTZER, M.D. 
MILJANA SIMONOVIC 
Chicago, Ill. 


Sleepwalking and Febrile Illness 


Sin: I read with interest ‘Sleepwalking and Night Terrors 
Related to Febrile lliness" by Joyce M. Kales, M.D., and 
associates (September 1979 issue) because I am treating a 6- 
year-old boy, Rob, who began sleepwalking following a fe- 
brile illness. The case is well-documented since Rob, when 
told he had been walking in his sleep, asked his parents to 
keep a diary. Fourteen days before the first sleepwalking epi- 
sode, Rob had an illness characterized by a high temperature 
(104°F) for 2 days. with headaches and generalized aches and 
pains. His recovery was gradual and unremarkable. 

During the first sleepwalking episode Rob walked into his 
parents bedroom, lay down crosswise on the bed, and put 
his head on his father’s chest. He did not respond to ques- 
tions and was carried back to his own bed. Two nights later 
Rob was found in the kitchen carrying a garbage bag, fortu- 
nately tightly closed, upside down. He followed instructions 
to put the bag down and go to bed. He climbed into his bed 
from the top rather than from the side, whimpered, and after 
being held for several minutes, settled into a quiet sleep. 
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Eight nights later his mother heard him coughing. She ‘inter- 
cepted Rob sleepwalking in the hallway and returned him to 
bed. 

Since then, there have bcen three similar episodes, occur- 
ring on the following third, sixth, and twelfth nights. On one 
of these occasions Rob was sleeping at his grandparents? 
home. 

Each of these episodes occurred approximately 1!'/2 to 2 
hours after the onset of sleep. During sleepwalking Rob's 
eyes were open and he appeared to know where he was go- 
ing. Although he never responded verbally, he followed 


P d 


simple instructions. In 4 of the 5 episodes that occurret un 


home. where the child's bedroom is separated from other 
rooms by a hallway, he walked toward or into the room 
where his parents were. The boy had no recall of sleep- 
walking or having been taken back to bed. There is no family 
history of sleepwalking or night terrors. 


ELIZABETH Dorus, PH.D. 
Chicago, Ill. 


Correction 


In CSF Copper in Schizophrenia" by Stephen P. Tyrer, 
M.B., H. Trevor Delves, Ph.D., and Malcolm P. I. Weller. 
B.M., in the July 1979 issue, tyrosine-hydroxylase was er- 
roneously cited as a copper-dependent enzyme. 
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Encyclopedia of Bioethics, Vols. I-IV, edited by Warren T. 
Reick. Nes. York, N.Y., Free Press (Macmillan Publishing 


Bs dip). 1979, 1,842 pp., $200.00. 


This four-volume encyclopedia, the first to be published in 
the fizld of bioethics, purposes to synthesize, analyze, and 
compare positions taken on the subject in the past and the 
present anc to point up issues that require further examina- 
tion. Bioetaics has emerged as a contemporary phenome- 
non, and i! has captured present-day attention because it 
considers major conflicts in the area of technology and basic 
human values-—those dealing with health and life and death. 

How to define bioethics? It has a composite name taken 
from the G-eek bios (life) and ethicke (ethics): "It is a sys- 
tematic study of human conduct in the area of the life sci- 
ences and Fealth care insofar as this conduct is examined in 
the light of moral values and principles." Although the sub- 
ject matter tself has occupied the mind of man since ancient 
times. the introduction of biomedical technologies, espe- 
cially since the 1950s. has intensified the age-old problems 
and given rise to some perplexing new ones, e.g., the prolon- 
gation of life, euthanasia, prenatal diagnoses, abortion, hu- 
man exper:mentation, genetic intervention, reproductive 
technologies, behavioral control, psychosurgery, the defini- 
tion of death, the right to privacy, and other kindred prob- 
lems. 

The subject matter attracts widespread interest because it 
offers stimulating intellectual and moral challenges, in con- 
trast t» earl er times when ethical world views were held in 
common and offered a certain security for dealing with moral 
dilemraas. Today the basis for coping with these problems is 
itself the subject of considerable controversy, and there are 
differing opinions about moral values, ethical principles, and 
their priorities as the contemporary world experiences a 
philosophical and theological upheaval. Bioethics as a sys- 
tem has already had a significant intellectual impact because 
it has called forth a reexamination of basic moral values, eth- 
ical questions, and the methods of applying them. 

The rapid growth of the field of Eioethics has been due in 
part to the fact that it is open to various disciplines and has 
attracted many scholars from different academic institutions 
who are motivated to examine the social and personal as- 
pects cf human behavior. Already there is a plethora of con- 
temporary lrerature on the subject, and the need for system- 
atization of :he type this encylopedia presents has become 
obvious. 

As to this massive (and excellent) work, it represents the 
combined efforts of 285 contributors from 13 countries repre- 
senting many fields of learning: ethics, biology, medicine, 
allied health services, psychology, sexology, sociologv, an- 
thropo.ogy. law, political science, demography, and history. 
A numoer of well-known psvchiatrists are included in the list 
of authors; tney discuss matters in which they have particu- 
lar expertise 

The encyclopedia was conceived by Warren T. Reich, 
who is Senior Research Scholar at the Kennedy Institute, 
and it was produced under the "supportive academic atmo- 


sphere of Georgetown University." A full range of ethical 
views and policy opinions was gatkered on matters con- 
cerned with the life sciences. The editorial advisory s:aff was 
composed of 60 members who gathered together from vari- 
ous countries representing all disciplines converging on bio- 
ethics. Eight associate editors contributed a level of exoer- 
tise to the project that would be hard to match elsewhere. All 
told, 1,300 professionals were involved in some way et some 
time in the making up of these pages. Each editor was re- 
quired to submit a description of the scope of articles needed 
in specific areas, and contributors were selected on the basis 
of outstanding knowledge in the field of bioethics. 

The mechanics of getting together the necessary material 
and editing. re-editing, and editing again is a story in itself, 
and the care taken shows in the varicus contributions—the 
contributors appear to have been gooc writers in addition to 
their other abilities. Bibliographies are a major component of 
the encyclopedia, and the task of verifying and copy-editing 
all listings and suggestions of additional ones was carried out 
by William Pitt. who was assisted at various times by 27 
people. 

The scholars of the Kennedy Institute gave much time and 
advice to this effort: they included philosophers, religious 
ethicists, biologists, physicians, demographers, lawyers. and 
the permanent and visiting scholars of the Institute. “An en- 
cyclopedia, ` the editors note, “cannot be a vehicle for a de- 
finitive statement in fixed categories of thought, rather it 
must be a tool that reflects and facilitates the developmen: of 
ideas." Their purpose was not to freeze knowledge but to 
summarize and analyze the historical and current state of 
knowledge in bioethics— not only to facilitate learning what 
is known in the area but also to minimize obsolescence by 
pointing out future directions. 

Obviously neither a single reviewer nor a group of them 
can do justice to a work of this magnitude, but a sampling of 
the subjects that might attract the attention of psychiatrists 
indicates that the material covered is timely. complete, 
broad-gauged, and especially well done. Every college, uni- 
versity, and hospital library should have the encyclopedia. 
Given the directions that medicine seems to be moving to- 
ward, they will need to consult it frequently. 


F.J.B. 


Legend, Myth, and Magic in the Image of the Artist: A Histor- 
ical Experiment, by Ernst Kris and Otto Kurz. New Haven, 
Conn., Yale University Press, 1979, 159 pp., $15.00. 


Studying creativity by means of a focus on social per- 
spectives on art and artists was a special interest of Ernst 
Kris. In a memorable meeting not long before his death, he 
told me that he had been working on the topic of artistic 
hoaxes and forgeries, a topic pertaining to the interaction 
between the artist and his or her audience. With intense en- 
thusiasm instilled by what to me seemed a mysterious inner 
conviction Kris urged me to follow suit. Like his own men- 
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E M Freud, Kris was fgscinated by matters lurking in the 
shady crannies and wastebaskets of life,and he believed that 


an understanding of the dark interface bétween the artist and 
society (in which a work is ‘erroneously’ hailed as a mas- 
terpiece and later rejected completely) would shed light both 
ori society's mode of designating aesthetic worth and on es- 
sential or authentic elements of the artistic creative process. 
English-language readers were previously exposed to Kris's 
use cf such an approach in an exploration of the slightly 
outré topic of caricature in which he successfully clarified 
factors in the interaction between social and individual fac- 
tors in a form of art. 

With this publication, the first English translation of a 
work done in German in collaboration with the art historian 
Otto Kurz, we can see that Kris's productive sociological 
approach to art developed rather early in his career. During 
the time when Kris was an art historian and was learning to 
become a psychoanalyst, he enlisted the help of the scholar- 
ly prodigy Kurz to trace data and themes pertaining to so- 
ciety's orientation toward the artist throughout history. To- 
gether they produced what they subtitled A Historical Ex- 
periment, defined as a work that raises a series of questions 
rather than offers definitive answers. This English trans- 
lation was prepared by Alastair Lang and revised by Lotte 
M. Newman; Otto Kurz has also inserted some additions to 
the original text. E. H. Gombrich, a distinguished modern ex- 
positor on form and a collaborator with Kris on another 
work, provides a preface describing the circumstances 
under which the book was written. 

The range of the book is very wide, tracing material per- 
taining to the image or social conception of the artist from 
the time of Western antiquity up to the present and citing Far 
Eastern conceptions as well. The major themes or images 
identified are the artist as a hero, the artist as a magician, 
and, related to the magician theme, the artist as the con- 
tender with divinity. Citing anecdotal material from bio- 
graphical and other sources and bringing to bear their own 
extensive knowledge of artistic and historical evolution, Kris 
and Kurz describe the development of these themes and 
build an impressive and convincing case for their impor- 
tance. From the first, their approach proves thought pro- 
voking and valuable. For instance, the modern reader who is 
accustomed to consider the artist an important or esteemed 
factor in society is reminded that originally the artist was a 
servant or a slave. and a lowly one at that. Sculptors and 
painters, the main type of artists discussed in the book, were 
considered manual laborers in ancient Greece. Only much 
later were they elevated and prized. Much of what are gener- 
ally accepted as facts in psychology and literature about ar- 
tistic creation, and about artists’ biographies, must be 
viewed in terms of society's view of the artist and his or her 
work at a particular point in history. 

The authors point out that art originally had religious, rit- 
ualistic, and magical functions and only gradually became 
identified as the work of particular artists. Only when artists 
became identified with their works, when they "'signed" 
them, did the literary and social interest in the artist's biogra- 
phy develop. In recounting the particular events of artists’ 
lives, a tendency to overestimation or "'heroization" " ap- 
peared. Stories atiributing special childhood gifts to artists 
as well as predestinations for greatness were especially prev- 
alent. In addition, as a continuation of beliefs about the mag- 
ical function of art and also perhaps because of the uncanny 
ability of the artist to imitate and reproduce nature, many 
stories tacitly or explicitly emphasized the magical ability of 
the artist. The authors consider an origin of this theme to be 
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the universal belief in the magic of the visual image, the idea 
that those who possess an image of a person hold some pow- 
er over that person. Belief in the artist's magic is incorporat- 
ed in stories such as the classical Pygmalion myth of a statu 
that becomes invested with life. This belief is the basis of the 
attribution of divinity to the artist and of attendant beliefs in 
a danger of the gods' envy. In clarifying and analyzing the 
origin of such beliefs, the authors recount and discuss a 
charming and significant anecdote about the powers of two 
artists to copy nature. Án artist, Zeuxis, painted grapes so 
realistically that some sparrows flew by and pecked at them. 
Another artist, observing this, asked Zeuxis to come towas 
studio to see his own painting of the same type. When the 
painting was brought forth, Zeuxis asked the artist to draw 
back the covering curtains so that he could see the picture. 
He was then informed that that could not be done because 
the curtains themselves were the painting. 

The book is filled with interesting and provocative anec- 
dotes. As the authors state in the introduction, anecdotal 
material in a wide sense taps the realms of myth and saga, 
and the majority of stories come from the legendary past of 
Western antiquity as well as late medieval and early Renais- 
sance times. The recurrent themes and the authors' analyses 
help the reader to understand factors in the artist-recipient 
interaction, such as society's high esteem for the artistic 
work but ambivalence tinged with envy toward the artist asa 
person. Also, there are society's attempts to understand the 
process of artistic creation as analogous to other life experi- 
ences such as childbirth, as well as the problematic endeavor 
to establish a direct link between the artist and the work of 
art. In the latter endeavor, conclusions about the circum- 
stances of the artist's life are drawn, often erroneously, di- 
rectly from his or her works. 

Focusing on the social conception or image of the artist, 
the authors lay a foundation for a broad psychology of aes- 
thetics; as the psychological basis of aesthetic appeal is clari- 
fied, requisite factors in artistic creation can be deduced and 
explored. The shortcomings of the book do not reside in the 
purpose, methodologv, or the scholarship, which is impres- 
sive despite an overall brevity. The major shortcoming is 
that when he wrote this book Kris was at the threshold of his 


psychoanalytic career; there is thus little of the depth and. 


brilliance of psychological perception we have come to asso- 
ciate with his work. Over and over again, the psychological 
analysis does not go far enough; pathways are constantly 
opened but quickly passed. This failing is made unduly ap- 
parent by a confusing and distracting editorial device: for 
some unexplained reason, two types of print are used 
throughout the book, a smaller type alternating with a larger. 
Whether the small type is meant to represent historical data 
and the large represents speculation or whether each size of 
type represents the contribution of one or the other author is 
never clear, and the format raises a tantalizing expectation 
of a rigorous analysis that often is not realized. 

This book is important as a groundbreaker in its scholarly 
and informed use of historical material and its wide artistic 
knowledge for psychological and sociological analysis. It is 
also important as a milestone in the thinking and develop- 
ment of a major psychoanalytic theorist, Ernst Kris. It will 
be of value to those interested in psychiatry and art from the 
perspectives of history, criticism, or therapy and to the wide 
audience concerned with the psychology of aesthetics and of 
artistic creation. 


ALBERT ROTHENBERG, M.D. 
Stockbridge, Mass. 
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The Human Mind Revisited: Essays in Honor of Karl A. Men- 


ninger, edited by Sydney Smith, Ph.D. New York, N.Y., In- 
ternational Universities Press, 1978, 492 pp., $22.50. ° 


This festschrift to Karl A. Menninger on his 85th birthday 
is authored by 20 of Dr. Karl's colleagues, most of whom are 
former students of his. The three exceptions, the late 
Margaret Mead, Seward Hiltner, and J.D. Sutherland, have 
for years been distinguished visiting professors at the Men- 
ninger Foundation. Each contributor chose the subject of his 
or her essay, written expressly for this collection; thus there 


*. PB no unifying theme to the volume other than emulation of 


Dr. Karl s devotion to the psychoanalytic method of inquiry. 
The quality of the individual presentations is high because 
they reflect definitive statements of long-pursued interests. I 
cannot do justice to the 20 excellent papers in a review of 
only a few paragraphs. 

In a pzrcipient biographical introduction, Sydney Smith 
captures the essence of the great man, particularly of his 
need and capacity to innovate. Herbert Schlesinger writes 
on promising, neatly distinguishing between primary promis- 
ing, used by the child to propitiate, and the mature adult's 
secondary promising, which connotes a commitment to fu- 
ture charge. Robert Holt explores the many dichotomies in 
Freud's cognitive expressions, such as science versus mysti- 
cism, positivism versus humanism, and classification versus 
inference, and recommends general systems theory as a use- 
ful framework for resolving the dichotomies Freud struggled 
with. 

Stephen Appelbaum, who is also interested in dichotomies 
in psychoanalytic thought and practice, confines his dis- 
cussion t5 those he can characterize as paradoxes. A para- 
dox is a challenge; work on its uaderstanding and resolution 
advances science. Margaret Brenman-Gibson continues to 
explore cichotomies, describing her professional and per- 
sonal progress through Marx versus Freud, collective versus 
individual, good versus evil, and conscious versus uncon- 
Scious. 

In a de:ailed analysis of '' Beyond the Pleasure Principle" 
(D, Martin Mayman finds not only the, repetition com- 
pulsion, death instinct, and entropy but also a drive to sur- 
vive based on a primitive self-preservative instinct. Seward 
Miltner shares Mayman's interest in the dual drive theory 
and the general tendency to overemphasize the primacy of 
aggression. Hiltner validates the dual drive concept with his 
scholarly knowledge of theology. 

Charles Hofling, in "Notes on Camus's L'Étranger," uses 
Dr. Karl's idea of "orders of dyscontrol" in analyzing the 
behavior of Meursault, the anti-hero of the novel, and his 
shadowy double, Camus. The sublimatory writing during a 
period of crisis for the author may have ‘occurred in time to 
save a life." 

Several essays explore facets of psychotherapeutic tech- 
nique, illustrating with clinical material methods of approach 
to particularly difficult aspects of work with patients. How- 
ard Shevrin emphasizes that affects are a form of awareness 
and cognition, not just channels for discharge of drive cath- 
exes. Jerome Katz explores and expands traditional con- 
cepts of masochism, describing a patient's masochistic 
transference used as resistance and defense. Norman Reider 
recounts a countertransference slip by the analyst that pre- 
cipitated a brief psychotic transference episode in his pa- 
tient. Analysis of the slip and the patient's reaction to it re- 
sulted in considerable therapeutic gain. 

Alfredo Namnum and Rudolph Ekstein explore the inter- 
pretive process. Namnum contemplates the many uses of 
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"interpretation" and sees today's therapist experimenting 
with analysis of, patients’ overt behavior and acting out. 
some of which i$ independent of the transference. Ekstein’ 
suggests that interpretation, more than technical interven- 
tion and assignment of meaning, is a process between ana- 
lyst and analysand based on the language game thev perforce 
play. The search for useful meanings’ effects change. 

Merton Gill and Paul Pruyser joust over the place of meta- 
psychology: in current psychoanalytic theory. Gill believes 
that metapsychology is in the realm of natural science and 
that clinical psychoanalysis is essentially a psychology of 
meanings. There is so little evidence that psychoanalytic 
psychology rests on its supposed metapsychological sub- 
strate that the two sciences are irrelevant to each other. 
Pruyser protests that separation of methodology from clini- 
cal theory is unconvincing. He dezries a tendency among 
critics of metapsychology to seek simplicity. scientism. and 
clinicism at the expense of breadth, depth, pluralism, and 
versatility in the art and science of analysis. 

Philip Holzman pithily examines several assumptions pe- 
culiar to the diagnosis of "borderline patient." He concludes 
that the diagnosis, adding little to our understanding of psy- 
chological dysfunction, is not justified. J.D. Sutherland is in- 
terested in self and object relations in contemporary society 
and psychoanalytic, biological, and philosophical thought 
concerning the formation of identity. He offers timely sug- 
gestions for therapists who would help patients suffering 
from anomie, existential despair. or identity defusion. Sey- 
mour Halleck is likewise concerned with the relationship of 
the therapist to contemporary youth; he views the treater as 
an agent of social control. Also, he perspicuously summa- 
rizes the social controls bearing on psychiatry through legal 
decisions and legislative actions. Ann Appelbaum contrib- 
utes thoughts on milieu therapy, which has been integral to 
Menninger practice for 40 years. Her scrutiny of the environ- 
ment as healer reveals cure, treatment, management, and 
care to be terms now blurred, imprecise. even inter- 
changeable. To use milieu therapy with reasonable precision 
and expectations, we must clarify our vocabulary. 

From the trenchant perspective of a cultural anthropolo- 
gist, Margaret Mead commends what the Menningers have 
wrought and pronounces the Menninger Foundation a com- 
plete institutional embodiment of Freudian theory. a living, 
changing institution, able to change because it is so firmly 
grounded in dynamic theory and expanding space." 
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Schizophrenia: Towards a New Synthesis, edited by J.K. 
Wing. New York, N.Y., Grune & Stratton, 1978, 286 pp., 
$16.50. 


In his preface the editor denies intention to suggest that 
many of the ideas or facts in this book are new. He states his 
desire ‘‘to bring together in one volume up-to-date accounts 
of the progress made along several quite different lines of 
development, biological, psychological and social, and to de- 
scribe the current state of knowledge in each one.” He feels 
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‘the possibility of a "svntbesis" derives from the observa- 
tions that several of these lines seem to be converging and 

` that the various authors share a common assumption that the 
truth about schizophrenia is not to be found within one re- 
stricted field of knowledge. 

There are 10 authors in addition to the editor, who wrote 
the first section (Clinical Concepts of Schizophrenia) and the 
last (The Management of Schizophrenia). Other headings in- 
clude Epidemiology, Genetics, Biochemical and Pharmaco- 
logic Studies. Cognitive Disorder, Social and Psychological 
Causes of the Acute Attack, Pharmacological Treatment, 
Psycho:ogical Treatment, Social Forms of Treatment, and 
Social Work. All of the authors agree that there may be un- 
certainty as to whether each author's clinical conditions are 
congruent with those of the others; however, they assume a 
considerable overlap. Thus, they have marked the first use 
of the word "schizophrenia"! in each chapter with an aster- 
isk referring back to the preface, in which the above qualifi- 
cations are listed. This seems laudable. 

In his first chapter the editor admirably describes the 
emergence of thinking about the various syndromes and 
their eventual grouping together as "schizophrenia." He ad- 
heres to the Schneidertan first-rank symptoms of the central 
svndrome. The chapter is an excellent delineation of what is 
and what is not currently considered schizophrenia. 

The section on epidemiology is diffuse and difficult to fol- 
low, probably because the differential diagnostic standards 
were unclear in the various studies reviewed by the author. 
The sections on genetics and biochemical and pharmacologic 
studies are as clear as any I have seen in a comparable work. 
The section on cognitive disorder is thoughtful and thor- 
ough. The chapter on social and psychological causes for the 
acute attack is again confusing because the author correctly 
and fairly recognizes the difficulty in assigning cause or ef- 
fect values to events in a patient's life and environment. The 
section on pharmacotherapy is clear and explicit but con- 
tuins some information on presumably British medications 
not available in the United States. The section on psycholog- 
ic treatment of inpatients adheres only to behavior modifica- 
t'on and brushes past dynamic psychotherapy with the flat 
statement that “it ts not generally considered a treatment of 
much value in schizophrenia." If this is the psychologist- 
author's bias, he is entitled to it, but it leaves a gap in an 
attempt ''towards a new synthesis." 

All in all. this is a good and valuable book. The editor 
states ihat his aim is "to provide a book that would be in- 
telligible and useful to psychiatrists working for their special- 
ist qualifications." Notwithstanding the defect in the psy- 
chologic treatment section, the editor's intent has been ef- 
fective. 


MAURICE J. BARRY, JR., M.D. 
Rochester, Minn. 


The Nature of Schizophrenia: New Approaches to Research 

and Treatment, by Lyman C. Wynne, Rue L. Cromwell, and 

Steven Matthysse. New York, N.Y., John Wiley & Sons, 
` 1978, 714 pp., $45.00. 


This volume contains the papers presented at the second 
Rochester Internatioral Conference on Schizophrenia in 
1976. The conference was extremely successful, and com- 
piling the papers in & single source was a reasonable idea. 
But there are inherent problems in converting a conference, 
ro matter how successful, into a useful book. One of the 
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practical problems is the inevitable delay in publicatioa. The 
chapters in this book were certainly more novel in con ent in 
1976 than thev are today. The problems of translating a con- 
ference into a text are all too familiar to the readership of this 
journal. It is therefore even more the credit of the editors 
that this volume reads so well. 

There are 61 chapters divided among 13 sections. These 
sections range from the concept of schizophrenia to its 
course. There are sections on genetic transmission ard bio- 
chemistry as well as more immediately clinical topics. What 
is of particular interest is the increasing emphasis or. mea- 


sures of attention. It was only a decade ago that scientiiic if, — 


terest began to reawaken in this broad field. A large percen- 
tage of the papers given at this conference related to diferent 
aspects of attention. It 1s to be hoped that this will not turn 
out to be one more fad in the study of schizophrenia but will 
lead to replicable and important insights into the nature of the 
disorder. It certainly appears reasonable that we pursue a 
better understanding of the psychophysiology of schizophre- 
nia, as expressed in attention and other factors, befere we 
seek biochemical substrates. 

There are many excellent chapters in this volume: to at- 
tempt to single out a few for comment would be urfair to 
those not cited. Any selection would be arbitrary and more 
reflective of my interests than of the quality of the coatribu- 
tions. Colleagues interested in developments in the under- 
standing of the schizophrenic syndrome will find much to 
learn in this volume. 

What is perhaps of greater interest than the content 5f spe- 
cific chapters is the emerging consensus. This conseasus is 
without fanfare and all the more remarkable becaus= of it. 
The authors tn this volume accept concepts such as the syn- 
drome nature of schizophrenia as routine; only a few years 
ago such a concept would have stimulated great con- 
troversy. The need for increased reliability is also generally 
accepted even though there is recognition now that t does 
not resolve the problem of construct validity. The practical 
consequence of this consensus is that we now use a more 
operational and a more phenomenologic approach to the di- 
agnosis of schizophrenia. What has been lost in clinical rich- 
ness has been partially compensated for by increased relia- 
bility. There are many areas in which the controvers es of a 
decade ago have quietly dissipated. Others, such as tie neg- 
ative consequences of labeling patients schizophreric, re- 
main alive and unresolved. Nevertheless, the sense of the 
conference that emerges from this extremely readable book 
is that workers in the field are increasingly attackmng the 
problem instead of each other. 


ROBERT Cancro, M.D. 
New York, N.Y. 


Cognitive Therapy and the Emotional Disorders, by Awron T. 
Beck, M.D. New York, N.Y., International Universities 
Press, 1976, 348 pp., $15.00. 


Aaron Beck is a mature clinician, trained and expe-ienced 
in psychoanalysis and behavior therapy, and a productive 
investigator in the field of psychotherapy research. He has 
developed his own theory of the process of change amd a set 
of treatment techniques based on it. Empirical studies have 
supported the effectiveness of these techniques for people 
with depressive disorders. For these efforts, Beck recently 
received the Foundations’ Fund Prize for Psychiatric Re- 
search. This book describes both theory and technicues for 
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anxiety neuroses, depressions, obsessions, phobias, and 
psychosomatic disorders and demonstrates the wtde'range of 
applicability of the cognitive approach. i 
Beck is one of the original proponents of the cognitive 
point of view as an approach to exploring symptom forma- 
tion and therapeutic change. According to this point of view, 
consciously and unconsciously processed ideas evoke such 
emotions as fear and despair; these problematic emotional 
states may then be altered by a change in the manner of pro- 
cessing ideas. A common sequence of technique is to clearly 
identify an irrational premise, contrast it with a realistic 


MP premise, and teach the patient how to increase the promi- 


nence of the rational attitudes. The basic ground rules of the 
interpersonal treatment transaction are those used in the 
briefer forms of focused psychodynamic psychotherapy. 
The irrational premises were formerly regarded as the pre- 
conscious in psychoanalysis; some of the operations to en- 
courage change are drawn from the repertoire of behavior 
theory interventions. 

A brief look at Beck's view of the depressions will convev 
a bit of the flavor of this volume. As he sees it, entry into 
depressive states occurs because of relatively fixed cognitive 
schemes that lead a person to regard himself, his experience, 
and his future in a negative way. The individual system- 
atically misconstrues events to fit these patterns. The treat- 
ment gozl is cognitive modification by techniques targeted 
toward relief of specific symptoms or problem areas. These 
techniques may include scheduling activities for the patient 
and systematically recording acts that evoke experiences of 
pleasure or mastery. The pathogenic cognitions are located 
and challenged by alternatives; new positions are rehearsed 
and reinforced by homework assignments. 

The au:hor includes very specific tables of some interven- 
tions in tae book. For example, if the patient insists on his 
personal defectiveness, the therapeutic approaches listed in- 
clude 1) identification and reasoning with self-criticisms, 2) 
role playing of self-sympathy, 3) discussion of the “tyranny 
of shoulds,"' and 4) writing out in a three-column format the 
situation that elicits defective feelings, the automatic and 
negative thoughts habitually triggered by such situations, 
and a rational corrective response to replace the negative 
thought or reduce its importance. The results, in brief thera- 
fies of 8 to 20 sessions, were reported as good and as equal 
to treatment using modern antidepressants. 

I found it interesting to contrast Beck with Lacan; they are 
at opposize poles within a cognitive domain. Where Lacan 
deals wita the uncommonsensical unconscious, Beck ap- 
proaches that which can be readily conscious with common 
sense. Where Lacan writes with deliberate obscurity, Beck 
punches cut simple assertions. Certainly Beck's style in con- 
veying his ideas makes this book quite accessible as an early 
text for trainees, but an experienced clinician remains uncer- 
tain about Lacan's meaning. 

At this »oint it would be easy to say that although Beck's 
theories are clinically relevant, he oversimplifies. So- 
phisticated clinicians will get that impression on first reading 
of ihe book; it is not justified. Beck has been bold enough to 
expose a simple skeletal model. The structure he presents is 
clear, and that is a great service. More needs to be said about 
unconscious fantasy and role relationship constellations, not 
as they conflict with Beck's model but as additive or parallel 
to it. I recommend the book for the sophisticated clinician, 
and I advocate patience and caution in calling it too simple 
too soon. What Beck is saying may be close to the heart of 


the truth. 
Although it is peripheral to Beck's theses, I would like to 
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say a bit more about role relatienship and trafisfererve is: 
sues, which I. fing underrepresented. Beck presents his cog- 


. nitive approach against the foil of earlier psychoanalytic libi- 


do theory, which he rejects as untenable in relation to the 
evidence or, at the least, not conducive to the evolution of 
immediately useful, short-term intervention techniques. He 
pays only scant attention to the object relations point of view 
of recent ego psychology, a view that focuses on self and 
object images that are the residue of early interpersonal rela- 
tionships. This residue regains dominance in certain circum- 
stances, such as loss, leading to regressive or depressive epi- 
sodes (1, 2). 

Self and object images organize and stabilize the cogni- 
tions that are Beck's focal point. As I have discussed else- 
where (3), such phenomena can be examined as interactions, 
not alternative hypotheses, from both the object relations 
and information processing points of view. Indeed. Beck and 
his colleagues have paid more attention to these important 
schemata in work done since the publication of this bock (4). 
The approach to information processing and basic attitudes 
that Beck presents as the core of his technique may »e an 
effective route to modification of such internalized self and 
object representations. Certainly, the cognitive processes 
that he describes so clearly are salient to the entire spectrum 
of neurotic disorders. Our field owes htm a debt of gratitude. 
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Research Design in Clinical Psychology and Psychiatry, 2nd 
ed., by J.B. Chassan. New York. N.Y., Irvington Publishers 
(Halsted Press, John Wiley & Sons, distributor), 1979. 467 
pp.. $18.50. 


This is a revised and enlarged second edition of a book 
originally published in 1967, It is intended to serve as a »asic 
textbook for a course in the design of clinical research and 
"to provide a basis for a critical understanding of the meth- 
ods which are presented and discussed” (p. xvi). The »ook 
contains 10 chapters, an appendix, references, and an index. 
Chapter 2, "Some Elementary Statistics," is addressed to 
the reader with little or no professional training in statistics. 
Noting that "statistical results are . . . often interpreted with 
an air of finality and certainty that is counter to che spiri- and 
the purpose of statistics ` (p. 1). the author presents a concise 
summary of the fundamentals of logic and probability theory 
that underlie the discipline of statistics. He presents the bas- 
ic mathematics underlying the determination of significance 
levels, computation of chi-square, Student's t test, linear re- 
gression, analysis of variance and covariance, coefficient of 
correlation, and other statistical operations. The material in 
this chapter would no doubt fail to satisfy the professional 
statistician because the basic equations are presented with- 
out any account of their derivation; however, the author 
clearly indicates that this is not a textbook in statistics. I 
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believé the nonmathematic?an reader can profit from these 
chapters without pursuing the mathematics.in depth. 

Chassan devotes an entire chapter to the double-blind clin- 
ical trial, including an excellent discussion of placebo and 
related effects and a balanced presentation of the advantages 
and limitations of the double-blind study. 

In chapters 5 and 6 he presents in detail the extensive 
model of experimental design, providing a consideration of 
such matters as selection of the number in individuals in the 
sample, whether to include a placebo group, sequential and 
crcss-over design, and a number of other relevant variables. 
There is a good discussion of some of the problems and limi- 
tations of this model for clinical research. 

Three of the last four chapters are devoted to the intensive 
mcdel—the application of the scientific method and statistics 
to single case studies and studies involving relatively small 
numbers of individuals. I found these chapters to be particu- 
larly informative. The author points out that intensive study 
of the single case affords an opportunity to explore matters 
of zreat clinical relevance in a qualitatively different manner 
from that afforded by the usual extensive method. 

Although he stresses the importance of rigorous design 
and scientific methodology in clinical research, the author 
repeatedly notes that one should not be tyrannized by statis- 
tics as such. He strongly argues for the overriding impor- 
tance of clinical judgment. I know of no other single text that 
would be the equal of this one for a basic course in research 
design and statistics for trainees in the behavioral sciences. 


It should certainly help people in training to develop their 


ca2acity for critical appraisal of research papers. 

The book is printed in a pleasing and readable type and in 
general is well organized. There are a few lapses, such as the 
repetition on pages 282 and 283 of an entire paragraph, but 
these are minor flaws in a volume that should fill an impor- 
tant need for training programs in psychiatry and clinical 
psychology. 


WILLIAM A. CANTRELL, M.D. 
Houston, Tex. 


Genetic Counseling: Psychological Dimensions, edited by Sey- 


mour Kessler. New York, N.Y., Academic Press (Harcourt 
Brace Jovanovich), 1972, 241 pp., $18.00. 


The purpose of this book is to explore the relatively ne- 
glected psychosocial aspects of genetic counseling, which 
the editor states are critically and pervasively involved in all 
genetic counseling transactions. 

The book has two parts: 1) five introductory chapters by 
Kessler covering psychological foundations of genetic coun- 
seling, psychological processes within counseling (stressing 
inieraction between counselor and counselee), the specific 
ccunselor-counselee relationship, and the structure of the 
ccunseling session, and 2) eight chapters on psychosocial as- 
pects of genetic counseling for amniocentesis and specific 
disorders (Down’s syndrome, phenylketonuria, cystic fibro- 
sis, sex chromosome disorders, sickle-cell anemia, Hunting- 
ton's disease, and cancer) by different authors. 

The book has several strong points. First, it is readable, 
nat swamped with data. Second, it discusses an important 
dimension of genetic counseling that is only barely touched 
on in most other discussions. Third, Kessler's introduction 
contains actual transcripts of genetic counseling sessions 
with running commentary on the processes of ''metacommu- 
nization’ at work in the counselor-counselee exchanges. 
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These are a remarkable teaching tool. showing "what ts ac- 
tually said father than what one thought or had hoped was 
said." Kessler uses them judiciously. 

The editor concedes that the book would have been 
strengthened by the inclusion of chapters on other specific 
counseling challenges, such as X-linked disorders, schizo- 
phrenia and affective disorders (or other psychiatric dis- 
orders), neural tube defects (anencephaly, spina bifida}, and 
endocrine dysfunctions. Kessler apologizes for the omis- 
sions but suggests that the contents of the chaptersainciuded 
can be carried over into these other areas because the pring 


r 
ciples would be the same. However, it cannot be assumed we 


that the principles of genetic counseling for mental illnesses 
are the same as those for nonpsychiatric disorders with a 
known mode of transmission and earlier onset. 

The introductory chapters do not discuss the impor:ance 
of counselees’ perceptions of the burden of the disezse in 
question. Several of the chapters in the second part do not 
adequately fulfill the stated aims of the book in that thev give 


only a general discussion of genetic counseling for the dis-. 


order in question. Readers would be better served wita dis- 
cusstons focused more directly on the particular psycho- 
social dimensions of counseling for the specific disease un- 
der discussion. 

Kessler's eclectic approach to the analysis of psychologi- 
cal processes in genetic counseling is academically inter- 
esting, and his emphases could surely strengthen the psycho- 
logical sensitivities of anyone involved in the face-to-face as- 
pects of genetic counseling. It mught well be stressed, 
however, that knowledge of communication processes in it- 
self does not ensure successful communication. The coun- 
selor who tries to remain conscious of all that Kessler dis- 
cusses, while trying to promote a fluid exchange with the 
counselee, may find that overscrutiny of the communication 
process and psychological aspects of communication can ac- 
tually hinder communication. Some counselors, in contrast, 
may develop the requisite sensitivities by instinct. 

The essays by Kessler in the first half of this book, espe- 
cially the transcripts of actual interviews in chapter 5 have 
the power to alter attitudes toward an empathetic aprroach 
to counseling. This is fine insofar as it corrects apathetic or 
antipathetic tendencies of counselors toward clients but dan- 
gerous insofar as it may suggest that the primary goal of 
genetic counseling should be providing emotional support to 
the counselees. The raison d'étre of genetic counseling is the 
fact that counselees need to comprehend certain, d fficult 
concepts so that they can overcome certain dilemmas. Emo- 
tionally supportive counseling alone will not resolve those 
dilemmas; a certain amount of content must be delivered in 
an emotionally supportive atmosphere. The genetic counsel- 
or needs to understand the psychology of communication 
and decision making and coping, not for their own saxe but 
so that he or she can surmount psychological barriers to fa- 
cilitate enlightened action. Such facilitation need not ke ''di- 
rective" in any bad sense of the word. Kessler might be 
saying all of this, but it is not his consistent emphasis. 

This book ts aimed at an audience of professionals who 
may be regularly or occasionally involved in the practice of 
genetic counseling—pediatricians, obstetricians, general 
physicians, genetic associates, clinical psychologists, social 
workers, and public health nurses. It could be used as a text- 
book for medical students and graduate students in genetics, 
nursing, social welfare, and clinical or health psychokgy. 


MING T. TsuANG, M.D., PH.D. 
lowa City, Iowa 
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Current Psychiatric Therapies, Vol. 18—1978. Presidential Is- 
sue with Cumulative Subject Index, edited by Jules He Mas- 
Soman, M.D. New York, N.Y., Grune & Stratton (Harcoint 
Brace Jovanovich), 1979, 235 pp., $34.50. 


The 18t1 volume in this deservedly popular series differs 
somewhat from the usual format in two particulars: it ends 
with cumulative subject indexes for volumes 6 through 17 
(volumes 1 through 5 were indexed in volume 5), and it be- 
gins with what the editor calls a ** Presidential Introduction," 
in which he offers a review and integration of the various 


e) es n use today. He lists in alphabetical order some 


"three-score and thirteen.” This is useful encapsulated in- 
formation, with references to the volumes of Current Psychi- 


-atric Therapies in which the interested reader can pursue 


specific therapies more elaborately. Wisely, Masserman of- 
fers no value judgments as to the merits of the various thera- 
pies, although I am not sure that Ida Rolf would agree that 
Rolfing *‘s2ems to combine a maternal spanking with solici- 
tous parental guidance.” 

The introduction is rounded off with a recapitulation of 
Masserman's own experimental work and a discussion of the 
basic elements involved in all therapies, whatever the medi- 
um of delivery. He even brings tcgether the factors empha- 
sized in the several therapies to show that some part of each 
appears in all "good'' therapy. This formulation was first 
presented in volume 15 of this series as part of Masserman's 
presidential] address to the Fifth International Congress of 
Social Psvchiatry in 1974. He summarizes with '' The Seven- 
Pil-Rs of Rational Therapy.” 

Returning to the customary arrangement, the rest of the 
volume 1s divided into sections on Supplementary Modali- 
ties, Group Therapies, Pharmacotherapy, Addictions, Insti- 
tutional, and Transcultural. The first discusses various uses 
of hardware in the diagnostic and therapeutic processes, 
dealing with some of the hopes and some of the disappoint- 
ments found in attempting to facilitate therapy by using com- 
puters instead of human interviewers. There is also a de- 
scription of the two-way television hookup pioneered by the 
Nebraska Psychiatric Institute for consultation and educa- 
tion. The succeeding discussions covering violence-prone 
patients, psychosomatic pain, and aging are timely and 
informative. 

In the section of group therapies there are chapters on 
marital therapy and family therapy in paranoia. I feel that the 
second chapter is especially pertinent because much dis- 
cussion of amily therapy has seemed to center on the pa- 
thology in :he family as part of tae individual therapeutic 
process. This chapter is somewhat more sympathetic to 
the problems of the family in dealing with paranoid patients. 
The chapte- on est was written by. its founder, Werner Er- 
hard, and ty Victor Geoscia. Although the chapter cannot 
pretend to »e unbiased, at least it is a frank exposition of 
what Erhard has in mind and attempts to do. The statements, 
' And the world? Suddenly, it glistens with a fresh and open 
luster, filled with opportunities for participation” is certainly 
far from obsective, but Erhard cannot be faulted for being 
enthusiastic about his own brainchild. 

In the section on pharmacotherapy there are chapters on 
the amobarbitol (Amytal) interview, on the treatment of ag- 
gressive syadromes, and on the dangers of psychotropic 
polypharmazy. It is interesting to note a return of at least 
limited appl cation of the amobarbitol interview, particularly 
for those of us who went through the wave of enthusiasm for 
the process in the military situation and the later disappoint- 
ment but who still felt it had something to offer. The chem- 
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ical control of aggression will be more and more part of.our - d 


responsibility, and this is a practical exposition. 

The section on addictions discusses detoxification from 
methadone, the use of medications in alcohol and opiate ad- 
diction, and rehabilitation of the addicted. The two chapters 
in the section titled Institutional bring new ideas into the 
clinical picture. The first is the use of pets as mediators of 
therapy, something patients have done on their owr. but ther- 
apists have only recently done deliberately. A cavea: should 
be added, however: a cooperative local health deparzment is 
a necessity if pets are to be housed in or near a hospital. The 
chapter that reports a survey of landlord-supervised cooper- 
ative apartments also describes something that patients have 
approximated on their own in cheap hotels but that merits 
expansion and formalization. A motel near a hospital unit 
could be a good stepping-stone to a full life in the commu- 
nity. 

The volume ends with a transcultural section dealing brief- 
ly with cults and extrication from cults and a succinct chap- 
ter on race and psychotherapy, a much neglected and imo»or- 
tant topic in these days when members of minority grcups 
are using more of the services mental health facilities offer. 

The editor ended his preface with an expression of hope 
that this series would continue "to merit worldwide read- 
ership." If subsequent issues exhibit the same freshness and 
wide coverage found in this one, there is no reason to feel 
that this hope will not be realized. 


C.H. HARDIN BRANCH. M.D. 
Senta Barbara, Calif. 


Psychotherapy and the Human Predicament: A Psychosocial 
Approach, by Jerome D. Frank; edited by Park Ellioti Dietz. 
New York, N.Y., Schocken Books, 1978, 323 pp., $15.95. 


In his introduction Park Elliot Dietz refers to the volume 
as ''Frank's most important nontechnical papers.” Relevant 
to approaching these papers is the "'nontechnical" per- 
spective from which Frank is working, as well as his psycho- 
social approach. The reader will not find new or czrefully 
reasoned concepts regarding psychotherapy here. Rather, 
Frank's ideas on faith, placebo effect, patients' expectation 
of relief, and the cultural context of psychotherapy are 
somewhat repetitively elaborated, evolving into Frank's 
philosophical approach to human "demoralization'' end the 
healing process. 

The papers are effectively grouped into sections titled Psy- 
chotherapy, Group Therapy, Psychosomatics, The Future of 
Civilization, and Belief Systems and the Human Predica- 
ment. I found Frank's papers on psychotherapy excessively 
relativistic and ultimately expressive cf a subtle therapeutic 
nihilism. In essence, he feels that human pain evolves from 
demoralization, which reflects life's lack of significance and 
the individual's alienation and inability to cope. Since many 
social institutions (e.g., marriage, the family, intimazy in in- 
terpersonal relations) have ceased to work, the individual 
turns to psychotherapy as a culturally sanctioned structure 
to revive personal meaning. In earlier historical periods, zhe 
effective sanctioning agent to provide meaning was religion; 
in other cultures, the shaman was the prescribed healer. In 
the United States today it is the psychotherapist. The appro- 
priate agent for cure selected by the sufferer does not seem 
to matter, as long as the ''patient"" has faith in the curer's 
powers to heal and expects good results from treatment. 
This applies to drugs as well —the pharmacologic composi- 
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E tion-of the*agent seems isrelevant as long as the patient be- 


lieves in its curthg potential (i.e., its placebo, effect). 

Frank effectively outlines the differences in assumptions 
and time orientations of various psychotherapeutic theories, 
but he then reduces the potential for cure to the patient's 
faith in the therapist and the social context in which therapy 
is offered. Equally important in effecting cure is the thera- 
pist's faith in his or her own theory and method. Frank 
seems 1o find no relevance in the actual content of different 
theories. I wonder how Frank, who comes through as a wise 
and compassionate man, treats an actual patient suffering 
from depression or anxiety over a specific event, such as a 
broken marriage. 

Frank's papers on group psychotherapy, which focus on 
conflic: and cohesiveness in group situations, and his papers 
cn psychosomatic aspects of physical disorders are more 
satisfying. In these his emphasis on a holistic approach to the 
Fuman condition and to disease are more convincingly pre- 
sented. However, I found the papers on civilization and be- 
lief systems the most rewarding and interesting of the book. 
Here Frank's orientation as a social psychiatrist seems most 
eppropriate. In this era of the Three Mile Island nuclear acci- 
dent and the politics of SALT II, I found Frank's prediction 
of pollution from nuclear power and the reluctance of negotia- 
tors to gamble on nuclear disarmament most impressive. He 
focuses on the human capacity for denial, emphasis on im- 
mediate rewards, and apathy about global destruction as 
well as the disrupting effect on negotiation of projection of 
human aggression. He examines the assumption that superi- 
or destructive force assures peace and victory and advances 
the thesis that human affiliative trends are as strong as ag- 
gressive ones. The successes of nonviolent techniques in 
zonflict resolution are offered as a model for the cessation of 
war and as an ultimate strategy toward successful dis- 
armament. Frank presents the best examples of the effective 
application of psychiatric knowledge to the resolution of 
dangerous social and world conflicts that I know. 

Frank's papers on psychotherapy might best be recom- 
mended to the graduate student in social science rather than 
to the practicing psvchotherapist, who, one hopes, has al- 
ready incorporated many of his relativistic and contextual 
concepts. However. every psychiatrist should familiarize 
himself with Frank's useful application of professional skill 
to urgent world problems. 


ANDREW P. Morrison, M.D. 
Boston, Mass. 


Mental Retardation, by Robert B. Edgerton. Cambridge, 
Mass., Harvard University Press, 1979, 120 pp., $7.95; $3.95 
(paper). 


Dr. Edgerton’s book is a refreshing reminder that brevity 
can be comprehensive and edifying. There are, however, 
several areas of conjecture that this book leaves untouched. 
Those psychiatrists who see minimal brain damage in any 
evidence of intellectual deficiency would not be content with 
the author’s sharp differentiation between sociocultural and 
clinical retardation on the basis of IQ differences (i.e., clini- 
cal retardation involves an IQ of less than 55 and sociocul- 
tural [Qs range from 55 to 69). Others, who do not have as 
pronounced an organic bias, would nevertheless look 
askance at the delineation of a definite border between 
anatcmic damage and sociocultural influences. In an era when 
it is again fashionable to believe that biology is destiny, it is 
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delightful to see so much importance attached to socio- 
cultural influences. 


"Although the author hints at it, he chooses not to discuss , 


the extent to which conformity may diminish intellectual ho- 
rizons by the impairment of creativity, while somewhat im- 
proving IQs, especially in the highest scores. 

The overlap between schizophrenia and mental reiarda- 
tion, not only in how one leads to the other but in how often 
one is mistaken for the other, is another area of conjecture 
that the author eschews. Whether we see schizophrenia as 
transient, situational, or permanent and whether we feel that 


schizophrenia occurs in 1% of the population or 20% of Gm, 


of the population will, of course, determine whether we clas- 
sifv a given individual as retarded or schizophrenic. Thus, 
the isolated Guatemalan infants described by Jerome Kagan 
may well have suffered from schizophrenia due to social dep- 
rivation rather than from mental retardation. This raises the 
issue that the improvement in these children with advancing 
age may have been due to the amenability to socialization of 
certain kinds of situational schizophrenia rather than the 
lessening of retardation by educational enrichment. 

None of these omissions faults the book. It is an erudite, 
well written, brief discussion of a problem in which few men- 
tal health workers are interested. It is a tribute to Dr. Edger- 
ton that he has invested so much to bring some optimism to a 
field in which treatability has been obscured by pessimism. 


IRVING MARKOWITZ, M.D. 
Orange, N.J. 


An Introduction to the Psychotherapies, edited by Sidney 
Bloch. New York, N.Y., Oxford University Press, 1979, 220 
pp., $8.95 (paper). 


This collection of nine papers makes an excellent book. 
The question is whether it should more appropriately be ti- 
tled an overview or a summary. Although the range of sub- 
ject matter and the relative brevity of each chapter suggest 
an introduction to the field of psychotherapy, I found that 
their separate contents offer more than an introduction to 
current clinical wisdom; in several instances I found ad- 
vanced, albeit highly condensed, presentations of sophisti- 
cated theorv. Presumably the intention of such a book is to 
guide new professionals and students into our complex field. 
However, I think its greater value is for the student at a 
slightly later point than at the beginning of clinical training. 
Because it affers distilled wisdom, it probably should ve read 
after the trainee has gone through a year or so of the "'clini- 
cal mill’? and is ready to look back on his or her experience 
and to seek new depth in understanding. Each author's con- 
tribution offers such a opportunity. Although it might be as- 
signed to undergraduates, the book's value for them would 
be to show what the practice of good psychotherapy is built 
on. 

The printing and the price are both very good. Dr. Bloch's 
organization is sensible and orderly, and the overall tone of 
the book is somehow open. I liked the presentation of each 
of the authors. Jerome Frank's semiphilosophical, semi- 
clinical formulations converging on the theme of hope as an 
essential element in psychotherapy are as stimulating and 
basic now as they were the first time I read them a few years 
ago. I found a particular affinity for Sidney Crown's paper, 
"Individual Long-Term Psychotherapy." He conceptual- 
izes, practices, and says things just as I like to think I do. By 
that I mean he does not dilute or compromise psycho- 
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ud dyramic theory but seems to use it as a flexible guide, notas graph. Villeneuve attempts to define the variotts forms of" 
an armor against pragmatic and humanistic practiees physiological and: pathological anxiety, stating that drug . 
„In my own current fields of special interest, family therapy treatment should be reserved for the latter. He also pointsup  , 
and marital therapy, I found Bentovim’s and Dominian’s some of the problems in classification of psychotropic drugs 
chapters :o be most lucid and sensible statements. Each of- and suggests that a new term, "anxioleptic," should be used 
= fers good clinical illustrations that reveal the vitality of those instead of “tranquilizer” to designate specifically a class of 
modalities. Dr. Bloch’s presentation of group therapy, al- drugs whose primary clinical action is anxiolytic, preferably 
ways an 2xtremely difficult thing to do, could not be done without inducing sedation: ie., without notable effect on 
better in a brief presentation. Bancroft's and Gelder's papers psychomotor activity and/or vigilance." 
about beaavior therapy and sex therapy are areas about Villeneuve also emphasizes that the majority of tests used 
whizh I am least familiar, but I found the writing clear and to screen potential psychotropic agents in animals have little 
© f has sensible. Although the range of papers implies ec- — or no relationship to the value of these drugs in humans. He 


lect:cism, the brand is a substantial one. The authors reflect 
thei- essentially English origins through uncomplicated and 
lucid use of technical language. Although I am not an Anglo- 
phile, I must admit I was impressed. 


SAUL L. BRowN. M.D. 
Los Angeles, Calif. 


Down’s Syndrome: The Psychology of Mongolism, by David 
Gibson. New York, N.Y., Cambridge University Press, 
1978, 360 2p., $42.50. 


Professor Gibson provides an integrated study of the most 
recent biological and psychological research on the nature 
and management of Down's syndrome. Eighteen of his pa- 
pers are listed in the extensive bibliography, testifying to his 
broad research interest in the field. 

The introduction underlines the magnitude of the problem, 
whica affects approximately 1 in 600 children born and costs 
the United States between $1 and $2 billion annually. The 
author's intention is to identify links between biological and 
psychologizal phenomena, which are elaborated in chapters 
covering early psychological development and dimensions 
and foundations of intelligence, including studies connecting 
karvotypes and IQ. The author concludes that the sources 
of ths variability of intelligence remain undetermined and 
that IQ and development can only partly be based on cyto- 
genetic data. 

The chapters on personality, socialization, learning, and 
laeguage provide a basis for the section on behavior manage- 
ment. The stereotyped fear that Down's syndrome consti- 
tutes an unalterable state exercises an inhibiting influence on 
the approach to management. Dr. Gibson stresses that the 
syndrome ss not defined at birth and proposes useful and 
maturationally specific programs of early intervention. It is 
my hope that this important reference book will help to 
correct psychiatry's disinterest in an important aspect of 
mentel reta-dation. 


PHILIPPE E. CHANEL, M.D. 
Washington, D.C. 


Modern Problems of Pharmacopsychiatry, Vol. 14: Dif- 
ferential Psrehopharmacology of Anxiolytics and Sedatives, 
edited by J.-R. Boissier. Basel, Switzerland, S. Karger, 
1979, !73 pt., $35.25. 


This volume attempts to determine whether the anxiolytic 
properties o7? tranquilizers can be separated from their seda- 
tive e£ects. The clinical value of minimizing or eliminating 
annoving sice effects from a drug while still maintaining its 
calming effects is obvious. Five papers comprise this mono- 


points out that "'anxiolysis" is not an exclusive pharmaco- 
logic property and can be produced without drugs. This fact 
can make the clinical evaluation of the efficacy of tranquil- 
izers more difficult. Villeneuve feels that there is a definite 
qualitative and quantitative difference between the sedative 
and anxiolytic action of many psychotropic agents, although 
this difference is not easy to establish. 

Janke and his coworkers review the research in the dif- 
ferential psychopharmacology of tranquilizing and sedating 
agents. These authors are well aware of the impor:ance of 
individual variation among patients and its effect on the ad- 
ministration of psychotropic drugs. They are also cognizant 
of the shortcomings of their review in that it deals only with 
single dose administration in normal subjects, although. the 
authors refer throughout the paper to results with patients 
receiving pharmacotherapy. Nevertheless, their analys.s of 
the nondrug factors influencing results with drug treatment is 
exhaustive and excellent. The chapter suffers slightly from 
using an outline format, which adds little to the presentation, 
and from an overabundance of detailed charts and figures 
that are, at times, unnecessary and confusing. The bibliogra- 
phy, however, is extensive and useful. 

Simon and Soubrie review the animal literature on at- 
tempts to differentiate between the anxiolytic and sedative 
activity of tranquilizing drugs. They conclude that it is often 
but not always possible to separate sedative and anti-anxiety 
effects. After their extensive review of the animal literature 
these conclusions leave one with a feeling of mild dis- 
appointment. 

In a departure from the subject matter of the title of the 
book, Valzelli reports on the effects of sedatives and anx- 
iolytics on aggressivity in animals. The ability to control ex- 
cessive or pathological aggression is & subject of increasing 
importance and considerable clinical significance. Valzelli 
examines the effects on aggressive behavior in animals of 
two major categories of drugs: 1) sedative drugs. which in- 
clude antihistamines, barbiturates, phenothiazines, buty- 
rophenones, and reserpine derivatives, and 2) anxiolvtic 
drugs, which include meprobamate and benzodiazepines. He 
points out the complicating factors of group behavior znd the 
importance of certain types of aggressive action in self-rre- 
servative and mating activities. 

One of Valzelli's most interesting observations is that al- 
most all drugs that have some anti-aggressive properties are 
also capable of increasing aggressive behavior in both labo- 
ratory animals and man. These ‘‘aggressogenic effects” usu- 
ally occur at much lower doses than those used to control or 
ameliorate anti-aggressive effects. 

The final chapter, by Schallek and Schlosser, reviews the 
neuropharmacology of sedatives and anxiolytics. Although 
not of immediate use to the clinician, its value to researchers 
regarding the possible sites of action of -hese drugs is consid- 
erable. Animal experuments indicate that barbiturates induce 
their sedative effects by depressing the reticular activatiag 
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* system in the rostral brain stem. Anxiolytic drugs intended 


to reduce anxiety at doses that do not cause sedation or sleep 
(propanediols such as meprobamate) may act by depressing 
deactivating centers in the caudal brain stem, releasing the 
activating centers in the rostral brain stem and thus depress- 
ing the thalamic recruiting response, and by depressing the 
amygdala or hippocampus. These effects may release the re- 
ticular formation from inhibition. Recent research has re- 
vealed a specific binding site for benzodiazepines in the brain 
of the rat. Barbiturates, in sharp contrast, do not bind to 
these sites. 

This excellent review of present-day research efforts to 
differentiate between the anxiolytic and sedative effects of 
psychotropic drugs substantiates that much has been accom- 
plished in attempting to make this differentiation but that the 
ideal anxiolytic has not yet been developed. Much more re- 
search must be done before a clinically significant difference 
between anxiolytics and sedatives can be established. 


SIDNEY MaLriTZz, M.D. 
New York, N.Y. 


Psychiatric Hospital Treatment for the 1980s: A Controlled 
Study of Short Versus Long Hospitalization, by [ra D. Glick 
and William A. Hargreaves; with the collaboration of Joan 
Drues and Jonathan Showstack. Lexington, Mass., Lexing- 
ton Books (D.C. Heath and Co.), 1979, 140 pp., $16.95. 


The study reported in this book begins to give some factu- 
al data on which psychiatric hospital treatment for the future 
can be based. Many questions need to be answered, nat only 
for psychiatrists but for health planners, insurers, and politi- 
cians. There has been much heated debate on such issues as 
hospital utilization, short-Stay versus long-stay, aftercare, 
and the "revolving door syndrome,” but few facts on which 
a rational treatment policy could be based have been avail- 
able to date. 

To address these issues the authors present a controlled 
comparison of the etfects of brief hospitalization, defined as 
three to four weeks, with the effects of hospitalization rang- 
ing from three to four months in duration. A total of 235 pa- 
tients were involved in the study: 117 were in the short-stay 
group and 118 were in the long-stay group. The diagnostic 
categories represented by these patients were schizophrenia, 
affective disorder, neuroses, personality disorders, and hys- 
terical personality. The patients with hysterical personality 
were analyzed separately because they were expected to be 
the most refractory to current treatment approaches. The 


groups were analyzed at four weeks of hospitalization, at. 


discharge, and one year and two years after discharge. At- 
tempts were made to make the treatment experiences of all 
of the hospitalized patients as similar as possible in such 
areas aS medication and staff attitudes. 

The authors found that short-term schizophrenic patients 
were functioning better at four weeks than the long-term 
schizophrenic patients. Specific symptoms of subjective dis- 
tress and withdrawal were significantly improved at four 
weeks in the short-term schizophrenic patients. Long-term 
schizophrenic patients had less symptomatology at dis- 
charge. The long-term hospital treatment had a major effect 
on schizophrenic patients’ participation in aftercare pro- 
grams, and this effect lasted into the second year. For the 
patients with diagnoses other than schizophrenia, the au- 
thors found that short-term patients functioned better at four 
weeks and that there were no significant differences be- 
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tween short-term and long-term patients one and twc years 
after discharge. 

‘The authors summarize the clinical implications cf their . 
study as follows: 1) for most patients with schizophremia and” 
for all patients with neurosis and personality disorder there 
is no clear advantage of a length of stay longer then four 
weeks, 2) schizophrenic patients who have functioned well 
before hospitalization tend to drop out of aftercare programs 
that provide psychotherapy; one way to encourage patients 
to persist in aftercare is to extend hospitalization beycnd two 
to four weeks so that a firm connection to aftercar2 treat- 


ment can be established, 3) schizophrenic patients Meg 


not function well before they were hospitalized tend to stay 
in treatment after brief hospitalization and should therefore 
be hospitalized for a short period of time. 

I feel that this study begins to provide some sclutions 
to problems that currently face the field of psychiatry 
and need to be answered in the 1980s. The authors aze to be 
congratulated for their important contribution to this goal. 


GEORGE W. BARTHOLOW, M.D. 
Omaha, Neb. 


Growing Up to Be Violent: A Longitudinal Study of the Devel- 
opment of Aggression, by Monroe M. Lefkowitz, Ph.D., 
Leonard D. Eron, Ph.D., Leopold O. Walder, Ph.D. and L. 
Rowell Huesmann, Ph.D. Elmsford, N.Y., Pergamo1 Press, 
1977, 224 pp., $14.00; $8.00 (paper). 


This book incorporates the strengths and weaknssses of 
social science research methodology when applied to a com- 
plicated, hard-to-define subject, namely, violence and ag- 
gression. The authors attempted an ambitious longitudinal 
study of 875 third-grade children in Columbia County, New 
York. They interviewed the children and most of t3eir par- 
ents in 1960, then followed up with 427 interviews in 1970. 
Through a combination of self-report, peer ratings, psycho- 
logical tests (MMPI), and objective measures like arrest re- 
ports, the authors attempted to measure the aggressiveness 
of the sample and to find connections between a number of 
variables that they conceptualized as independent and 
various measures of aggression. 

The authors’ independent variables were classified as fol- 
lows: 1) instigators (parental rejection, parental disFarmony, 
lack of nurturance of the child by the parents, and IQ), 2) 
contingent responses to aggression (such as the use of pun- 
ishment), 3) identification (identification with a pa-ent, sex 
role identification, and television preferences), and 4) socio- 
cultural factors (status of father's occupation, education lev- 
els of mother and father, mobilitv, and aspirations . 

Using a number of statistical techniques, primari y regres- 
sion analysis, the investigators made a number of general 
and specific findings. Thev concluded that instigztor vari- 
ables exerted their greatest effects during childhooc and that 
the effects of these variables were not prolonged imto adult- 
hood. Identification variables and, particularly, soc ocultural 
variables tended to be better predictors of violence and ag- 
gression at age 19 than other variables. Specifically, the au- 
thors concluded that 1) aggression appeared to be more pre- 
dominant as a trait in males than females, 2) fathers' aspira- 
tions for socioeconomic status appeared to be related to 
higher levels of aggression in boys, 3) there was a strong 
relationship between preferences for violent telev.sion pro- 
grams and higher aggression levels in boys (both at age 8 and 
age 19), 4) cultural and sex role factors appeared tc influence 
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aggression, 5) variables like rejection appeared to exert a 
short-term effect on aggression rather than a long-term ef- 
fect. . 

The authors conclude with a thoughtful discussion center- 
ing around the concept of the ‘cultural envelope"' that sur- 
rounds individual development and, particularly, the devel- 
opment of aggression. They point out that male sex roles 
appear to foster aggression, and they make social policy rec- 
ommenda:ions concerning limitztions on the amount and 
avallability of television violence that children see and on the 
availabilit y of instruments such as handguns that can be used 

n aggressive impulses. Their recommendations ap- 
pear to de-ive both from the theoretical perspectives that the 
authors explore in the literature review at the beginning of 
the book, which is a useful articulation of various ways of 
looking at the concept of aggression, and from the data they 
have gathered. 

The limitations of the book stem from the method and 
measures. There is very little in-depth measurement that 
could serva to illustrate nuances in the development of ''ag- 
gression'' in this population. Further, the measures of ag- 
gression tend to be crude. Arrest rates, for example, give 
only a grcss indication of violence, and there is little in- 
dication that the kind of crime with which the individual was 
charged was incorporated in the analysis. Overall, Growing 
Up to Be Violent promises more than it delivers, but it is a 
useful addition to the social science literature on aggression. 
There have been few longitudinal studies focusing on aggres- 
sion, and tne book is a valuable contribution in that it points 
the way toward more studies that can aid researchers, clini- 
cians, and, ultimately, social policv decision makers to act in 
a way that may ameliorate conditions that lead to. if not 
cause, what often appears to be an epidemic of violence in 
our society. 


ROBERT A. FEIN, PH.D. 
Belmont, Mass. 


Stepfamilies: A Guide to Working with Stepparents and Step- 
children, by Emily B. Visher, Ph.D., and John S. Visher, 
M.D. New York, N.Y., Brunner/Mazel, 1979, 272 pp., 
$1500. 


The Vishers clarify the unique features of the stepfamily 
structure, the many problems that come up in such a struc- 
ture, and the ways a therapist can be of help to each member 
of the familv as well as the family as a whole. They define a 
stepfamily as ‘‘a family in which at least one of the parents is 
a stepparen-." Stepfamilies differ from nuclear families in 
that one or nore biological parent is not present. There are 
obviously many variations, depending on the number of 
former marriages and children invclved. Role definition for 


the individual in such a structure has not been clearly estab- 


lished in our society. The fact that there are many different 
types of stepfamilies itself produces complicated sets of 
emotions, waich individuals within the family find difficult to 
accept and understand. One of every six American children 
under the age of 18 is a stepchild, and each year 500,000 
adults in the United States become stepparents. 

One of the major problems for the stepfamily is estab- 
lishing its own identity. A strong coalition between the 
spouses is essential. In contrast to the nuclear family, how- 
ever, the ste»family needs to have "permeable boundaries” 
to give members an opportunity to move among the several 
families of which they are members. Other structural fea- 
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tures that must be dealt with include the following: 1), in a - l 


stepfamily there is more bonding between*a child and the 
parent he or she has been with longer; the stepparent and ` 
child may have expectations of themselves.and each other 
that may not happen instantly, e.g., instant love, 2) a step- 
parent has no legal relationship to a stepchild, 3) except for 
adult members who have not been previously married, step- 
families are based on separation and loss of a primary rela- 
tionship; often the remarriage represents an additional loss 
to the child. 

Basic research in the area of stepfamilies is very limited; 
however, the authors report a number of meaningful find- 
ings. There is a positive correlation between socioeconomic 
status and family success. Stepmother-stepchild relation- 
ships are more tentative and difficult than stepfather-step- 
child relationships. Stepsibling relationships are relatively 
good, especially when there is a halrsibling to join the two 
groups together. Stepfamilies experience more psychologi- 
cal stress than do intact families. Stepmothers have difficulty 
with the stepmother image. 

The authors discuss women in a remarried relationship in- 
volving children, men in a remarried relationship involving 
children, and how to work with each of these. Men are faced 
with a somewhat different set of problems than women are. 
The man's role is more ambiguous and ill-defined. Estab- 
lishing his place in the family, making rules regarding family 
behavior, handling unrealistic expectations both on his part 
and on the part of the new family, and dealing with feelings 
of guilt about his previous family, with problems of money, 
and with problems of sexuality in the stepfamily are among 
the psychological stresses the man faces. 

The Vishers discuss not only the problems remarried 
couples have as parents but those they face with each other. 
They emphasize the many complex problems of animosities, 
divisiveness, and lifestyle differences that confront step- 
families. They also discuss the loss, divided loyalties, con- 
fusion, and guilt that children in stepfamilies have to cope 
with. The therapist's objective 1s to help children to see 
changes as neither right nor wrong, to accept ambiguity, and 
to experience not only exclusion and loss but the positive 
aspects of additional parenting. 

Although the authors do not mention families that have 
chosen alternatives to marriage, I think that many of the 
problems and findings in this study can be extended to in- 
clude unmarried couples with children, both heterosexual 
and homosexual. 

The Vishers have made a valuable contribution in zalling 
attention to a large and often silent segment of our society by 
raising our consciousness as therapists to the complex struc- 
tures and unique problems of stepfamilies. 


DEBORAH R, CocGiNS, M.D 
Gainesville, Fla. 


The Pathologic Physiology of Dementia with Indications for 
Diagnosis and Treatment, by Richard M. Torack. New York, 
N.Y., Springer-Verlag, 1978, 150 pp., $31.90. 


This small volume initially reviews the writings about ce- 
mentia from Aristotle through Walter Alvarez. The author 
suggests that Freud established Alzheimer’s disease by 
denying that there was brain change in mental illness and 
thus stimulating research by neuropathclogists. He notes the 
contributions of Cajal, Bielschowsky, and others in describ- 
ing neurofibrillary tangles and senile plaques as well as 
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Kraepelin'3 description of, Alzheimer's disease in the second 
volume of the eighth edition of Psvchiatrie (1910). The objec- 
tive of the author's historical review "concerns the dis- 
tinction of presenile dementia from senile dementia” and its 
relationship to normal aging. 

The chapters on clinical manifestations, diagnostic evalua- 
tion. and treatment briefly discuss the reports of many work- 
ers in Beropsychiatry. The author differentiates dementia 
from acute confusion, Creutzfeldt-Jakob disease, kuru, and 
normal pressure hydrocephalus and evaluates the studies on 
transmissible viral dementia. 

The difficulties in epidemiologic studies in separating Alz- 
heimer's disease from normal aging is evident, but the author 
notes the pattern of slow virus infection. In the main body of 
the: book he describes the pathological features, which I 
found informative, but I cannot attest to the accuracy. He 
makes a case for slow virus infection as the cause of Alzhei- 
mer's disease by alluding to the possible factors of heredity, 
autoimmune disease, metallic intoxication, vascular disease, 
and aging. 

The historical overview and the review of the theories of 
etiology of dementia and current research on epidemiology 
and pathology were of interest to me, and I expect neuro- 
pathologists would find even more of value in this book. Un- 
fortunately, I found the many typographical errors dis- 
tracting. There is an extensive reference list for readers with 
special interests. 


SHIRLEY M. COLTHART, M.D. 
Rochester, N.Y. 


Advances in Biological Psychiatry, Vol. 3: Alcoholism: A Mul- 
tidisciplinary Approach, edited by J. Mendlewicz and H.M. 
van Praag. Basel, Switzerland, S. Karger, 1979, 133 pp., 
$36.00 (paper). 


One reads a multidisciplinary symposium on alcoholism to 
find aut what is on the frontier. How well does this sym- 
posium meet the need? Are there any new ideas on treat- 
ment? Has anyone demonstrated an effective primary pre- 
vention? Can people at high risk for alcoholism be identi- 
fied? Can meaningful types of alcoholics be distinguished? 
Closely related to that, are there any new concepts regarding 
etiology? 

Mendelson and Mello point out that the well-known as- 
sumptions about the benefits of using alcohol do not explain 
why alcoholics seem to seek aversive consequences through 
their drinking behavior. The meaning of this is not fully un- 
derstood, and its implications for therapy have not been de- 
veloped, primarily because in the sober state the alcoholic 
does not know (1.e., denies) what he gets out of being drunk: 
therapists usually see alcoholics in the sober state. 

Excitement about refinements in therapy are dampened by 
the probability, reported by Ritson of Edinburgh, that not 
more than 10% of alcoholics actually use existing resources. 
Ritson also states that so far there 1s no overwhelming evi- 
dence favoring one particular therapeutic strategy. Appar- 
ently, if they survive the early years many alcoholics stop or 
reduce their alcohol use with or without treatment. 

The problem of definition remains a troublesome one. To 
what extent are those who contribute to a multidisciplinary 
seminar talking about comparable populations? Can chronic 
alcohol abuse be distinguished from alcohol addiction? Esti- 
mates of the number of alcoholics vary greatly; the old Jelli- 
nek formula yields one of the lowest estimates. One author 
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estimates that from 5% to 15% of alcoholics have seizures. 
Using CAT, he demonstrated that a fairly high proport:on of 
aleoholics who have seizures have frontal lobe atrophy. An- 
other author states that although there is agreement trat al- 
coholism is not a unitary disorder, "no general cons2nsus 
exists regarding the nosology.” It might be added that there 
is very little relationship between specific types of alcohol- 
ism and specific treatments. The new genetic investigations 
will certainly contribute to a more meaningful classification. 
What is transmitted genetically, however, is still a ma ter of 
speculation. Related to genetic factors, some evidence sug- 
gests that some cases of periodic abuse are associatcqdmeem 
recurrent depressions and/or manias, whereas enviro1men- 
tal factors probably play a larger part in continuous-dr.nking 
alcoholism. Other than having an alcoholic parent, n> new 
way of identifying people at high risk for alcoholism has been 
found. The large-scale, definitive, prospective research 
study that will help identify people at high risk remains to be 
done. 

Animal studies are still disappointing as far as their contri- 
bution to knowledge about human alcoholism. Apparently it 
is possible to induce cyclic patterns of alcohol self-acminis- 
tration in some animals, but the "factors involved in the ter- 
mination of ethanol self-administration are not known,” and 
although addicted monkeys may exhibit an abstinence syn- 
drome, they do not respond to it by taking more "hair of the 
dog." 

It is probable that creating an addiction to alcohcd in an 
animal will not tell us any more about the psychological rein- 
forcements the alcoholic person gets from the depths of his 
or her bout than not feeding an animal tells us about the sat- 
isfactions of religious asceticism. Both appear aversive on 
the surface, and there may be a greater underlying relation- 
ship than we have explored so far. The subject of to erance 
and dependence is covered by Littleton in terms of tte most 
recent knowledge about neurotransmitter metabolism. Final- 
ly, none of the authors proposes any new ideas in the area of 
primary prevention. 


R.E. REINERT, M.D. 
St. Cloud, Minn. 


Behaviour and Rehabilitation: Behavioural Treatment for 
Long-Stay Patients, by Richard J. Butler and Gerald Rosen- 
thall. Bristol, England, John Wright and Sons, 1978, '89 pp., 
$15.95 (paper). 


Written for psychiatric nurses working in long-term men- 
tal hospitals, this book contains four sections on behavior 
modification. In section 1, titled The Long-Stay Patent, the 
authors in three chapters give an overview of the basics of 
diagnosis, the effects of long-term hospitalization. on pa- 
tients, and various methods of treatment of mental il.ness. In 
the four chapters of section 2, The Nurse as Theraoist, the 
authors emphasize the need for nurses to administer active 
treatment programs in homelike wards. In section 3, titled 
Measuring Behavior, the authors in three chapters give a 
summary of how to differentiate abnormal from normal be- 
havior, to measure the frequency of specific behaviors, and 
to define target behaviors. The authors in the seven zhapters 
of section 4, Treatment, put forward various treatment meth- 
ods, including positive reinforcement, modeling, punish- 
ment, and group activity programs. 

The book is aimed at teaching psychiatric nurses it is not 
intended for psychiatrists. The book and each of its chapters 
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aré wel] outlined, and sections 2-4 give a good approach to 
behavior modification in a mental hospital. However, the 
facts in tae chapters are not documented, and the bibliogta- 
* phy lists only 19 references. The first section, on the long- 
stay patient, is uncomfortably biased toward behavior thera- 
py: the authors give the impression that there is little benefit 
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to be gained from ECT, medicatien, psychosurgtry, or any * 
form of therapy other than behavior modiffcation. I do not , 
recommend this book for psychiatrists. 


G. MipDLEKAUFF. M.D., PH.D. 
Chillicothe, Ohio 
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of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 
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Regulating Hospital Costs: The Development of Public Policy, 
by David S. Abernethy and David A. Pearson. Ann Arbor, 
Mich:, AUPHA Press, 1979, 219 pp., $22.00; $13.95 (paper). 


The Basic Fault: Therapeutic Aspects of Regression, by Mi- 
chael Balint, M.D., Ph.D., M.Sc. New Tons N.Y., Brunner! 
Mazel, 1979, 196 pp., $15.00. 


! H. Bamber. London, Eng- 
23 pp., $26.00. 


The Fears of Adalésceais: by J 
land, Academic Press, 1979, 


Stress and Mental Disorder. American Psychopathological As- 
sociation Series, edited by James E. Barrett, M.D., Robert 
M. Rose, M.D., and Gerald L. Klerman, M.D. New York, 
N.Y., Raven Press, 1979, 294 pp., $18.50. 


Psychiatric Aspects of Minimal Brain Dysfunction in Adults, 
edited by Leopold Bellak, M.D. New York, N.Y., Grune & 
Stratton (Harcourt Brace Jovanovich), 1979, 202 pp., 
$19.50. 


Behavior Modification and the Child: An Annotated Bibliogra- 
phy. Contemporary Problems of Childhood 3, by Hazel B. 
Benson. Westport, Conn., Greenwood Press, 1979, 336 pp., 
$27.50. 


Childhood and Folklore: A Psychoanalytic Study of Apache 
Personality, by L. Bryce Boyer, M.D. New York, N.Y., Li- 
brary of Psychological Anthropology, 1979, 195 pp., $14.95; 
46.95 (paper). 


The Last Taboo: Sex and the Fear of Death, by James Lewton 
Brain. Garden City, N.Y., Anchor Press/Doubleday, 1979, 
247 pp., $8.95. 


The Breast Cancer Digest: A Guide to Medical Care, Emotion- 
al Support, Educational Programs, and Resources. Bethesda, 
Md., National ‘Cancer Institute, 1979, 158 pp., no charge 
(paper). 


Dimensions of Social Psychiatry, edited by John L. Carleton, 
M.D., and Ursula R. Mahlendorf, Ph.D. Princeton, N.J., 
Science Press, 1979, 399 pp., $39.00. 


The Therapeutic Revolution: From Mesmer to Freud, by 
Léon Chertok and Raymond de Saussure; translated by Dr. 
R.H. Ahrenfeldt. New York, N.Y., Brunner/Mazel, 1979, 215 
pp., $17.50. 


Sleep and Dreaming: Origins, Nature and Functions, by Da- 
vid B. Cohen. New York, N.Y., Pergamon Press, 1979, 300 
pp., $32.50. 
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Creating a Success Environment, by Keith DeGreen. Phoenix, 
Ariz., Summit Enterprises, 1979, 335 pp., $12.95: 


Modulators, Mediators, and Specifiers in Brain Function: In- 
teractions of Neuropeptides, Cyclic Nucleotides, and Phospho- 
proteins in Mechanisms Underlying Neuronal Activity, Behav- 
ior, and Neuropsychiatric Disorders, edited by Yigal H. 
Ehrlich, Jan Volavka, Leonard G. Davis, and Eric G. 
Brunngraber. New York, N.Y., Plenum Press, 1979, 317 pp., 
$35.00. 


Hypnotherapy: An Exploratory Casebook, by Milton H. 
Erickson and Ernest L. Rossi. New York, N.Y., Irvingtoa 
Publishers (Halsted Press, John Wiley & Sons, distributor), 
1979, 483 pp., $34.50. 


The Intimate Hour, by Reuben Fine, Ph.D. Wayne, NJ., 
Avery Publishing Group, 1979, 310 pp., $13.95. 


Stop Forgetting, revised and expanded ed., by Dr. Bruno 
Furst; revised and expanded by Lotte Furst and Gerrit 
Storm. Garden City, N.Y., Doubleday & Co.. 1979, 337 pp., 
$5.95 (paper). 


The Truth About Senility-—and How to Avoid It, by La.vrence 


` Galton. New York, N.Y., Thomas Y. Crowell, 1979, 237 pp., 
$9.95. 


Test Your Own Mental Health: A Self-Evaluation Workbook, 
by William Gladstone. New York, N.Y., New American Li- 
brary (Signet Book), 1978, 144 pp., $1.95 (paper). 


Money Madness: The Psychology of Saving, Spending, Lov- 
ing, and Hating Money, by Herb Goldberg, Ph.D.. and Rob- 
ert T. Lewis, Ph.D. New York, N.Y., New American Library 
(Signet Book), 1978, 223 pp., $2.25 (paper). 


The Sexual Adolescent: Communicating with Teenagers About 
Sex, 2nd ed., by Sol Gordon, Ph.D., Peter Scales, Ph.D., 
and Kathleen Everly, Ph.D. North Scituate, Mass., Duxbury 
Press (Wadsworth), 1979, 401 pp., no price listea (paper). 


Psychedelic Drugs Reconsidered, by Lester Grinspoon and 
James B. Bakalar. New York, N.Y., Basic Books. 1979, 334 
pp., $15.95. 


Chicken Soup and Other Medical Matters, by Sidrey Harris. 
Los Altos, Calif., William Kaufmann, 1979, 101 pp., $7.95; 
$3.95 (paper). 


Common Sense in Therapy: A Handbook for the Mental 
Health Worker, by Yoosuf A. Haveliwala, M.D., Albert E. 
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Z Scheflen, MD., and Norman Ashcraft, Ph.D. New York, 
N.Y., BrunneriMazel, 1979, 199 pp., $13.50. 


Clinical Neuropsychology, edited by Kenneth M. Heilman, 
M.D., cnd Edward Valenstein, M.D. New York, N.Y., Ox- 
ford University Press, 1979, 597 pp., $19.50. 


Jung in Context: Modernity and the Making of a Psychology, 
by Peter Homans. Chicago, Ill., University of Chicago 
Press, 1979, 219 pp., $15.00. 


Foster Family Care: A Handbook for Social Workers, Allied 
Professionals, and Concerned Citizens, by Charles R. Ho- 
rejsi, D.S.W. Springfield, Ill., Charles C Thomas, 1979, 349 
pp... $21.75. 


Family Therapy and Transactional Analysis, by James S. 
Horewitz, M.D., New York, N.Y., Jason Aronson, 1979, 293 
pp., $20.00. 


The Importance of Mental Health Services to General Health 
Care, by Jeffrey L. Houpt, Carole S. Orleans, Linda K. 
George. and H. Keith H. Brodie. Cambridge, Mass., Ballin- 
ger Publishing Co. (Harper & Row), 1979, 247 pp., $19.50. 


The PSRO and the Nursing Home, Vol. I: An Assessment of 
PSRO Long-Term Care Review, by Rosalie A. Kane, Robert 
L. Kane, Dorothy Kleffel, Robert H. Brook, Charles Eby, 
George A. Goldberg, Laurence Z. Rubenstein, and John 
Van Ryzin; prepared for tlie Health Care Financing Ad- 
ministration, U.S. Department of Health, Education, and 
Welfare. Santa Monica, Calif., Rand Corp., 1979, 259 pp., 
no price listed (paper). 


The PSRO and the Nursing Home, Vol. II: Ten Demonstration 
Projects in PSRO Long-Term Care Review, by Rosalie A. 
Kane, Robert L. Kane, Dorothy Kleffel, Robert H. Brook, 
Charles Eby, and George A. Goldberg; prepared for the 
Health Care Financing Administration, U.S. Department of 
Health, Education, and Welfare. Santa Monica, Calif., 
Rand Corp., 1979, 114 pp., no price listed (paper). 


Group Psychotherapy: Intersecting Structures, by Henry Kel- 
lerman, Ph.D. New York, N.Y., Grune & Stratton (Harcourt 
Brace Jovanovich), 1979, 324 pp., $19.50. 


Functional Disorders of Memory, edited by John F. Kihl- 
strom and Frederick J. Evans. Hillsdale, N.J., Lawrence 
Erlbaum Associates (New York, N.Y., Halsted Press, John 
Wiley & Sons, distributor), 1979, 402 pp., $24.95. 


Child Sexual Abuse: Analysis of a Family Therapy Approach, 
b» Jerome A. Kroth. Ph.D. Springfield, Hl, Charles C 
Thomas, 1979, 198 pp., $17.50. 


Depression and Masochism: An Account of Mechanisms, by 
Nathan Leites. New York, N.Y., W.W. Norton & Co., 1979, 
157 pp., $14.95. 


The Classification of Endogenous Psychoses, 5th ed., by Karl 
Leonhard; edited by Eli Robins, M.D.; translated by Russell 
Berman. New York, N.Y., Irvington Publishers (Halsted 

Press, John Wiley & Sons, distributor), 1979, 448 pp., 
24.50. 


Winning the Losing Battle: Why I Will Never Be Fat Again, by 
Eda J. LeShan. New York, N.Y., Thomas Y. Crowell, 1979, 
182 pp., $8.95. 
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Mothers and Wives: Gusii Women of East Africa, by Sarah 
LeVine, in collaboration with Robert A. LeVine. Chicago, 
Ill.» University of Chicago Press, 1979, 391 pp.. $21.00. 


The Later Papers of Sir Aubrey Lewis, by Sir Aubrey Lewis, — 
LL.D., D.Sc., M.D. New York, N.Y., Oxford University 
Press, 1979, 245 pp., $37.50. 


The Broken Connection, by Robert Jay Lifton. New York, 
N.Y., Simon and Schuster, 1979; 466 pp., $15.95. 


Professional and Paraprofessional Drug Abuse Coun : 
Three Reports. National Institute on Drug Abuse Services Re- 
search Monograph Series, by Leonard A. LoSciuto, Leona S. 
Aiken, and Mary Ann Ausetts. Rockville, Md., NIDA, 1979, 
244 pp., no price listed (paper). 


Progress in Experimental Personality Research, edited by 
Brendan A. Maher. New York, N.Y., Academic Press, 1979, 
263 pp., $26.00. 


Therapy American Style: Person Power Through Self Help, by 
Kenneth B. Matheny and Richard J. Riordan. Chicago, Hll., 
Nelson-Hall, 1979, 277 pp., no price listed. 


Humor: Its Origin and Development, by Paul E. McGhee. 
San Francisco, Calif., W.H. Freeman and Co., 1979, 246 
pp.. $14.00; $8.00 (paper). 


Major Neurological Syndromes, by Mircea A. Morariu, M.D. 
Springfield, HI., Charles C Thomas, 1979, 332 pp., $24.50. 


The Impact of Piagetian Theory on Education, Philosophy, 
Psychiatry, and Psychology, edited by Frank B. Murray, 
Ph.D. Baltimore, Md., University Park Press, 1979, 223 pp. 
$14.95. 


Writing Scientific Papers in English, by Maeve O'Connor and 
F. Peter Woodford. Kent, England, Pitman Medical Pub- 
lishing Co., 1978, 101 pp., $5.95 (paper). 


Early Recollections: Their Use in Diagnosis and Psychothera- 
py, compiled and edited by Harry A. Olson, Ph.D. 
Springfield, lil., Charles C Thomas, 1979, 379 pp. $27.50. 


From Panic to Power: The Positive Use of Stress, by John J. 
Parrino, Ph.D. New York, N.Y., John Wiley & Sons, 1979, 
254 pp., $12.95. 


The Lust to Annihilate: A Psychoanalytic Study of Violence in 
Ancient Greek Culture, by Eli Sagan. New York, N.Y., Psy- 
chehistory Press, 1979, 224 pp., $12.00. 


A Physician Faces Cancer in Himself, by Samuel Sanes, M.D. 
Albany, N.Y., State University of New York Press, 1979, 201 
pp., $12.95. 


Individualized Assessment and Treatment for Autistic and De- 
velopmentally Disabled Children, Vol. I: Psychoeducational 
Profile, by Eric Schopler, Ph.D., and Robert Jay Reichler, 
M.D. Baltimore, Md., University Park Press, 1979, 230 pp., 
$24.75 (spiral-bound). 


The Synaptic Organization of the Brain, 2nd ed., by Gordon 
M. Shepherd. New York, N.Y., Oxford University Press, 
1979, 424 pp., $18.95; $11.95 (paper). 
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Patienthood: The Art of Being a Responsible Patient, by Mir- 
iam Siegler and Humphry Osmond. New York, N.Y, Mac- 
millan Publishing Co., 1979, 219 pp., $9.95. . 


The Psychogenic Biochemical Aspects of Cancer, by Harold E. 
Simmons. Sacramento, Calif., Psychogenic Disease Pub- 
lishing Co., 1979, 316 pp., $9.95 (paper): 


Dynamics of Group Psychotherapy, by S.R. Slavson; edited 
by Mortimer Schiffer. New York, N.Y., Jason Aronson, 
1979, 814 pp., $30.00 


Freud, Biologist of the Mind: Beyond the Psychoanalytic Leg- 
end, by Frank J. Sulloway. New York, N.Y., Basic Books, 
1979, 575 pp., $20.00. 


Working with Dreams, by Monatague Ullman, M.D., and 
Nan Zimmerman. New York, N.Y., Delacorte Press/Eleanor 
Friede, 1979, 323 pp., $10.00. 


Preventing Physical and Mental Disabilities: Multidisciplinary 
Approaches, edited by Peter J. Valletutti, Ed.D., and Flor- 
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Press, 1979, 426 pp., $19.50 (paper). $ 


Managing Stress, by Leon J. Warshaw, M.D. Receding, 
Mass., Addison-Wesley Publishing Co., 1979. 206 pp.. no 
price listed (paper). 


Financing of Health Care, edited by Lewis E. Weeks, Howard 
J. Berman, and Gerald E. Bisbee, Jr. Ana Arbor, Mich.. 
Health Administration Press, 1979, 530 pp., $24.00; $14.00 
(paper). 


Mental Heaith Issues in Grief Counseling. Summary of Pro- 
ceedings: National Conference on Mental Health Issues Re- 
lated to Sudden Infant Death Syndrome, edited oy Stanley E. 


Weinstein, Ph.D. Rockville, Md., U.S. Department. of 


Health, Education, and Welfare, 1979, 133 pp.. no price list- 
ed (paper). 


Stress, Sanity, and Survival, by Robert L. Woolfolk. Ph.D., 
and Frank C. Richardson, Ph.D. New York, N.Z., New 
American Library (Signet Book), 1978, 169 pp.. $1.95 (pa- 
per). 
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patients and healthy adults. Lykouras, Ap B, 
540-542 


production, reduced, in blood platelets from schiz- . 
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Thornton, reply of Ketai, Je, 859-860 
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delusional, exacerbation of psychosis by tricyclic 
antidepressants in. Nelson, Ap B, 574-576 

depressed mood and subsequent physical illness. 
Goldberg, Ap B, 530-534 

does improvement equal diagnostic confirmation? 
(itr to ed). Pary, reply of Cavenar, De, 1609- 
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order? (ltr to ed). Nakdimen, reply of Gun- 
derson, Ja, 125-126 

case report, symptomatic mania and phencyclidine 
abuse. Rosen, Ja, 118-119 
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berger, No, 1420-1423 
unresolved grief presenting as chronic lymphe- 
dema of hand. Dopson, Oc, 1333-1334 
unusual case of akathisia. Kumar, Au, 1088 
use of Research Diagnostic Criteria and Schedule 
for Affective Disorders and Schizophrenia to 
study affective disorders. Endicott, Ja, 52-56 
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Dialysis see Hemodialysis 

Diazepam 

abuse, countering (ltr to ed). Pakes, Je, 863 

massive benzodiazepine requirements during 
acute alcohol withdrawal. Woo, Je, 821-823 

PCP, neurochemistry, treatment, and more (ltr to 
ed). Yesavage, reply of Allen, Fe, 235-236 

withdrawal syndrome, case with psychosis, seiz- 
ure, and coma. De Bard, Ja, 104-105 

Diet 

celiac-type, in schizophrenia (ltrs to ed). Dohan: 
Singh, reply of Rice, My, 732-733 

[H]Dihydroergocryptine 

reduced cvclic AMP production in blood platelets 
from schizophrenic patients. Kafka, My, 685- 
687 

Dihydrotachysterol e 

calcium, pacesetting periodic psychoses. Carman, 
Au, 1035-1036 

Dimethyltzyptamines 

biological heterogeneity in schizophrenic patients 
(itr to ed). Buchsbaum, reply of Checkley, De, 
1618 

urinary excretion of, in liver disease. Checkley, 
Ap A, 439-441 

Dipyridamole 

tricyclic antidepressants, anxiety, thromboxane 
A2, and (ltr to ed). Herrobin, Ja, 124 

Discharged Patients see Patients, Discharged 

Disengagement see Cancer Patients 

Disulfiram 

role of plasma amine oxidase, platelet monoamine 
oxidase, and red cell catechol-O-methyl trans- 
ferase in severe behavioral reactions to. Major, 
My, 679-684 

Dogs 

dog model for human psychopathology. Reese, Se, 
1168-1172 

L-Dopa 

a-methyl-p-tyresine and, phenylethylamine in 
rhesus monkeys, interactions with. Tinklen- 
berg, Mr, 311-313 

Dopamine 

CSF copper in schizophrenia. Tyrer, Jy, 937-939; 
correction, De, 1620 

decreased serum prolactin in opiate withdrawal 
and dopaminergic hyperactivity. Gold, Je, 849- 
850 

PCP, neurochemistry, treatment, and more (ltr to 
ed). Meltzer, reply of Allen, Fe, 235-236 

reserpine and PCP psychosis (ltr to ed). Doherty, 
reply of Meitzer, De, 1618-1620 

Dosage 
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dangercusly high doses of haloperidol (Itr to ed. 


Thornton, reply of Ketai, Je, 859-860 

of neuroleptic medications, increased, implica- 
tions of, during psychotherapy. DiGiacomo, Je, 
824- 827 

titrating intramuscular dosages for elderly patients 
(Itr to ed). Granacher, Jy, 997 

Dream Symbols 

telepathy in shared dreams? (Itr to ed). Rao, reply 
of Cavenar, Oc, 1345-1346 

unconscious communication between father and 
son. Cavenar, Mr, 244-345 

Dream Theory 

neurology and, still more on (Itr to ed). Hawkins, 
reply of McCarley. Mr, 355-356 

Dropouts see Patient Dropouts 

Drug Abuse 

among alcoholic women. Schuckit, Ap B, 607-611 

amyl nitrite use among homosexual men. Goode, 
Au, 1067-1069 

countering diazepam abuse (ltr to ed). Pakes, Je, 
863 

criminal behavior and, in boys committed to train- 
ing school. Simonds, No, 1444~ 1448 

models of heroin epidemic. Egan, Se, 1162-1167 

nutmeg and epend snuff, differing hallucinogens 
(Itr to ed). Farnsworth, reply of Faguet, Je, 858- 
859 

objective personality changes in residents of thera- 
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peutic community. Sacks, Je, 796-799 

opiate addiction and suicidal behaviors. Moore, 
Se, 1187-1189 

PCP, neurochemistry, treatment, and more (ltr to 
ed). Menon, Fe, 236-237 

self-medication with pseudoephedrine in chroni- 
cally depressed patient. Diaz, Se, 1217-1218 

trihexphenidyl abuse for euphorigenic effect. Gog- 
gin, Ap A, 459-460 

types of psychopathology displayed by heroin ad- 
dicts. Steer, No, 1463-1465 

violence associated with phencyclidine abuse. 
Fauman, De, 1584-1586 

Drug Abuse Treatment 

predicting completion of barbiturate detoxifica- 
tion. Lewis, De, 1593-1594 

relationé:bf time spent in, to posttreatment out- 
come. Simpson, No, 1449-1453 

Drug Interaction see Polypharmacy ` 

Drug Side Effects see also Extrapyramidal Side Ef- 
fects; Tardive Dyskinesia; Toxicity 

amantadine-induced psychosis in geriatric patient 
with renal disease. Borison, Ja, 111-112 

amantadine and a-methyldopa, effects and inter- 
actions (ltr to ed). Cohen, reply of Borison, Je, 
864-8€5 

amelioration of drug-induced parkinsonism by 
ECT. Ananth, Au, 1094 

asterixis associated with high RBC lithium concen- 
tration (ltr to ed). Dysken, De, 1610 

cannabis caveat reinforced (itr to ed). Milman, Fe, 
240 

cardiac arrhythmia and haloperidol. Mehta, No, 
1468-1469 

cardiac sinus node dysfunction during lithium 
treatment. Roose, Je, 804-806 

central nervous system toxicity of cimetidine, case 
of depression. Jefferson, Mr, 346 

chronic amitriptyline toxicity. Giller, Ap A, 458- 
459 

cogwheeil rigidity during chronic lithium therapy. 
Asnis, Se, 1225-1226 

CSF phencyclidine toxicity. Donaldson, Oc, 1341- 
1342 

danger of laryngeal dystonia (ltr to ed). Mann, re- 
ply of Flaherty, Oc, 1344-1343 

danger of oral rapid tranquilization (ltr to ed). 
Schoenholtz, reply of Ketai, De, 1617 

dangerously high doses of haloperidol (ltr to ed). 
Thornton, reply of Ketai, Je, 859-860 

difficulties in clinical diagnosis of lithium toxicity. 
Appelbaum, Se, 1212-1213 
G observations in confirming neurotoxicity (ltr 
o ed). Spring, reply of Abrams, Au, 1099-1100 

EEG observations during combined lithium and 
neurolertic treatment. Abrams, Mr, 336-337 

effects of tritodothyronine on drug levels and car- 
diac function in depressed patients treated with 
imipramine. Garbutt, Jy, 980-982 

exfoliative dermatitis during lithium treatment. 
Kuhnley, Oc, 1340-1341 

galactorrhea associated with molindone. Wesp, 
Jy, 975 

haloperidol, hyperthyroidism, and sudden death. 
Weiner, My, 717-718 

haloperidol-induced dysphoria in patients with 
Tourette syndrome. Caine, Se, 1216-1217 

heat and neuroleptics, deadly combination (itr to 
ed). Cooper, Ap A, 466-467 

hoarseness and aphonia as side effect of tricyclic 
antidepressants. Rhoads, De, 1599 

hypnopompic hallucinations and treatment with 
imipramine. Schlauch, Fe, 219-220 

iatrogenic morbidity in patients taking depot fiu- 
phenazine. Jose, Jy, 976-977 

intestinal dilatation associated with phenothiazine 
therapy, case report and literature review. 
Evans, Jy, 970-972 

intestinal dilatation and neuroleptic-related death 
(itr to ed). Evans, Se, 1227 

lithium carbonate and psoriasis. Evans, Oc, 1236- 
1237 
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lithium-induced thyrotoxicosis. Reus, My, 724- 
725 


lithium tréatment in older patients. Roose, Je, 8434* 
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methylphenidate-induced Tourette syndrome, 
case report. Bremness, Oc, 1334-1335 

micrographia and akinesia. Shackman, Je, 839-840 

monocytosis and agranulocytosis due to neurolep- 
tics (Itr to ed). Lutz, reply of Piggott, Mr, 354- 
355 

more on galactorrhea associated with molindone 
(ltr to ed). Kahn, De, 1617-1618 

more on toxic psychosis with cimetidine (itr to ed). 
Ameson, Oc, 1348-1349 

neurotoxicity at therapeutic lithium levels (ltr to 
ed). Evans, No, 1481-1482 

new form of polypharmacy? (ltr to ed). Winstead, 
reply of Schubert, Je, 861-862 

orgasmic inhibition by phenelzine (ltr to ed). Bar- 
ton, De, 1616-1617 

paradoxical lithium neurotoxicity, report of five 
cases and hypothesis about risk for neurotoxi- 
city. West, Jy, 963-966 , 

"psychotic" curse. Pary, My, 715-716; correc- 
tion, Au, 1102 

reserpine and PCP psychosis (ltr to ed), Doherty, 
reply of Meltzer, De, 1618-1620 

role of plasma amine oxidase, platelet monoamine 
oxidase, and red cell catechol-O-methyl trans- 
ferase in severe behavioral reactions to disul- 
firam. Major, My. 679-684 

schizophrenia-like psychosis associated with anti- 
convulsant toxicity. Franks, Jy, 973-974 

side effect of rapid neuroleptization (ltr to ed). 
Kaskey, reply of Donlon, Se, 1232 

sleep architecture in psychotropic-induced som- 
nambulism (ltr to ed). Charney, reply of Luch- 
ins, Ap A, 461 

sleep disturbance associated with fluphenazine 
HCI, case report. Kramer, Jy, 977-978 

sudden death in patient taking haloperidol. Ketai, 
Ja, 112-113 

toxic psychosis with cimetidine. Barnhart, My, 
725-726 

trifluoperazine and haloperidol, sources of ejacula- 
tory pain? {itr to ed). Berger, Mr, 350 

two cases of ejaculatory impairment related to 
phenelzine. Rapp, Se, 1200-1201 

unpleasant side effects of muscimol (ltr to ed). 
McDonald, reply of Tamminga, Oc, 1346 

unusual case of akathisia. Kumar, Au, 1088 

variable attenuation of amphetamine effects by 
lithium. Angrist, Je, 806-810 

Drugs, Psychotropic see also Polypharmacy; specific 
drug groups and drugs 

clinical indications for plasma level monitoring of. 
Shader, De, 1590-1591 

efficacy of drugs and psychotherapy in treatment 
of acute depressive episodes. Weissman, Ap B, 
555-558 

seven cases of somnambulism induced by drugs. 
Huapaya, Jy, 985-986 

status of psychotropic drug blood level assays and 
other biochemical measurements in clinical 
practice. Baldessarini, Se, 1177-1180 

Dry Mouth see Xerostomia 

DSM-III 

field trials, I. initial interrater diagnostic reliability. 
Spitzer, Je, 815-817 

field trials, Il. initial experience with multiaxial 
system. Spitzer, Je, 818-820 

Dyskinesia see Extrapyramical Side Effects; Tardive 
Dyskinesia 

Dysorexia 

self-mutilation and (Itr to ed). Simpson, Ap A, 466 

Dysphoria 

haloperidol-induced, in patients with Tourette syn- 
drome. Caine, Se, 1216-1217 

Dystonia, Laryngeal 

danger of (Itr to ed). Mann, reply of Flaherty, Oc, 
1344-1345 
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ECT 

amelioration of drug-induced parkinsonism by. 
Ananth, Au, 1094 

in depressed patient with shunt in place for normal 
pressure hydrocephalus. Tsuang, Se, 1205-1206 

depression treated with imipramine and, DeCaro- 
lis study reconsidered. Avery, Ap B, 559-562 

electrode placements, two unilateral, comparison 
of, efficacy and electrical energy considera- 
tions. Erman, Oc, 1317-1319 

for iatrogenic hypothalamic-hypopituitarism (CRF- 
ACTH type). Pitts, Au, 1074-1077 

multiple, morphelogic effects. Menken, Ap A, 453 

prospective stucy of treatment of psychotic de- 
pression. Minter, No, 1470-1472 

psychiatric use of electrically induced seizures. 
Weiner, De, 1507-1517 ; i 

-related ventricular arrythmia, propranolol! treat- 
ment of. Weiner, De, 1594-1595 

serial postdexamzthasone cortisol levels in patient 
undergoing. Dysken, Oc, 1328-1329 

Education, Medical 

in defense of internship year (ltr to ed). Glickman, 
reply of Halleck, My, 729-730 

elective within required psychiatric clerkship. 
Plutzer, My, 706-708 

emergency room medical clearance, educational 
problem. Weissberg, Je, 787-790 

teaching psychotherapy interventions to family 
practice residents, controlled study. France, 
De, 1596-1597 

Education, Psychiatric 

administrative relationships between community 
mental health centers and academic psychiatry 
departments. Faulkner, Au, 1040-1044 

child psychiatry education for general residents. 
Greden, Fe, 213-216 

clinical supervision of initial interview, effects on 
patient care. Jaynes, No, 1454-1457 

colleagues’ responses to pregnant psychiatric resi- 
dents. Butts, De, 1587-1589 

common mistakes in psychotherapy. Buckley, De, 
1578-1530 

contradictions in survey results (ltr to ed). Yung, 
reply of Johnson, Ja, 123-124 

at crossroads, issues and future directions. Beigel, 
De, 1525-1529 

developing curriculum in psychogeriatrics. Blu- 
menthal, Se, 1157-1161 

development of internship program in psychiatric 
nursing. Lakovics, Jy, 932-936 

effects of program for evaluating child psychiatry 
fellows. Pfeifer, Jy, 967-969 

efficacy of consultetion-liaison settings (ltr to ed). 
Szymanski, Je, £60 

elective within required psychiatric clerkship. 
Plutzer, My, 706-708 

industry and academia, predator and prey? (Itr to 
ed). Napoliello, reply of Jellinek, De, 1610-1611 

language-cultural course for foreign psychiatric 
residents. Arthur, Au, 1064-1067 

medium and message, development of videotapes 
for teaching psychiatry. Roeske, No, 1391-1397 

opposition to ‘coercive continuing medical educa- 
tion and mandatory recertification.” Talbott, 
Jy, 923-926 

psychoanalytic teaching in medical education. 
Melchiode, Au. 1071-1073 

relations between academic departments of psy- 
chiatry and pharmaceutical companies. Jelli- 
nek, Je, 827-829 

required educationai objectives in community psy- 
chiatry. Shore, Fe, 193-195 

role of APA in continuing medical education (edtl). 
Robinowitz, Jy. 953-954 

role of cinema seminar in. Fritz, Fe, 207-210 

EEG 

Observations in confirming neurotoxicity {ltr to 
ed). Spring, reply of Abrams, Au, 1099-1100 

observations during combined lithium and neuro- 
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. Einstein's creative thinking and general theory of ¥, 
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leptic treatment. AULAS: Mr, 336-337 
Einstein 


relativity, documented report. Rothenberg, Ja, 
38-43 

Ejaculatory Impsirment 

effects of psychoactive drugs on ejaculation (ltr to 
edi. Comfort, Ja, 124-125, 

trifluoperazine and haloperidol, sources of ejacula- 
tory pain? (ltr to ed). "Berger, Mr, 350 

two cases of, related to phenelzine. Rapp, Se, 
1200-1201 ; 

Electrolyte Disturbances 

acid-base disturbances and, in anorexia nervosa. 
Warren, Ap A, 415-418 

Electromyography 

facial muscle, in depressed and nondepressed hos- 
pialized subjects, partial replication. Oliveau, 
Ap B, 448-450 

Emergency Treatment 

another look at hospital variable (itr to ed). Scheff, 
reply of Feigelson, Oc, 1350 


~~ _ emergency room medical clearance, educational 


problem. Weissberg, Je, 787-790 

emergency room patients in concurrent therapy, 
neglected clinical phenomenon. Kass, Ja, 91-92 

pediatric-psychiatric model for emergencies in 
child psychiatry, study of 994 cases. Shafii, De, 
1500-1601 

premature medical clearance (ltr to ed). Schiffer, 
Cic, 1347 f 

Emotions 

of normal and schizophrenic subjects, judging. 
Gottheil, Au, 1049-1054 

Encephalopathy 

use of propranolol in treatment of postencephalitic 
psychosis. Schreier, Je, 840-841 > 

Endocrine Dysfunction 

electroconvulsive therapy for iatrogenic hypothal- 

. amic-hypopituitarism (CRF-ACTH type). Pitts, 
Au, 1074-1077 ` 

endocrine testing in tardive dyskinesias, prelimi- 
nary report. Rosenbaum, Ja, 102-103 

Endogenous Opiates see Opiates, Endogenous 

Endorphins 

decrease in serum prolactin by naloxone, evidence 
against antidopamine and antipsychotic effects. 
Gold, Oc, 1339-1340 

B-endorphin and naloxone in psychiatric patients, 
zlinical and biological effects. Lehmann, Je, 
762-766 

Epena Snuff 

nutmeg and, differing hallucinogens (ltr to ed). 
Farnsworth, reply of Faguet, Je, 858-859 

Epilepsy see also Pseudoseizures 

hysterical psychosis and, differential diagnosis (ltr 
to ed). Riley, Oc, 1343 

organic personality disturbance, case of apparent 
atypical cyclíc affective disorder. Hellekson, Je, 
833-835 

Epiloia 

question of balance (Itr to ed). Many, My, 734 

Erotic Delusions 


misidentification syndromes, erotic and psycho- 


motor components (ltr to ed). Christodoulou, 
Jy, 994 

Estradiol 

gonadotropin, testosterone, and, profiles in homo- 
sexual men. Newmark, Je, 767-771 

Ethics 

industry and academia, predator and prey? (itr 
to ed). Napoliello, reply of Jellinek, De, 1610- 
161] 

relations between academic departments of psy- 
chiatry and pharmaceutical companies. Jellinek, 
Je, 827-829 

Ethnic Groups see Minority Care ` 

Evaluation for Treatment 

clinical supervision of initial interview, effects on 
patient care. Jaynes, No, 1454-1457 

effects of interpreters on evaluation of psycho- 
pathology in non-English-speaking patients. 


1660 


Marcos, Fe, 171-174 

implicit preadmission screening criteria in alcohol- 

ism treatment program. O'Leary, Se, 1190-1193 

interpersonal attractiveness afid clinical decisions 
in alcoholism treatment. O'Leary, Ap B, 618- 
622 

interpreter effects with ‘deaf patients (Itr to ed). 
Gerber, Jy, 990 

Exercise see Physical Activity 

Extrapyramidal Symptoms 

acute extrapyramidal reactions with fluphenazine 
hydrochloride and fluphenazine decanoate. Ge- 
lenberg, Fe, 217-219 

amelioration of drug-induced parkinsonism by 
ECT. Ananth, Au, 1094 

cogwheel rigidity during chronic lithium therapy. 

‘ Asnis, Se, 1225-1226 

danger of laryngeal dystonia (ltr to ed): Mann, re- 
ply of Flaherty, Oc, 1344-1345 

trial use of clozapine for abnormal involuntary 
movement disorders, Caine, Mr, 317-320 

unusual case of akathisia. Kumar, Au, 1088 

Eye Size see also Oculomotor Signs 

discrepancy in schizophrenia (ltr to ed), Maggio, 
Ap A, 467-468 
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Face Muscles see Electromyography 

Factitious Injury see Lymphedema 

Familial Mediterranean Fever 

lithium prophylaxis in. neon Au, 1082- 
1083 

Families 

abusive, breaking cycle in. Hunter, Oc, 1320-1322 


assessing familial factors in alcoholism from MMPI 


profiles. Franks, Au, 1084-1085 


battered parents,'new syndrome. Harbin, Oc,- 


1288-1291 

defending military family (ltr to ed). Dettinger, re- 
ply of LaGrone, Je, 855-856 

familial (genetic) Subtypes of pure depressive dis- 
ease. Winokur, Jy, 911-913 

familial neurotic symptoms. Cavenar, No, 1474- 
1475 


: family rituals and recurrence of alcoholism « Over 


generations. Wolin, Ap B, 589-593 

joint custody, solution or illusion? Benedek. De, 
1540-1544 

of manic-depressive patients, effect of treatment. 
Mayo, De, 1535-1539 

military family, who has been scapegoated? (Itr to 
ed). Shaw, reply of LaGrone, Mr, 351-352 

superkids, competent children of psychotic 
mothers. Kauffman, No, 1398-1402 

Family Planning see Birth Control 

'Family Practice Residents see Education, Medical 

Family Therapy 

psychotherapy of medically ill. Karasu, Ja, 1-11 

Fathers 

correcting the underreporting of father-son incest 
(Itr to ed). Reichenthal, Ja, 122-123 

unconscious communication between father and 
son. Cavenar, Mr, 344-345 

Fever 

sleepwalking and febrile illness (Itr to ed). Dorus, 
De, 1620 

sleepwalking and night terrors related to febrile ill- 
ness. Kales, Se, 1214-1215 

Film Discussion see Cinema Seminar 

Firesetting 

juvenile firesetters, do the agencies help? Fine, Ap 
A, 433-435 

First-Rank Symptoms 

Schneiderian, schizophrenic symptoms and. Preis- 
er, Mr, 323-326 

Flooding in Vivo 

plasma growth hormone, effect of suxicty during. 
Curtis, Ap A, 410-414." 

Fluphenazine . 

acute extrapyramidal reactions swith fluphenazine 
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hydrochloride and fluphenazine decanoate. De- 
lenberg, Fe, 217-219 

depot, iatrogenic morbidity in patients taking. 
Jose, Jy, 976-977 

HCl, sleep disturbance associated with, case re- 
port. Kramer, Jy, 977-978 

statistical shortcomings? {itr to ed). Mattes, rep.y 
of Smith, Au,. 1097-1098 - 

Folk Diagnosis see Cultural Psychiatry 

Foreign Residents 

language-cultural course for foreign psychiatric 
residents. Arthur, Au, 1064-1067 

Forensic Psychiatry 

characteristics and disposition of persons feund 
not guilty by reason of insanity in New York ' 
State, 1971-1976. Pasewark, My. 655-660 

commitment law for patients, doctors, @nd law- 
yers. Roth, Se, 1121-1127 

insanity plea, legislators’ view. Pasewark Fe, 
222-223 

insanity pleas in Oregon (ltr to ed). Pati, Oc, 7346- 
1347 

psychiatric malpractice, ' California experi-:nce. 
Slawson, My, 650-654 — 

right to treatment suit as agent of change. 
man, No, 1428- 1432 

Fortitude 

denial, isolation of affect, and (ltr to ed). 
fort, De, 1615-1615 

French Psychiatry 

apprenticeship of Philippe Pinel, new docu-rent, 
"Observations of Citizen Pussin on tte In- 
sane." Weiner, Se, 1128-1134 

philoscphical foundations of French and us no- 
sology. Kroll, Se, 1135-1138 

Pussin redivivus (edtl). Nemiah, Se, [175~1.76 

Freud 

religion and (!tr to ed). Wallace, Fe, 237-233 

still more on dream theory and neurology Jtr to 
ed). Hawkins, reply of McCarley, Mr, 355-356 
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GABA-minergic Agents 
treatment-resistant tardive dyskinesia, new th2ra- 
peutic approach. Amsterdam, Se, 1197-1133 


` Galactorrhea 


associated with mo-indone. Wesp, Jy, 975 

associated with molindone, more on (ltr '.c ed). 
Kahn, De, 1617-1618 

pseudonursing, case of. Cohen, Fe, 223-221 

Generic Substitution see Bioequivalence 

Genetic Factors in Mental Hiness see alsc Twin 
Studies 

familial (genetic) subtypes of pure depressive dis- 
ease. Winokur, Jy, 911-913 i 

sex chromosome anomalies and manic-dep"essive 

. illness (itr to ed). Mendlewicz, reply of Lesage. 
Fe, 240-241 

Geriatric Psychiatrv 

amantadine-induced psychosis in geriatric patient 
with renal disease. Borison, Ja, [11-112 

choline chloride treatment of memory de3cits in 
elderly. Mohs, Oc, 1275-1277 ] 

denial, fortitude, and isolation of affect {ltr to 
ed). Comfort, D2, 1615-1616 

developing curriculum in psychogeriatrics. Blu- 
mental, Se, 1157-1161 

factors related to tardive dyskinesia. Cheuinard, 
Ja, 79-83 

iatrogenic morbidity in patients taking deget flu- 
phenazine. Jose, Jy, 976-977 

lithium treatment in older patients. Roose, J2., 843- 
844 


* time, age, and life cycle. Neugarten, Jy, £&7-894 


titrating intramuscular dosages for elderly ratients 
dtr to ed). Granacher, Jy, 997 

tricyclics in elderly patients (ltr to ed). Fielding, 
Au, 1100 

use of MAO inhibitors in elderly patieris. Ash- 
ford, No, 1466-1467 ; 
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Gilles de la Tourette Syndrome 

haloperidol-induced dysphoria in patients with 
Tourette syndrome. Caine, Se, 1216-1217 

methylphenidate-induced Tourette syndrome, 
case report. Bremness, Oc, 1334-1335 

“psychotic”. curse. Pary, My, 715-716; correc- 
tion, Au, 1102 

trial use of clozapine for abnormal involuntary 
movement disorders. Caine, Mr, oes 

Giuten 


celiac-type diets in schizophrenia (ltrs to ed). Do- 


han; Singh, reply of Rice, 732-733 

immunologic reaction of psychotic patients to frac- 
tions of. Ashkenazi, Oc, 1306-1309 

Glycine 

levels, increased, in erythrocytes, amino acids in bi- 
polar @fective disorders. Rosenblatt, My, 672-674 

Gonadotropin 

estradiol, testosterone, and, profiles in homosexu- 
al men. Newmark, Je, 767-771 

response to synthetic gonadotropin hormone-re- 
leasing hormone (GnRH) in heroin addicts. 
Brambilla, Mr, 314~317 

Grief 

adults’ reactions to death of parent, preliminary 
study. Malinak, Se, 1152-1156 

sequelae and nonsequelae of conjugal bereave- 
ment. Clayton, De, 1530-1534 

timeless attachment to dead relative. Goin, Jy, 
988-989 

unresolved, presenting as chronic lymphedema of 
hand. Dopson, Oc,-1333-1334 , 

Group Practice 

group alternative in private practice (itr to ed). 
Coniaris, reply of Lebensohn, Je, 863-864 

Group Therapy 

as adjunct to lithium maintenance, Shakir, Ap A, 
455-455 

crisis group, outcome study. Donovan, Jy, 906-910 

dropouts, sex roles and (ltr to ed). Solomon, reply 
of Lothstein, My, 727-728 

peer review of, Washington, D.C., 
len, Ap A, 444-447 

psychotherapy of medically ill. Karasu, Ja, 1-11 

short-term therapy applauded and amplified (itr to 
ed). Melson, Jy, 991 

Growth Hormone 

plasma, effect of anxiety during flooding in vivo. 
Curtis, Ap A, 410-414 

Guanethidine 

combined use of molindone and, in 1 patients with 
Schizophrenia and hypertension. Simpson, No, 
1410-1414 


1972-1977. Al- 
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Hallucinations 


hallucinatory experiences during cataplexy in pa- `. 


tients with narcolepsy. van den Hoed, Se, 1210- 
1211 

hypnopompic, treatment with imipramine and. 
Schlauch, Fe, 219-220 

schizophrenic, form and content of." Larkin, Jy, 
940-943 2 

Hallucinogens 

differing, nutmeg and epend snuff (Itr to ed). 
Farnsworth, reply of Faguet, Je, 858-859 

Haloperidol ` 

acute high-dose parenteral, treatment of psycho- 
sis. Lerner, Au, 1061-1064 

cardiac arrhythmia and. Mehta, No, 1468-1469 

danger of oral rapid tranquilization (ltr to ed). 
Schoenholtz, reply of Ketai, De, 1617 

dangerously high doses of (Itr to ed). Thornton, re- 
ply of Ketai, Je, 859-860 

hyperthyroidism, sudden death, and. Weiner, My, 
711-718 

-induced dysphoria in patients with Tourette syn- 
drome. Caine, Se, 1216-1217 

injectable, overview, efficacy and safety of rapid 
neuroleptization method with. Donlon; Mr, 
273-278 
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intramuscular, rapid treatment with, cardiovascu- 
lar safety of. Donlon, Fe, 233-234 


side effect of rapid neuroleptization (Itr to ed),% 


Kaskey, reply ofiDonlon, Se, 1232 

sudden death-in patient taking. Ketai, Ja, 112-113 

trifluoperazine and, sources of ejaculatory pain? 
(Itr to ed). Berger, Mr, 350 

Handwriting Size.see Micrographia 

Headaches 

new method for treating “headaches.” 
Se, 1181-1183 

Head-Banging 

nocturnal, as sleep disorder. case report. Freidin, 
No, 1469-1470 

Health 

illness and, denial and affirmation in. Beisser, Au, 
1026-1930 

Health Maintenance Organizations 

adult mental health services. in. Budman, - Ap A, 
392-395 

continuous psychotherapy within HMO. Bennett, 
Oc, 1283-1287 i 

Heart Disorders see Cardiac Dysfunction 

Hest 

neuroleptics and, deadly combination {ltr to ed). 
Cooper, Ap A, 466-467 

Hemispheric Specialization 
Cerebral 

Hemodialysis see also Renal Disease 

chronic, adolescents’ adjustment to. Kaplan De- 

. Nour, Ap A, 430-433 — 

psychiatric complications of renal dialysis dis- 

equilibrium, case report. Miller, Oc, 1330. 


Sherwin, 


in schizophrenia, three failures with chronic pa- 


tients (Itr to ed). Buen. Au, 1095 
Heroin 
abusers, chronic alseholics and, computerized 
transaxial tomographic and neuropsychological 
evaluations in. Hill, Ap B, 598-602 
addicts, gonadotropin response to synthetic go- 
nadotropin hormone-releasing hormone (GnRH) 
‘in. Brambilla, Mr, 314-317 
addicts, types of psychopathology displayed by. 
. Steer, No, 1463-1465 
epidemic, models of, Egan, Se, 1162-1167 
5-HIAA 
depression, new evidence in support of biological 
differentiation. Garfinkel, Ap B, 535-539; cor- 
rection, Au, 1102 
History 
apprenticeship of Philippe Pinel, new ducimiedt 
"Observations of Citizen Pussin on the In- 
sane." Weiner, Se, 1128-1134 
1978 anniversaries. Mora, Ja, 44-48 gi 
Pussin redivivus (edtl). Semis, Se, 1175-1176 
Hoarseness 
aphonia and, as side effect of tricyclic antidepres- 
sants. Rhoads, De, 1599 
Homicide 
recent trends in suicide, accidents, and, violent 
deaths among young. Holinger, Se, 1144-1147 
Homosexuality 
amyl nitrite use among homosexual men. Goode, 
Au, 1067-1069 ` 
gonadotropin, estradiol, and testosterone Srofiles 
in homosexual men. Newmark, Je, 767-771 
Hormones 
effect of chlorpromazine on human growth hor- 
mone. Beg, Jy, 914-917 
gonadotropin, estradiol, and testosterone profiles 
, in homosexual mer. Newmark, Je, 767-771. 


-gonadotropin response to synthetic gonadotropin 


hormone-releasing hormone (GnRH) in heroin 
addicts. Brambilla, Mr, 314-317 

plasma growth hormones, effect of anxiety during 
flooding in vivo. Curtis, Ap A, 410-414. 

testosterone treatment of depression in two pa- 
tients with Klinefelter's syndrome. Rinieris, Jy, 
: 986-988 

Hospitalization 

another look at hospital variable (Itr to ed). Scheff, 
reply of Feigelson, Oc, 1350 


see  Lateralization, - 
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Hospital Psychiatry see aiso Patients 


on blaming buréaucracy (Itr to ed). Glicktnan, te- 


ply of Hogben, Jy, 994-995 

community meeting, comparative study. Rubin, 
My, 708-712 

ethnic density and psychiatric hospitalization, haz- 
ards of minority status. Rabkin, De, 1562-1566 

impact of political process on. Hogben, Fe, 201- 
204 è 

psychiatrist as medical backup, ambiguity in dele- 
gation of clinical responsibility. Vasile, Oc, 
1292-1296 

right to treatment suit as agent of change. Kauf- 
man, No, 1428-1432 

Hospital Staff see Staff 

Human Growth Hormone 

effect of chlorpromazine on. Beg, Jy, 914-917 

Hunger 

in primary anorexia nervosa, Ceaser, Jy. 979-980 

Huntington's Disease 

trial use of clozapine for abnormal involuntary 
movement disorders. Caine, Mr, 317-320 

Hyperactivity 

characteristics of therapeutic response to imipra- 
mine in hyperactive children. Linnoila, Se, 
1201-1203 : 

childhood, diagnosis of adult psychiatric patients 
with. Morrison, Jy, 955-958 

"staccato'"" syndrome {ltr to ed). Tec. De, 1616 

unusual case of zkathisia. Kumar, Au, 1088 

Hyperpyrexia 

another approach to (Itr to ed). Berkowitz, Je, 
862-863 -` 

considering lethal catatonia in cases of (Itr to ed). 
Peele, Fe, 237 

Hypersomnia 

imipramine treatment for. Peterson, Jy, 984-985 

Hypertension 

combined use of molindone and guanethidine in 
patiehts with schizophrenia and hypertension. 
Simpson, No, 1410-1414 

successful treatment of, compliance or marital 
therapy? (Itr to ed). Volicer. reply of Summers, 
Ap A, 463-464 : 

Hyperthyroidism 

haloperidol, sudden death, and. Weiner, My, 717- 
718 

hyperthyroid chorea mimicking psychiatric dis- 
ease. Van Uitert, Se, 1208-1210 

Hypnopompic Hallucinations see Hallucinations 

Hypnosis 

hypnotic treatment of smoking, single-treatment 
method revisited. Berkowitz, Ja, 83-85 

hypnotizability and, psychosis (ltr to ed). Nak- 
dimen, reply of Spiegel, De, 1613-1614 

hysterical psychosis and hypnotizability. Spiegel, 
Je, 777-781 


.*Hypohypomania? 


tricyclic antidepressant doke and (itr to ed). 
Steele, Mr, 349 

Hypothalamic Dysfunction 

electroconvulsive therapy for iatrogenic hypothal- 
amic-hypopituitarism (CRF-ACTH type). Pitts, 
Au, 1074-1077 

Hypothetical-Deductive Method 

in defense of (itr to ed). Simske, Fe, 241 

Hysteria 

adolescent, study in, pseudoepilepsy. Gross, Fe, 
210-213 


.has hysteria decreased? (Itr to ed). Favazza, Au, 


1102 

personality, sexual adjustment, and brain lesions 
in patients with conversion symptoms. Mer- 
skey, Fe, 179-182 

Hysterical Psychosis 

clinical note on. Cavenar, Je, 830-832 

epilepsy and, diferential diagnosis (ltr to ed). 
Riley, Oc, 1343 

hypnotizability and. Spiegel, Je, 777-781 

hypnotizability and psychosis (ltr to ed). Nak- 
dimen, reply of Spiegel, De, 1613-1614 
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* Idiot Savant 

with unusual mechanical ability. Hoffman, My, 
713-714 

Hiness see Physical IHlness 

Imipramine see also Antidepressants 

characteristics of therapeutK response to, in hy- 
peractive children. Linnoila, Se, 1201-1203 

delusional depressions and (ltr to ed). Glassman, 
reply of Quitkin, Ap A, 462-463 

ECT and, depression treated with, De Carolis 
study reconsidered. Avery, Ap B, 559-552 

effects of, on aggression and dejection in de- 
pressed children. Pallmeyer, No, 1472-1473 

effects of triiodothyronine on drug levels and car- 
diac function in depressed patients treated with. 
Garbutt, Jy, 380-982 

excretion of desipramine and, in human breast 
milk. Sovner, Ap A, 451-452 

night terrors treated with. Beitman, Au, 1087-1088 

nomifensine and, double-blind evaluation of, in de- 
pressed outpatients. McCawiey, Je, 841-843 

response, predicting (ltr to ed). Minter, reply of 
Quitkin, My, 731 

treatment for hypersomnia. Pe:erson, Jy, 984-985 

treatment with, hypnopompic hallucinations and. 
Schlauch, Fe, 219-220 

treatment, rapid-cycling affective disorder during, 
case report. Siris, Mr, 341-342 

Immigration : 

adjustment of group of Vietnamese people to 
United States. Vignes, Ap A, 442-444 

Incest 

father-son, correcting the underreporting of. 
Reichenthal, Ja, 122-123 

incidence of history of, among 18 female psychiat- 
ric patients. Rosenfeld, Je, 791-795 

pseudoseizures and (Itr to ed}. Goodwin, reply of 
Remick, Se, 1231 A 

Infants see also Breast Milk 

relationship of early maternal separation to bor- 
derline personality in children and adolescents, 
pilot study. Bradley, Ap A, 424-426 

Informed Consent 

for neuroleptic therapy. DeVeaugh-Geiss, Jy, 959- 
062; correction, Se, 1232 

Insanity Plea 

chzracteristics and disposition of persons found 
not guilty by reason of insanity in New York 
State, 1971-1976. Pasewark, My, 655-660 

insanity pleas in Oregon (ltr to ed). Pati, Oz, 1346- 
1347 

legislator's view. Pasewark, Fe, 222-223 

Insurance Codes 

reality and (ltr to ed). Peisner. reply of Nelson, Se, 
1227-1228 

Intermetamorphosis Syndrome 

misidentification syndromes, erotic and psycho- 
motor components (ltr to ed). Christodoulou, 
Jy, 994 

Intermingling 

schizophrenic thought disorders, bizarre associa- 
tions and. Harrow, Mr, 293-296 

Internalization 

of transplanted liver, problems with. Dubovsky, 
Au, 1090-1091 

Internship, Medical see Education, Medical 

Internship, Nursing 

development of internship program in psychiatric 
nursing. Lakovics, Jy, 932-936 

Interpersonal Attractiveness 

clinical decisions in alcoholism treatment and. 
O'Leary, Ap B, 618-622 

Interpreters see also Language Instruction 

effects of, on evaluation of psychopathology in 
non-Englisk-speaking patients. Marcos, Fe, 
171-174 

interpreter effects with deaf patients (ltr to ed). 
Gerber, Jy, 990 

Interrater Reliability 

DSM-III field trials, 1. initial interrater diagnostic 
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reliability. Spitzer, Je, 815-817 

Intestinal Dilatation 4 

associated with phenothiazinegherapy, case report 
and literature review. Evas, Jy, 970-972 

neuroleptic-related death and (ltr to ed). Evans, 
Se, 1227 

Intolerance, Racial 

intolerance and extremism in correctional institu- 
tion, perceived ethnic relations approach. Dish- 
otsky, No, 1438-1443 

Intramuscular Administration 

rapid, of tricyclic antidepressants. Bloomingdale, 
Au, 1092-1093 

Invested Partners 

invested partner in sexual disorders, profile. Dero- 
gatis, De, 1545-1549 

Involuntary Hospitalization see Commitment, Civil 

Isoproterenol 

beta-adrenergic receptor function in affective ill- 
ness. Pandey, My, 675-678 


J 


Janusian Thinking 

antithesis in creativity (ltr to ed). Lehrman, reply 
of Rothenberg, Au, 1101-1102 

complementarity and (Itr to ed). Faguet, reply 
of Rothenberg, De, 1614-1615 

Einstein's creative thinking and general theory of 
relativity, documented report. Rothenberg. Ja, 
38-43 

etiologic debates and (Itr to ed). Schreiber, No, 
1484 

Janus, god of multiple perspectives (ltr to ed). 
McCarthy, reply of Rothenberg, Jy, 992-994 

meta-Janusian thinking (Itr to ed). Brenner, reply 
of Rothenberg, Je, 860-861 

Jealousy 

nontraditional marital units and (ltr to ed). Solo- 
mon, reply of Pinta, Fe, 241-242 


K 


Klinefelter's Syndrome 

affective illness and, more on (ltr to ed). Hoaken, 
Ja, 122 

sex chromosome anomalies and manic-depressive 
illness (Itr to ed). Mendlewicz, reply of Lesage, 
Fe, 240-241 

testosterone treatment of depression in two pa- 
tients with. Rinieris, Jy, 986-388 

KDS-3A 

subtypes of depression identified by, pilot study. 
Wold, No, 1415-1419 


L 


Lactation see Galactorrhea 

Language, Disordered see Intermingling; Speech 
Dysfluency 

Language Instruction : 

language-cultural course for foreign psychiatric 
residents. Arthur, Au, 1064-1067 

Laos 

rural, "folk" criteria for diagnosis of mental illness 
in, on being insane in sane places. West- 
ermeyer, Je, 755-761 

rural, "folk" explanations of mental illness in. 
Westermeyer, Jy, 901-905 

Laryngeal Dystonia 

danger of (Itr to ed). Mann, reply of Flaherty, Oc, 
1344-1345 

Lateralization, Cerebral 

anomalous lateralization associated with milder 
form of schizophrenia. Luchins, De, 1598-1599 

hypnotizability and psychosis (itr to ed). Nak- 
dimen, reply of Spiegel, De, 1613-1614 

lateralized neuropsychological dysfunction in af- 
fective disorder and schizophrenia. Taylor, Au, 
1031-1034 

Law Suits 

psychiatric malpractice, California experience. 


Li 
*. 


Slawson, My, 650-654 

Learning 

state-dependent, clinical implications of. Reus, Jy, 
927-931 ‘ 

Lecithin 

choline and, :n treatment of tardive dyskinesia, 
preliminary results from pilot study. Gelenberg, 
Je, 772-776 

treatment of tardive dyskinesia with. Jackson, No, 
1458-1460 

Legal Issues see Forensic Psychiatry 

Legislation 

standards affecting mental health care, review and 
commentary. Nelson, Mr, 303-307 

Liaison Psychiatry see Consultation, Psychiatric 

Life Change 

cosmetic surgery as antecedent of. Barer, Fe, 
199-201 

Life Cycle 

time, age, and. Neugarten, Jy, 887-894 

Life Events 

coping, stress, depressive symptomatology, and. 
Warheit, Ap B, 502-507 

at onset of bipolar affective iliness. Dunner, Ap B, 
508-311 

Lithium 

antipsychotic effects of, in schizophrenia. Alexan- 
der, Mr, 283-287 

-associated nephropathy (ltr to ed). Colt, Au, 
109§--1099 

carbonate and psoriasis. Evans, Oc, 1326-1327 

in chronic schizophrenia. Growe, Ap A, 454-455 

cognitive and affective responses to, in patients 
with organic brain syndrome. Williams, Je, 800- 
803 i 

EEG observations ia confirming neurotoxicity {tr 
to ed). Spr:ng, reply of Abrams, Au, 1099-1100 

-induced thyrotoxicosis. Reus, My, 724-725 

levels, therapeutic, neurotoxicity at (ltr to ed). 
Evans, Nc, 1481-1482 

maintenance. factors affecting outcome. Kocsis, 
Ap B, 563-566 

maintenance. group psychotherapy as adjunct to. 
Shakir, Ap A, 455-456 


neuroleptic and, treatment, combined, EEG ob- 


servations during. Abrams, Mr, 336-337 

neurotoxicity, paradoxical, report of five cases 
and hypothesis about risk for neurotoxicity. 
West, Jy, 963-966 

plus r2serpine in refractory manic patients. Bach- 
er, Je, 811-814 . 

possible carciovascular effect of. Belmaker, Ap 
571-519 f 

possible mechanism cf lithium's effect in bronchial 
asthma {ltr to ed). Bracha, My, 734 

potentiation of, by tryptophan in patient with bipo- 
lar illness. Chouinard, My, 719-720 

prophylaxis in familial Mediterranean fever. 
Christodoulou, Au, 1082-1083 

RBC, concentration, high, asterixis associated 
with (ltr to ed). Dysken, De, 1610 

RBC determinations, treatment of tardive dyski- 
nesia and mania with. Ereshefsky, Ap B, 570- 
573 

responders, delineation of MMPI symptom pattern 
unique to. Steinberg, Ap B, 567-569 

saliva, lithium therapy and. Mathew, Je, 851 

in schizophrenia (Itrs to ed). Gardner; Solomon, 
reply of Alexander, No, 1479-1480 

subtypes of depression identified by KDS-3A, pi- 
lot study. Wold, No, 1415-1419 

tardive dyskinesia not associated with neurolep- 
tics (Itr tc ed). Stancer, My, 727 

therapy, chronic, cogwheel rigidity during. Asnis, 
Se, 1225-1226 

therapy, effects of, on MAO in manic-depressive 
illness. Berrettini, Je, 836-838 

three cases of manic-depressive illness in mentally 
retarded adults. Hasan, Au, 1069-1071 

toxicity, difficulties in clinical diagnosis of. Appel- 
baum, Se, 1212-1213 

transport in erythrocytes from one pair of twins 
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with manic disorder. Ehrlich, No, 1477-1478 

treatment. cardiac sinus node dysfunction during. 
Roose, Je, 804-806 

treatment. effect of, on thyroid function in patients 
with primary affective disorder. Cho, Ja, 115- 
116 

treatment exfoliative dermatitis during. Kuhnley, 
Oc, 1360-1341 

treatment in older patients. Roose, Je, 843-844 

variable ettenuation of amphetamine effects by. 
Angrist. Je, 806-810 

Liver Disease 

biological heterogeneity in schizophrenic patients 
(Itr to ed). Buchsbaum, reply of Checkley, 
De, 1618 : 

problems with internalization of transplanted liver. 
Dubovgxy, Au, 1090-109] 

urinary excretion of dimethyltryptamine 
Checkley, Ap A, 439-44] 

Lorazepair 

is lorazepam really different? (Itr to ed). Andrews, 
reply of McCurdy, Se, 1230-1231 

new benzediazepine derivative, in treatment of 
anxiety, double-blind clinical evaluation. 
McCurdy, Fe, 187-190 

Lymphedema 

of hand, caronic, unresolved grief presenting as. 
Dopson, Oc, 1333-1334 


in. 


M 


Magnesiurr 

serum, in celirium tremens (ltr to ed). Majumdar, 
Oc, 1342 

Malpractice 

psychiatric. California experience. Slawson, My, 
650-654 

Mania 

alleviation of manic symptoms with catecholamine 
agonists. Brown, Fe, 230-231 

aprearance of manic psychosis following rapid 
normalization of thyroid status. Josephson, Je, 
846-847 

lithium plus resperpine in refractory manic pa- 
tients. Bacher, Je, 811-814 

lithium trarsport in erythrocytes from one pair of 
twins wih manic disorder, Ehrlich, No, 1477- 
1478 

symptomatk&, case report, phencyclidine abuse 
and. Ros2n, Ja, 118-119 

three cases of manic-depressive illness in mentally 
retarded adults. Hasan, Au, 1069-1071 

tment cf tardive dyskinesia and, with RBC 
hium determinations. Ereshefsky, Ap B, 570- 

573 

unipolar, distinct clinical entity? Nurnberger, No, 
1420-1425 

Manic-Depression see Affective Disorders 

MAO see Monoamine Oxidase 

Marijuana 

cannabis caveat reinforced (itr to ed). Milman, Fe, 
240 

Marital The-apy 

successful treatment of hypertension, compliance 
or? (itr to ed). Volicer, reply of Summers, Ap A, 
463-464 

Marketplace Model 

in various s2ttings (ltr to ed). Morrison, reply of 
Guggenheim, Au, 1096-1097 

Marriage 

childbirth-related psychosis and familial symbiotic 
conflict. Eetai, Fe, 190-193 

jealousy and nontraditional marital units (Itr to ed). 
Solomon, reply of Pinta, Fe, 241-242 

Measurements see Biochemical Measurements 

Medicaid 

audit, crisis n confidentiality and patient-psychia- 
trist relationship. Shwed, Ap A, 447-450 

on blaming bureaucracy (itr to ed). Glickman, re- 
ply of Hozben, Jy, 994-995 

enrollees, mental health services for, in prepaid 
group practice plan. Goldensohn, Fe, 160-164 
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impact of political process on hospital psychiatry. 
Hogben, Fe, 201-204 

Medical Backup 

psychiatrist as, amb'iguity in delegation of clinical 
responsibility. Vasile, Oc, 1292-1296 

Medical Clearance 

emergency room, educational problem. Weiss- 
berg, Je, 787-790 

premature (ltr to ed). Schiffer, Oc, 1347 

Medical Histories see Physical Iliness 

Medical Model 

psychiatry and rhetoric of models. Bursten, My, 
661-666 

revisited, question of citation (ltr to ed). Altus, 
My, 734-735 

Medical Records 

patient access to, on psychiatric inpatient unit. 
Stein, Mr, 327-329 

Meditation 

intensive, precipitation of acute psychotic epi- 
sodes by, in individuals with history of schizo- 
phrenia. Walsh, Au, 1085-1086 

Memory 

deficits, in elderly, caoline chloride treatment of, 
Mohs, Oc, 1275-1277 

short-term spatial, deficits in men arrested for 
driving while intoxicated. Fine, Ap B, 594-597 


Men 

autocastration in transsexualism. Haberman, Mr, 
347-348 

homosexual, amy] nitrite use among. Goode, Au, 
1067-1069 

homosexual, gonadotropin, estradiol, and testos- 
terone profiles in. Newmark, Je, 767-77! 

invested partner in sexual disorders, profile. Dero- 
gatis, De, 1545-1549 

juvenile male sexual assaulters. Lewis, Se, 1194- 
1196 

sex differences in prevalence of severe tardive 
dyskinesia. Smith, Au, 1080-1082; correction, 
Oc, 1350 

sex roles and group therapy dropouts (ltr to ed). 
Solomon, reply of Lothstein, My. 727-728 

suicide by male physicians during five-year period. 
Rich, Au, 1089-1090 

testosterone treatment of depression in two pa- 
tients with Klinefelter's syndrome. Rinieris, Jy, 
986-988 


Menninger, Karl 
call for clarification (ltr to ed). Hamilton, reply of 
Patterson, Mr, 353-354 


Menopause 
midlife concerns of women, implications of. Not- 
man, Oc, 1270-1274 


Mental Health Delivery see Delivery, Mental Heaith 


Mental Retardation 

diagnosis and lithium treatment of affective dis- 
order in retarded, five case studies. Rivinus, Áp 
B, 551-554 

idiot savant with unusual mechanical ability. Hoff- 
man, My, 713-714 

question of balance (itr to ed). Many, My, 734 

schizophrenia-like psychosis associated with anti- 
convulsant toxicity. Franks, Jy, 973-974 

three cases of manic-depressive illness in mentally 
retarded adults. Hasan, Au, 1069-1071 

unusual case of akathisia. Kumar, Au, 1088 


Methodology 

affective disorder and suicide in women physi- 
cians, other views (ltrs to ed). Zuk; Miller; 
Champagne; Mazor; Krainin; Tozman; Weiss; 
Goldstein, reply of Pitts, De, 1604-1608 

celiac-type diets in schizophrenia (ltrs to ed). Do- 
han; Singh, reply of Rice, My, 732-733 

comment on failure to replicate (ltr to ed). Ber- 
rettini, No, 1479 

in defense of hypothetical-deductive method (ltr to 
ed). Simske, Fe, 241 

difficulties with retrospective studies (ltr to ed). 
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Engstrom, reply of Gunderson, Fe, 239-240 
lithium in schizbphrenia (ltrs to ed). Gurdnet; 
Solomon, reply of Alexander, No. 1479-1480 
significance and meaningfulness (ltr to ed). Rosen, 
reply of LaTorre, Jy, 996-997 

statistical shortccmings? (ltr ta ed). Mattes, 
of Smith, Au, 1097-1098 

a-Methyldopa : 

amantadine and, effect's and interactions (Itr to ed). 
Cohen, Je, 864-865  ' 

Methylphenidate 

-induced Tourette syndrome, case report. Brem- 
ness, Oc, 1334-1335 

stimulatioa and arousal in self-mutilators. Lycaki, 
Se, 1223-1224 

use, prolonged, withdrawal and, depression and 
psychotic regression following, case report. Ro- 
senfeid, Fe, 226-228 

a-Methyl-p-tyrosine . 

L-dopa and, phenvlethylamine in rhesus monkeys, 
interactions with. Tinklenberg, Mr, 311-313 

Metyrosine 

neuroleptic-potentiating effect of (Itr to ed). Mage- 
lund, My, 732 

MHPG 

decreased 24-hour urinary, in childhood autism. 
Young, Au, 1055-1057 

depression, new evidence in support of biological 
differentiation. Garfinkel, Ap B, 535-539; cor- 
rection, Au, 1102 

excretion, urinary, in minimal brain dysfunction 
and its modification by d-amphetamine. She- 
kim, My, 667-671 

Micrographia 

akinesia and. Shackman, Je, 833-840 

Midlife 

concerns of women, implications of menopause. 
Notman. Oc, 1270-1274 

time, age, and life cycle. Neugarten, Jy, 887-894 

women in, decisions, rewards, and conflicts re- 
lated to work end careers. Mogul, Se, 1139- 
1143 

Military Psychiatry see also Combat Reactions 

defending military family (Itr to ed). Dettinger, re- 
ply of LaGrone, Je, 855-856 

depression and nuclear arms deployment (ltr to 
ed). Powell, Oc, 1349 

depression in wives of nuclear submarine person- 
nel. Beckman, Ap B, 524-52€ 

military family, who has been scapegoated? (itr to 
ed). Shaw, reply of LaGrone, Mr, 351-352 

psychiatric combat reactions during Yom Kippur 
war. Levav, My. 637-641 

Minimal Brain Dysfunction 

urinary MHPG excretion in, and its modification 
by d-amphetamine. Shekim, My, 667-671 

Mini-Mental State Test 

computerized tomagraphy and. Tsai, Ap A, 436- 
439 

Minnesota Multiphzsic Personality Inventory 

diagnosis of black psychiatric patients. Adebimpe, 
Ja, 85-87 

proflles, assessing familial factors in alcoholism 
from. Franks, Au, 1084-1085 

symptom pattern unique to lithium responders, de- 
lineation of. Steinberg, Ap B, 567-559 

Minority Care 

effects of interpreters on evaluation of psycho- 
pathology in non-English-speaking patients. 
Marcos, Fe, 171-174 i 

ethnic density and psychiatric hospitalization, haz- 
ards of minority status. Rabkin, De, 1562-1566 

fiscal crisis in New York City, effects on mental 
health care of minority populations Ruiz, Ja, 
93-96 

intolerance and extremism in correctional institu- 
tion, perceived ethnic relations apprcach. Dish- 
otsky, No, 1438-1443 

mental health bureaucracy as whipping person" 
(Itr to ed). Nadel, reply of Ruiz, Jy, 990-99| 

Misidentification Syndromes 

erotic and psychomotor components (ltr to ed). 


reply 
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* ^« Christodouldu, Jy, 994 >` , 


Models, Clinical 


* psychopathology of suicide, clinical model ap- 


proach. Motto, Ap B, 516-520 

Molindone 

combined use of guanethidine and, in patients with 
schizophrenia and hypertension. Simpson, No, 
1410-1414 E 

galactorrhea'associated with. Wesp, Jy, 975 

more on galactorrhea associated with (ltr to 
ed). Kahn, De, 1617-1618 

Monoamine Oxidase 

comment on failure to replicate (ltr to ed). Ber- 
rettini, No, 1479 

effects of lithium therapy on, in manic-depressive 
illness. Berrettini, Je, 836-838 

platelet, activity, endogenous inhibitor of, in 
chronic schizophrenia, failure to replicate. 
Wise, Oc, 1336-1337 

platelet, activity, in schizophrenia, review of data. 
Wyatt, Ap A, 377-385. 

platelet, paranoia and, in normals and non- 
schizophrenic psychiatric groups. Haier, Mr, 
308-310 

platelet, research, complications (Itr to ed). Burch, 
Fe, 237 

role of plasma amine oxidase, red cell catechol-O- 
methyl transferase, and, in severe behavioral 
reactions to disulfiram. Major, My, 679-684 

Monoamine Oxidase Inhibitors 

advisability of combined treatment (ltr to ed). 
Lieb, reply of White, My, 728-729 

use of, in elderly patients. Ashford, No, 108-1487 

Monocytosis 

agranulocytosis and, due to neuteievtics (Itr to 
ed). Lutz, reply of Piggott, Mr, 354-355 

Monosodium Glutamate 

possibility (itr to ed). Holland, reply of Gel- 
enberg, De, 1612 

Mood : 

affect and, semantic confusion, Owens, Ja, 97-99 

cycles, rapid, after noradrenergic but not ‘sero- 
tonergic antidepressant. Extein, De, 1602-1603 

distinguishing between affect and (Itr to ed). Ben- 
gelsdorf, reply of Owens, My, 735 

more on affect and (ltr to ed). Pilette, My, 735 

**Moonies"* 

psychological study of conversion and member- 
ship in contemporary religious sect. Galanter, 
Fe, 165-170 

Moral Treatment 

apprenticeship of Philippe Pinel, new document, 


"Observations of Citizen Pussin on the In- 


sane." Weiner, Se, 1128-1134 

Pussin redivivus (edtl). Nemiah, Se, 1175-1176 

Morphology 

multiple ECT, morphologic effects. Menken, Ap 
A, 453 

Mortality Rates 

mortality and tardive dyskinesia (ltr to ed). Ku- 
charski, reply of Volavka, Se, 1228-1229 

Mothers 

excretion of imipramine anc desipramine in hu- 
man breast milk. Sovner, Ap A, 451-452 

propranolol in breast milk (ltr to ed). Anderson, 
Ap A, 466 

psychotic, superkids, competent children of. 
Kauffman, No, 1398-1402 

relationship of early maternal separation to bor- 
derline personality in children and adolescents, 
pilot study. Bradley, Ap A, 424-426 

tricyclics and breast feeding (Itr to ed). Erickson, 
reply of Orsulak, No, 1483-1484 

Motion Pictures 

psychiatric symptoms and (tr to ed), Bittker, 
De, 1609 

Mourning see Grief 

Movement Disorders, Involuntary 

abnormal, trial use of clozapine for. Caine, Mr, 
317-320 

Murder see Homicide 

Muscimoi 
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unpleasant side effects of (Itr to ed). McDonald, 
reply of Tamminga, Oc, 1346 


N f 

Naloxone 

decrease in serum prolactin by, evidence against 
antidopamine and antipsychotic E Gold, 
Oc, 1339-1340 

B-endorphin and, in psychiatric patients, clinical 
and biological effects. Lehmann, Je, 762-766 

Naltrexone 

new narcotic antagonist, research and develop- 
ment of. Julius, Je, 782-786 

withdrawal from endogenous opiates (Itr to ed). 
Julius, reply of Gitlin, Mr, 358-359 

Narcolepsy 

hallucinatory experiences during cataplexy in pa- 
tients with. van den Hoed, Se, 1210-1211 

Narcotic Antagonists see Opiate Antagonists 

National Health Care 

system, psychotherapy within (ltr to ed). Of- 
fenkrantz, Au, 1095-1096 

National Institute of Mental Health 


. introduction, overview of clinical studies program. 


Katz, Ja, 49-51 
Nephropathy see Renal Disease 
Neuroleptic Malignant Syndrome 
side effect of rapid neuroleptization (ltr to ed). 
Kaskey, reply-of Donlon, Se, 1232 
Neuroleptics 


acute high-dose parenteral haloperidol treatment 


| of psychosis. Lerner, Au, 1061-1064 
antipsychotic effects of lithium in schizophrenia. 
Alexander, Mr, 283-287 
danger of laryngeal dystonia (ltr to ed). Mann, 
reply of Flaherty, Oc, 1344-1345 
danger of oral rapid tranquilization (tr to ed). 
Schoenholtz, reply of Ketai, De, 1617 Í 
EEG observations in confirming neurotoxicity (ltr 
to ed). Spring, reply of Abrams, Au, 1099-1100 
EEG observations during combined lithium and 
neuroleptic treatment. Abrams, Mr, 336-337 
factors related to tardive dyskinesia. Chouinard, 
' Ja, 79-83 


haloperidol, hyperthyroidism, and sudden death. 


"Weiner, My, 717-718 

heat and, deadly combination (ltr to ed). Cooper, 
Ap A, 466-467 

implications of increased dosage of neuroleptic 


medications during psychotherapy. DiGiacomo, 


.Je, 824-827 

informed consent for neuroleptic therapy. 
DeVeaugh- Geiss, Jy, 959-962; correction, Se, 
1232 

intestinal dilatation and neuroleptic-related death 
(ltr to ed). Evans, Se, 1227 

lithium in schizophrenia (ltrs to ed). Gardner; 
Solomon, reply of Alexander, No, 1479-1480 

monocytosis and agranulocytosis due to (ltr to ed). 
Lutz, reply of Piggott, Mr, 354-355 

neuroleptic-potentiating effect of metyrosine {itr to 
ed). Magelund,. My, 732 


overview, efficacy and safety of rapid neurolepti- 


zation method with injectable haloperidol. Don- 
lon, Mr, 273-278 

PCP, neurochemistry, treatment, and more (ltr to 
ed). Yesavage, reply of Allen, Fe, 235-236 

prospective study of treatment of psychotic de- 
pression. Minter, No, 1470-1472 

"psychotic" curse. Pary, My, 715-716; correc- 
tion, Au, 1102 

serum prolactin and clinical state during neurolep- 


tic treatment and withdrawal. Laughren, Ja,‘ 


108-110 , 

side effect of rapid E (itr to ed). 
Kaskey, reply of Donlon, Se, 1232 

sudden death in patient taking haloperidol. Ketai, 
Ja, 112-113 

tardive dyskinesia not associated with (ltr to ed). 
Stancer, My, 727 

trial use of clozapine for abnormal involuntary 
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movement disorders. Caine, Mr, 317-320 
tricyclics in elderly patients (Itr to ed). Fielding, 
Au, 1100 : 
Neurology 
still morz on dream theory and (ltr to ed). Haw- 
kins, Mr, 355-356 
Neurophysiology see Brain Physiology 
Neuropsychological Impairment see Brain Dis- 
orders 
Neurosis 


familial neurotic symptoms. Cavenar, No, 1474- 


1475 

Neurotic Depression see Depresion 

Neurotoxicity see Toxicity 

New York City 

fiscal crisis in, effects on mental health care of mi- 
hority: populations. Ruiz, Ja, 93-96 € 

mental health bureaucracy as ‘‘whipping person” 
(Itr ta ed). Nadel, reply of Ruiz, Jy, 990-991 

Nigeria 


: evolution. of modern psychiatric care in. Erinosho, 


De, 1572-1575 

Night Terrors 

sleepwalking and, related to febrile illness. Kales, 
Se, 1214-1215 ' 

treated with imipramine. Beitman, Au, 1087-1088 

Nitric Oxide 

psychiatric illness and, correction (ltr to ed). 
Strakilevitz. Oc, 1345 

Nomenclature, Psychiatric 

dehumanizing descriptors? (itr to ed). Spitzer, No, 
1481 

distinguishing between mood and affect (Itr to ed). 
Bengelsdorf, reply of Owens, My, 735 

mood and affect, semantic confusion. Owens, Ja, 
97-99 

more on mood and affect (ltr to ed). Pilette, My, 
735 

neurotic depressions, systematic analysis of mul- 
tiple criteria and meanings. Klerman, Ja, 57-61 

nosology, voice for systematic data-oriented ap- 
proach (edtl). Feighner, Se, 1173-1174- 

philoscphical foundations of French and US nos- 
ology. Kroll, Se, 1135-1138 

plea for consistent terminology (itr to ed). Nir, re- 
ply of Karasu, Je, 858 

psychesomatic semantics (ltr to ed). Berczeller, 
reply of Karasu, Au, 1100-1101 

use of Research Diagnostic Criteria and Schedule 
for Affective Disorders and Schizophrenia to 
study affective disorders. Endicott, Ja, 52-56 

Nomifensine 


imipramine and, double-blind evaluation of; in y" 


pressed outpatients. McCawley, Je, 841-843 

Nonpatients see Normal Subjects 

Norepinephrine 

beta-adrenergic receptor function in affective ill- 
ness. Pandey, My. 675-678 l 

noradrenergic hyperactivity in opiate withdrawal 
supported by clonidine reversal of opiate with- 
drawal. Gold, Ja, 100-102 

rapid mood cycles after noradrenergic but not 
serotonergic antidepressant. Extein, De, 1602- 
1603 

reduced cyclic AMP production in blood platelets 
from schizophrenic patients. Kafka, My, 685- 
687 

Normal Pressure Hydrocephalus 

ECT :n depressed patient with shunt in place for. 
Tsuang, Se, 1205-1206 

Normal Subjects 

impact of normal volunteers on psychiatric re- 
search unit. Gold. Ap A, 401-405 

Nosolagy 

French and US, philosophical foundations of. 
Kroll, Se, 1135-1138 

voice for systematic data-oriented approach [edtl). 
Feighner, Se, 1173-1174 

Nuclear Submarine Personnel 

depression and nuclear arms deployment (ltr to 
ed. Powell, Oc, 1349 

depression in wives of. Beckman, Ap B, 524-526 
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Nursing, Psychiatric 

development of internship program in. Lakovics, 
Jy, 932-936 

Nutmeg 

epená snuff and, differing hallucinogens (ltr to ed). 
Farnsworth, reply of Faguet, Je, 858-859 


0 


Obituaries 

Edwin F. Gildea, 1898-1977. Winokur, Ja, 120-121 

H. Houston Merritt, 1902-1979 (in mem). Brace- 
land, Je, 852 

Obsessive-Compulsive Neurosis 

chiorimipramine therapy for. Ananth, My, 700- 
701 € 

Oculomotor Signs 

in psychiatric population, preliminary report. Kar- 
son, Au, 1057-1060; correction, Se, 1232 

Old Patients see Geriatric Psychiatry 

Opiate Addiction 

suicidal behaviors and. Moore, Se, 1187-1189 

Opiate Antagonists 

decrease in serum prolactin hy naloxone, evidence 
against antidopamine and antipsychotic effects. 
Gold, Oc, 1339-1340 

B-endorphin and naloxone in psychiatric patients, 
clinical and biological effects. Lehmann, je, 
762-766 

research and development of naltrexone, new nar- 
cotic antagonist. Julius, Je, 782-786 

withdrawal from endogenous opiates (Itr to ed). 
Julius, reply of Gitlin, Mr, 358-359 

Opiates, Endogenous 

withdrawal from (Itr to ed). Julius, reply of Gitlin, 
Mr, 358-359 

Opiate Withdrawal 

decreased serum prolactin in, and dopaminergic 
hyperactivity. Gold, Je, 849-850 

noradrenergic hyperactivity in, supported by 
clonidine reversal of. Gold, Ja, 100-102 

rapid opiate detoxification, clinical evidence of 
antidepressant and antipanic effects of opiates. 
Gold, Jy, 982-983 

Oral Contraceptives 

binge eating associated with. Moskovitz, My, 721- 
722 

Oral Mediration 

danger of oral rapid tranquilization (itr to ed). 
Schoenholtz, reply of Ketai, De, 1617 

Nreanic Brain Syndrome see also Brain Disorders 

cognitive and affective reponses to lithium in pa- 
tients with. Williams, Je, 800-803 

depression simulating. Cavenar, Ap B, 521-523 

does improvement equal diagnostic confirmation? 
(ltr to ed). Pary, reply of Cavenar, De, 1609- 
1610 

schizophrenia-like psychosis associated with anti- 
convulsant toxicity. Franks. Jy, 973-974 

tricyclics in elderly patients (itr to ed). Fielding, 
Au, 1100 

Organicity see also Diagnosis 

Mini-Mental State Test and computerized tomog- 

` raphy. Tsai, Ap A, 436-439 

misidentification syndromes, erotic and psycho- 
motor components (itr to cd). Christodoulou, 
Jy, 994 

Organic Personality Disturbance 

case of apparent atypical cyclic affective disorder. 
Hellekson, Je, 833-835 

Organophosphate Intoxication 

does improvement equal diagnostic confirmation? 
(Itr to ed). Pary, reply of Cavenar, De, 1609- 
1610 

Orgasmic Inhibition 

by phenelzine {itr to ed). Barton, De, 1616-1617 

Orofacial Movement Disorder see Tic 

Oxazepam 

massive benzodiazepine requirements during 
acute alcohol withdrawal. Woo, Je, 821-823 
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Pain 

analgesia to painful ftimuli in affective illness. Da- 
vis, Se, 1148-1151 

new method for treating "headaches." Sherwin, 
Se, 1181-1183 

Panic 

attacks, diagnostic evaluations of 17 patients. Pari- 
ser, Ja, 105-106; correction, Mr, 359 

rapid opiate detoxification, clinical evidence of 
antidepressant and antipanic effects of opiates. 
Gold, Jy, 982-983 

Paranoia 

another approach ta hyperpyrexia (ltr to ed). Ber- 
kowitz, Je, 862-863 

differential bonding and triune brain (Itr to ed). Pit- 
man, Jy, 997-998 

educating staff to manage threatening paranoid pa- 
tients. Di Bella, Mr, 333-335 

platelet MAO and, in normals and nonschizo- 
phrenic psychiatric groups. Haier, Mr, 308-310 

Parents 

adults' reactions to death of parent, preliminary 
study. Malinak, Se, 1152-1156 

battered, new syndrome. Harbin, Oc, 1288-1291 

childhood depression, interpersonal interactions 
and depressive phenomena. Philips, Ap B, 511- 
515 

familial neurotic symptoms. Cavenar, No, 1474- 
1475 

joint custody, solution or illusion? Benedek, De, 
1540-1544 

parental criminality and medical histories of delin- 
quent children. Lewis, Mr, 288-292 

superkids, competent children of psychotic 
mothers. Kauffman, No, 1398-1402 

unconscious communication between father and 
son, Cavenar, Mr, 344-345 

Parkinsonism 

amantadine and a-methyldopa, effects and inter- 
actions (ltr to ed). Cohen, reply of Borison, Je, 
864-865 

drug-induced, amelioration of, by ECT. Ananth, 
Au, 1094 

iatrogenic morbidity in patients taking depot flu- 
phenazine. Jose, Jy, 976-977 

Parkinson's Disease 

first-degree query (ltr to ed). Burton, reply of 
Winokur, Ja, 126 

Patient Characteristics 

implicit preadmission screening critería in alcohol- 
ism treatment program. O'Leary, Se, 1190-1193 

interpersonal attractiveness and clinical decisions 
in alcoholism treatment. O'Leary, Ap B, 618- 
622 

Patient Compliance 

continuity of care in delivery of mental health 
services. Tessler, Qc, 1297-1301 

new form of polypharmacy? (ltr to ed). Winstead, 
reply of Schubert, Je, 861-862 

successful treatment of hypertension, compliance 
or marital therapy? (ltr to ed). Volicer, reply of 
Summers, Ap A, 463 

Patient Dropouts 

sex roles and group therapy dropouts (ltr to ed). 
Solomon, reply of Lothstein, My, 727-728 

Patient Rights 

commitment law for patients, doctors, and law- 
yers. Roth, Se, 1121-1127 

informed consent for neuroleptic therapy. De- 
Veaugh-Geiss, Jy, 959-962; correction, Se, 1232 

patient access to medical records on psychiatric 
inpatient unit. Stein. Mr, 327-329 

right to treatment suit as agent of change. Kauf- 
man, No, 1428-1432 

Patients 

apprenticeship of Philippe Pinel, new document, 
"Observations of Citizen Pussin on the In- 
sane." Weiner, Se, 1128-1134 

chronic psychiatric, effects of caffeine in. De 
Freitas, Oc, 1337-1338 


.»* 


*.« 9 


SUBJECT INDEX 


community megting, comparative*study, Rubin," ` 


My, 708-712 

dehumanizing descriptors? (ltz to ed). Spitzer, No, 
1481 

family planning jor mentally ill (ltr to ed). Grune- 
baum, Ap A, 461-462 ; 

impact of normal volunteers on psychiatric re- 
search unit. Gold, Ap A, 401-405 

intrapsychic structural effects of psychiatric re- 
search, Siris, De, 1567-1571 

psychotic, water intoxication in (ltr to ed). Ha- 
riprasad, Se, 1227 

response of, to participation :n psyzhiatry Board 
examinations. Rosen, Mr, 230-332 

state mental hospital, incidence anc morbidity of 
self-induced water intoxication in. Jose, Fe, 
221-222 

Patients, Chronic . 

behavioral program for treatment of. Hcfmeister, 
Ap A, 396-400 

care of chronically mentally ill, still national dis- 
grace (edtl). Talbott, My, 688-689 

community support programs, program evaluation 
and public polizy. Schulberg, No, 1433-1437 

Patients, Discharged 

continuity of care in delivery of mental health 
services. Tessler, Oc, 1297-1301 

mental status, functioning, and stress in chronic 
schizophrenic patients in community care. Ser- 
ban, Jy, 948-952 

"pariah'' status of schizophrenics im community 
(itr to ed). Warner, reply of Serban, De, 1611- 
1612 

predictors of community tenure oi discharged 
state hospital patients. Bené-Koziemba, De, 
1556-1561 


Patients, Management of 

educating staff to manage threatening paranoid pa- 
tients. Di Bella. Mr, 333-335 

Patient-Therapist Relationship see also Counter- 
transference 

emergency room patients in concurrent therapy, 
neglected clinical phenomenon. Kass, Ja, 91-92 

Medicaid audit, crisis in confidentiality and. 
Shwed, Ap A, “47-450 

myth of alliance with borderline patients. Adler, 
My, 642-645 

short-term therapy applauded and amplified (ltr to 
ed). Flegenhetmer, Jy, 992 

termination initiated by therapist, counter- 
transference storm. Weddington, Oc, 1302-1305 


Peer Review 

of group therapy, Washington, DC, 1972-1977. Al- 
len, Ap A, 444-447 

Perinatal Problems 

perinatal difficulties, head and face trauma, and 
child abuse in medical histories of seriously de- 
linquent childrer.. Lewis, Ap A, 419-423 

Periodic Psychoses 

calcium, pacesetting periodic psychoses. Carman, 
Au, 1035-1039 

Personality 

attributes and affective disorders. Hirschfeld, Ja, 
67-70 

changes, objective, in residents of therapeutic 
community. Dacks, Je, 796-799 

secondary, with xenoglossy, case of. Stevenson, 
De, 1591-1592 

sexual adjustment, brain lesions, and, in patients 
with conversioa symptoms. Merskev, Fe, 179- 
182 

Pharmaceutical Companies 

industry and academia, predator and prey? (Itr to 
ed). Napoliello, reply of Jellinek, De, 1610-1611 

relations between academic departments of psy- 
chiatry and. Jellinek, Je, 827-829 

Pharmacotherapy see Drugs, Psychotropic; Poly- 
pharmacy; specific drug groups and drugs 

Phencyclidine 

abuse, case report, symptomatic mania and. Ro- 
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^. sen, Ja, 118-9119 - 


abuse, violence associated with. Fauman, De, 
15£4- 1586 

CSF. Donaldson, Oc, 1341-1342 

PCP, neurochemistry, treatment, and more (Itrs to 
ed’, Meltzer; Yesavage; Menor., reply of Allen, 
Fe, 235-236 

psychosis, reserpine and (ltr to edi. Doherty, reply 
of Meitzet, De, 1618-1620 

Phen2izine 

orgasmic inhibition by (Itr to ed). Barton, De, 
1616- 1617 

two cases of ejaculatory impairment related to. 
Rapp, Se, 1200-1201 

Phenothiazines 

EEG observations in confirming neurotoxicity (Itr 
to ed). Spring, reply of Abrams, Au, 1099-1100 

intestinal dilatation associated with phenothiazine 
therapy, case report and litereture review. Ev- 
ars, Jy, 970-972 

new form of polypharmacy? (ltr 10 ed). Winstead, 
reply of Schubert, Je, 861-852 

use of bethanechol chloride with, case report. 
Schubert, Ja, 110-111 

Phenylethylamine 

in rhesus monkeys, interactions with a-methyl-p- 
tyrosine and L-dopa. Tinklenterg, Mr, 311-313 

Phobias 

plasma growth hormone, effect of anxiety during 
flooding in vivo. Curtis, Ap A, 410-414 

Phosphorus 

calcium, pacesetting periodic psychoses. Carman, 
Au, 1035-1039 

Physical Activity 

plasma cyclic adenosine monaphosphate levels 
and, in manic-depressive patients and healthy 
adults. Lykouras, Ap B, 540-542 

Physical Examinations 

call for clarification (itr to ed). Hamilton, reply of 
Patterson, Mr, 353-354 

Physical Illness 

awareness and disengagemen: m cancer patients. 
Gottheil, My, 632-636 

derial and affirmation in illness and health. Beis- 
ser, Au, 1026-1030 

denial, fortitude, and isolation of affect (ltrs to ed). 
Comfort; Kornfeld, De, 1615-1616 

medical histories of psychiatrically referred delin- 
quent children, epidemiologic study. Lewis, Fe, 
231-233 

parental criminality and medical histories of delin- 
quent children. Lewis, Mr. 288-292 

plea for consistent terminology (ltr to ed). Nir, re- 
ply of Karasu, Je. 858 

psychosomatic semantics (itr :o ed). Berczeiler, 
reply of Karasu, Au, 1100-1101 

psychotherapy of medically ill. Karasu, Ja, 1-11 

sleepwalking and febrile illness (Itr to ed). Dorus, 
De, 1620 

sleepwalking and night terrors related to febrile ill- 
ness. Kales, Se, 1214-1215 

subsequent, depressed mood and. Goldberg, Ap 
B, 530-534 

Physicians 

male, suicide by, during five-year period. Rich, 
Au, 1089-1090 

US women, suicide among, 1967-1972. Pitts, My, 
694-696 

women, affective disorder and suicide in, other 
views (Itrs to ed). Zuk; Miller; Champagne; Ma- 
zor; Krainin; Tozman; Weiss; Goldstein, reply 
of Pitts, De, 1604-1608 

Physostigmine 

using, safely (Itr to ed). Baldessarini, De, 1608- 
1609 

Pinel, Philippe 

apprenticeship of, new document, "Observations 
of Citizen Pussin on the Insane." Weiner, Se, 
1128-1134 

Pussin redivivus (edt). Nemiah, Se, 1175-1176 

Pituitary-Adrenai Suppression see Dexamethasone 
Suppression Test 
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Plasma Drug Levels 
clinical indications for plasma level monitoring of 
*» psychotropic drugs. Shader, De. 1590-1591 

clinical utility of tricyclic antidPpressant blood lev- 
els, case report. Appelbaum, Mr, 339-341 

Platelets 

platelet MAO research, complications (Itr to ed). 
Burch, Fe, 237 

Play Therapy 

“wish book” in child psychotherapy. Moskowitz, 
Je, 848-849 

Political Process 

on blaming bureaucracy (ltr to ed}, Glickman, re- 
ply of Hogben, Jy, 994-995 

impact of, on hospital psychiatrv. Hogben, Fe, 
201-204 

Pollutauts, Air 

admission rate of psychiatric patients and. Stra- 
hilevitz, Fe, 205-207 

nitric oxide and psychiatric illness, correction (ltr 
to ed). Strahilevitz, Oc, 1345 

Polypharmacy 

advisability of combined treatment (ltr to ed). 
Lieb, reply of White, My, 728-729 

amantadine and a-methyldopa, effects and inter- 
actions {ltr to ed). Cohen, reply of Borison, Je, 
864-865 

EEG observations in confirming neurotoxicity (itr 
to ed). Spring, reply of Abrams, Au, 1099-1100 

EEG observations during combined lithium and 
neuroleptic treatment. Abrams, Mr, 336-337 

new form of? (Itr to ed). Winstead, reply of Schu- 
bert, Je, 861-862 

statistical shortcomings? (ltr to ed). Mattes, reply 
of Smith, Au, 1097-1098 

Preadolescence 

psychosocial concomitants of biological matura- 
tion in. Frank, De, 1518-1524 

Prediction 

children at risk for manic-depressive illness, pos- 
sible predictors. Kestenbaum, Se, 1206-1208 

predicting completion of barbituate detoxification. 
Lewis, De, 1593-1594 

predicting imipramine response {ltr to ed). Minter, 
reply of Quitkin, My, 731 

predictors of community tenure of discharged 
state hospital patients. Bené-Kociemba, De, 
1556-1561 

response to sleep deprivation as predictor of thera- 
peutic results with antidepressant drugs. Wirz- 
Justice, Se, 1222-1223 

Pregnancy 

civil commitment and rights of unborn. Soloff, Ja, 
114-115 

colleagues” responses to pregnant psychiatric resi- 
dent. Butts, De, 1587-1589 

Prevention, Primary 

further perspectives on (ltrs to ed). Dorwart; 
Worden; Bloom; More, reply of Lamb, Je, 853- 
855 

in perspective. Lamb, Ja, 12-17 

questioning (itr to ed). Lemkau, reply of Lamb, 
Oc, 1349 

second retreat? (Itr to ed). Ames, reply of Lamb, 
Se, 1229-1230 

Prison Psychiatry 

impact of restrictive civil commitment procedures 
on prison psychiatric service. Bonovitz, Au, 
1045-1048 

Private Practice 

group alternative in (Itr to ed). Coniaris, reply of 
Lebensohn, Je, 863-864 

psychoanalyst reports at mid-career. Gedo, My, 
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`- Current evidence suggests that many 
^ depressions have a biochemical basis in the form 
of a relative deficiency of neurotransmitters, 
such as norepinephrine and serotonin. 











Deficiency of norepinephrine is postulated to be a major factor in a number 
of depressions. Laboratory studies have shown that desipramine is a potent 
inhibitor of norepinephrine re-uptake! a mechanism of action that is thought 
to increase norepinephrine at the synaptic cleft when norepinephrine 
deficiency exists. (See Figures 1 and 2.) 


Storage Vesicle Releasing 
Neurotransmitter 


Empty Storage Vesicle Release 
Presynaptic Neuron Postsynaptic Neuron 


Mitochondria 
Re-uptake 
—————— 





Figure 1. Diagrammatic representation or the norma! process of neurotransmitter release, transfer across 
the synaptic cleft to the receptor site, and re-uptake. The supply of neurotransmitters is adequate in the 
normal state. 
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Figure 2. Diagrammatic representation of the mechanism of action of the tricyclic antidepressant Norpramin 
when there is a relative deficiency of the neurotransmitter norepinephrine (NE), as seen in some depressive 
states. Norpramin (desipramine hydrochloride) blocks the re-uptake of norepinephrine at the presynaptic 
nerve terminal (light brown band), ensuring increased cleft and receptor site neurotransmitter concentration. 





NF | 25,50,75,100,150 ma. 


Potent blocker 
of norepinephrine re-uptake 


According to current theory??? some depressions may respond to 
desipramine when other tricyclic antidepressants that block the 

c re-uptake of a different neurotransmitter have been ineffective. 
Therefore, if your patient is unresponsive to treatment with one 
tricyclic, consider switching to a tricyclic that blocks the 
re-uptake of a different neurotransmitter. 


Helps patient remain calm but active 


Norpramin does not usually inhibit normal activity, although patients should 
be cautioned against driving or operating machinery if drowsiness occurs. 
(See Warnings, Precautions, and Adverse Reactions.) 


*Begins to improve sleep patterns 
within one week in some patients‘ 


As the depression is relieved, difficulty in falling asleep, 
, restlessness, and early morning awakening diminish. 


Less anticholinergic activity 
(See Warnings.) 


Studies in animals°and in normal human subjects?" have shown 
¿that desipramine, with its single bond side chain, has less 
* anticholinergic activity than amitriptyline or doxepin. This 

may mean: 


E less dry mouth 
B ess blurred vision 
E less urinary retention 








. References: 1. Ross, S.B. and Renyi, A.L.: Tricyclic antidepressant agents. I. Comparison of the inhibition of the uptake of 

. SH-noracrenaline and'*C-5-hydroxytryptamine in slices and crude synaptosome preparations of the midbrain-hypothalamus 

“region of the rat brain. Acta Pharmacol. i Kobenhavn! 36:382-394, 1975. 2. Mass. JW: Biogenic amines and depression. Bio- 
chemical and pharmacological separation of two types of depression. Arch. Gen. Psychiat. 32:1357-1 361, 1975. 3. Davis, J.M.: 
Central biogenic amines and theories of depression and mania. In, Phenomenology and Treatment of Depression, WE. Fann, 
i. Karacan, A.D. Pokorny, and R.L. Williams, Ed.. New York, Spectrum Publications, Ine., 1977. pp. 17-32. 4. Zung, WWK.: The 
pharmacology of disordered sleep. A laboratory approach. J.A. M.A. 2113532-1534, 1970. 5. Snyder, S.H. and Yamamura. H.i.: 

_ Antidepressants and the muscarinic acetylcholine receptor. Arch. Gen. Psychiat. 34:236-239, 1977. 6. Blackwell, B.. 

- Stefopoulos, A., Enders, P, Kuzma. R. and Adolphe, A. Anticholinergic activity of two tricyclic antidepressants. Amer. J. 

< Psychiat. 135:722-724, 1078. 7. Peterson, G.R., Blackwell, B.. Hostetler R.M., Kuzma. R.. and Adoiphe, A.B.: Anticholinergic 

: activity of the tricyclic antidepressants despiramine isic] and doxepin in nondepressed volunteers. Communic. Psycho- 

cspharmacot. 2:145-750, 1978. 





See Following Page for Brief Summary of Prescribing Information. 


8 rT“ se i - 


E T" e. 







. ¿j : : Now 300 mg. dosage range broadens clinical flexibility ~ 
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AVAILABLE ONLY ON PRESCRIPTION 
Brief Summary 


MECHANISM OF ACTION: Available evidence suggests that 
many depressions have a biochemical basis In the form of 
a relative deficiency of neurotransmitters such as nor- 
epinephrine and serotonin. Norepinephrine deficiency may 
be associated with relatively low urinary 3-methoxy-4- 
hydroxypnenyl glycol (MHPG) levels, while serotonin defi- 
ciencies may be associated with low spinal fluid levels of 
5-hydroxyindolacetic acid. 


While :he precise mechanism of action of the tricyclic. 


antidepressants is unknown, a leading theory suggests 
that they restore normal levels of neurotransmitters by 
blocking the re-uptake of these substances from the 
synapse n the central nervous system 

Eviderce indicates that the secondary amine tricyclic 
antidepressants. including Norpramin, may have greater 
activity in blocking the re-uptake of norepinephrine. 
Tertiary amine tricyclic antidepressants, such as amitrip- 
tyline, may have greater effect on serotonin re-uptake. 

Norpramin (desipramine hydrochlorides is not a mono- 
amine oxidase (MAO) inhibitor and does not act primarily 
as a central nervous system stimulant. It has been found in 
some studies to have a more rapid orset of action than 
imipram ne. Earliest therapeutic effects may occasionally 
be seen in 2 to 5 days, but full treatment benefit usually 
requires 2 to 3 weeks to obtain. 
INDICATIONS: Norpramin (desipramine hydrochloride) !S 
indicated for relief of symptoms in various depressive 
syndromes, especially endogenous depression. 
CONTRAINDICATIONS: Desipramine hydrochloride should 
not be given in conjunction with, or within 2 weeks of. 
treatmeat with an MAO inhibitor drug; hyperpyretic Crises, 
severe convulsions, and death have occurred in patients 
taking MAO inhibitors and tricyclic antidepressants. When 
Norpramin (desipramine hydrochloride) 1S substituted for 
an MAO inhibitor, at least 2 weeks shculd elapse between 
treatments. Norpramin should then be started cautiously 
and shculd be increased gradually 

The drug is contraindicated in the acute recovery period 
following myocardial infarction. It should not be used in 
those who have shown prior hypersensitivity to the drug. 
Cross sensitivity between this and other dibenzazepines IS 
a possibility. 
WARNINGS: 1. Extreme caution should be used when this 
drug is given in the following situations: a. In patients with 
cardiovascular disease, because of the possibility of 
conduction defects, arrhythmias, tachycardias, strokes, 
and acute myocardial infarction. b. In patients with a 
history of urinary retention or glaucoma, because of the 
antichclinergic properties of the drug. c. In patients with 
thyroid disease or those taking tnyroid medication, 
because of the possibility of carciovascular toxicity. 
including arrhythmias. d. In patients with a history of 
seizure disorder, because this drug has been shown to 
lower the seizure threshold. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine and 
similarly acting compounds. 3. USE IN PREGNANCY Safe 
use of desipramine hydrochloride.during pregnancy and 
lactation has not been established; therefore, if it is to be 
given 40 pregnant patients. nursing mothers, or women of 
childbearing potential, the possible benefits must be 
weighed against the possible hazards to mother and child. 
Animal reproductive studies have been inconclusive. 4. 
USE IN CHILDREN: Norpramin (desipramine hydrochloride) 
is not recommended for use in chilcren since safety and 
effectiveness in the pediatric age group have not been 
established. 5. The patient should be cautioned that this 
drug may impair the mental and/or physical abilities 
required for the performance of potentially hazardous 
tasks such as driving a car or operating machinery. B. In 
patierts who may use alcohol excessively, it should be 
borne in mind that the potentiation may increase the 
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A maximum dosage of 300 mg. a day. as a single or divided dose, may now be prescribed for 
Norpramin. Since inadequate dosage is thought to be one of the major causes of treatment 
failure, the new therapeutic range should prove clinically helpful. Plasma desipramine 
measurement would constitute the optimal guide to dosage monitoring. 


danger inherent in any suicide attempt or overdosage. 

PRECAUTIONS: 1. It is important that this drug be dispensed 
in the least possible quantities to depressed outpatients, 
since suicide has been accomplished with this class of 
drug. Ordinary prudence requires that children not have 
access to this drug or to potent drugs of any kind; if 
possible this drug should be dispensed in containers with 
child-resistant sa‘ety closures. Storage of this drug in the 
home must be supervised responsibly. 2. If serious adverse 
effects occur, dosage should be reduced or treatment 
should be altered. 3. Norpramin (desipramine hydrochlo- 
ride) therapy in patients with manic-depressive illness 
may induce a hypomanic state after the depressive phase 
terminates. 4. The drug may cause exacerbation of psy- 
chosis in schizoparenic patients. 5. Close supervision and 
careful adjustment of dosage are required when this drug 
is given concomizantly with anticholinergic or sympatho- 
mimetic drugs. 6. Patients should be warned that while 
taking this drug their response to alcoholic beverages may 
be exaggerated. 7. Clinical experience in the concurrent 
administration of ECT and antidepressant drugs is limited. 
Thus. if such treatment is essential, the possibility of 


increased risk reiative to benefits should be considered. 8. 


The sedative effects of Norpramin and benzodiazepines 
(e.g. chlordiazepoxide or diazepam) are additive. Both the 
sedative and anticholinergic effects of the major tranquil- 
izers are additive to those of Norpramin. 9. This drug 
should be discontinued as soon as possible prior to 
elective surgery because of the possible cardiovascular 
effects. Hypertensive episodes have been observed during 
surgery in patients taking desipramine hydrochloride. 10. 
Both elevation and lowering of blood sugar levels have 
been reported. 11. Leukocyte and differential counts should 
be performed in any patient who develops fever and sore 
throat during therapy: the drug should be discontinued if 
there is evidence of pathologic neutrophil depression. 
ADVERSE REACTIONS: Note: Included in the following 
listing are a few adverse reactions that have not been 
reported with this specific drug. However, the pharma- 
cologic similarities among the tricyclic antidepressant 
drugs require that each of the reactions be considered 
when Norpramin (desipramine hydrochloride) is given. 
Cardiovascular: hypotension, hypertension, tachycar- 
dia, palpitation, arrhythmias, heart block, myocardial 
infarction, strcke. 

Psychiatric: confusional states (especially in the 
elderly) with hallucinations, disorientation, delusions. 
anxiety, restlessness, agitation; insomnia and night- 
mares: hypomania: exacerbation of psychosis. 
Neurologic: numbness, tingling, paresthesias of ex- 
tremities. incoordihation, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms, seizures; alter- 
ation in EEG patterns: tinnitus 

Anticholinergiz dry mouth, and rarely associated sub- 
lingual adenit s; blurred vision, disturbance of accom- 
modation, mydriasis, increased jntraocular pressure; 
constipation, paralytic ileus: urinfiry retention, delayed 
micturition, dilatation of urinary firact 

Allergic: skin rash, petechiae, u&icaria. itching, photo- 
sensitization (avoid excessive exposure to sunlight). 
edema (of face and tongue or general). drug fever, cross 
sensitivity with other tricyclic drugs. 

Hematologic bone marrow depressions including 
agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. 

Gastrointestinal: anorexia, nausea and vomiting, epl- 
gastric distress, peculiar taste, abdominal cramps, 
diarrhea, stomatitis, black tongue. 

Endocrine: gynecomastia in the male, breast enlarge- 
ment and galactorrhea in the female; increased or 
decreased libido, impotence, testicular swelling, eleva- 


tion or depression of blood suga levels. 

Other. jaundice (simulating obs ructive), altered liver 
function; weight gain or loss; perspiration, flushing. 
urinary frequency, nocturia; parotid swelling; drowsi- 
ness. dizziness, weakness and fatigue. headache; alo- 
pecia. : 

Withdrawal Symptoms: Though not indicative of addic- 
tion, abrupt cessation of trea ment after prolonged 
therapy may produce nausea, headache, and malaise. 
DOSAGE AND ADMINISTRATION: Nct recommended for use 
in children. Lower dosages are recommended for elderly 
patients and adolescents. Lower dosages are also 
recommended for outpatients compared to hospitalized 
patients, who are closely supervised. Dosage should be 
initiated at a low level and increased according to 
clinical response and any evadence of intolerance 
Following remission, maintenance medication may be 
required for a period of time and should be at the lowes: 
dose that will maintain remissicn. 

Usual Adult Dose: The usual aduit dose is 100 to 200 mg. 
per day. In more severely ill patients, dosage may be 
further increased gradually to 300 mg./ day if necessary. 
Dosages above 300 mg./cay are not recommended. 

Dosage should be initiated at a lower level and 
increased according to tolerance and clinical response. 

Treatment of patients requir ng as much as 300 mg. 
should generally be initiated in ospitals, where regular 
visits by the physician, skillec nursing care. and fre- 
quent electrocardiograms (ECG s) are available. 

The best available evidence of impending toxicity 
from very high doses of Norprarin is prolongation of the 
ORS or QT intervals on the ECC. Prolongation of the BR 
interval is also significant, bu less closely correlated 
with plasma levels. Clinical symptoms of intolerance, 
especially drowsiness, dizziness, and postural hypoten- 
sion, should also alert the prysician to the need for 
reduction in dosage. Plasma desipramine measurement 
would constitute the optimal cuide to dosage monitor- 
ing. 

Initial therapy may be administered in divided doses 
or a single daily dose 

Maintenance therapy may be given on a once-daily 
schedule for patient convenierce and compliance. 
Adolescent and Geriatric Dose: The usual adolescent and 
geriatric dose is 25 to 100 mg. daily. 

Dosage should be initiate] at a lower level and 
increased according to tolerance and clinical response 
to a usual maximum of 100 mg. daily. In more severely ill 
patients, dosage may be further increased to 150 mg / 
day. Doses above 150 mg./ day are not recommended in 
these age groups. 

Initial therapy may be adm nistered in divided doses 
or a single daily dose. 

Maintenance therapy may be given on a once-daily 
schedule for patient convenience and compliance. 
OVERDOSAGE: See prescribing information for a discus- 
sion of symptoms and treatment of overdose. 
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. Electroconvulsive Therapy, Task Force Report 14 | 


Prepared by the APA Task Force on Electroconvulsive Therapy; Fred Frankel M.D., Chair- — . 
person = E 
This new report presents a comprehensive study of one of the most controversial issues in psychiatry — 

day. The efficacy of ECT for affective disorders, schizophrenia, and for other mental illnesses is dis-. VES 
cussed, as are its adverse effects. Chapters included contain information on the social, ethical, and. . 
‘egal aspects of ECT; the methods of its administration and the training and education which the use 
of it requires; and its physiological and biochemical concomitants. Possible future research is also = 
discussed. 





The History of American Psychiatry: 
A Teaching and Research Guide, Task Force Report 15 


Prepared by the APA Committee on History, Library, and Museum; Daniel Blain, M.D. and. 
Michael Barton, Ph.D. | 


This report presents a compilation of reading and resource materials related to the history of the 
science of psychiatry and the learning and teaching of its historic development. Attention is giver to 
the actions of citizens, professionals and government which have affected this historical development, . 
and a chronology of psychiatry (primarily in the United States) is included. 


Relating Environment to Mental Health and Iliness: 
The Ecopsychiatric Base, Task Force Report 16 





. Prepared by the APA Task Force on the Ecopsychiatric Data Base; Jay T. Shurley, M.D., 
Chairperson | 


This report details the work of the Task Force in giving a conceptual framework to the linkage of en- 
vironment with mental health and illness. A comprehensive bibliography, sections of which are an- 
nctated, is given. 


Send coupon to: 
pM Publication Sales Department 
n American Psychiatric Association 
: 1790 18th St. N.W., Washington, D.C. 20009 
.. Please send me: | | . copies of Task Force Report 14, order 4228, @ $7.50 ea. 
— Copies of Task Force Report 15, order #146, @ $4.00 ea. 
— — —. copies of Task Force Report 16, order #147, @ $4.00 ea. 
ENCLOSED iS TOTAL PAYMENT OF $ | 
(All domestic orders amounting to $35.00 or less must be accompanied by payment. 
. All foreign orders, regardless of dollar amount, must be accompanied by payment.) AE 
Address EN -— o 
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MANAGEMENT AND 
ADMINISTRATION OF 
DRUG AND ALCOHOL 
B: PROGRAMS 








^] B» Marvin D. Feit, Univ. of Tennessee, 


Memphis. Foreword by David H. Knott. 
Written from an administrative point of 
view, this book examines, in a compre- 
hensive and pragmatic manner, current 
concepts, practices, and requirements nec- 
essarv for effective management of drug 
and alcohol rehabilitation programs — 
whether they be in the social service 
system, the health care delivery system, or 
the criminal justice system. 


Following a brief introductory chapter, 
the author examines The Need for Better 
Management within these programs. Cre- 
dentialing, funding, and the uniqueness 
of the drug and alcohol program are dis- 
cussed as they relate to management con- 
cerns. 


Chapter Three provides a Self-Assessment 
Matrix for Administrative Practice which 
will help the reader regularly evaluate 
and improve his administrative skills. 
Detinitions are given for the matrix com- 
ponents — administrative tasks, system 
characteristics, and systems of administra- 
tion — and application of the matrix is 
clearly explained. 


Chapter Four, The Legal Arena, discusses 
the impact of the law upon the organiza- 
tion and delivery of alcohol and drug ser- 
vices. Among the specific topics discussed 
are laws which categorize and control 
drugs, rights of addicts, the relationship 
between addiction and crime, and alcohol 
and drug abuse — crime or illness? 


Social Policy Issues, Chapter Five, delin- 
eates federal, state, and local responses to 
drug and alcohol abuse and their impact 
upon administrative considerations. 


Planning and Finencial Considerations 
are then explored in the texts sixth 
chapter. The author covers administrative 
distinctions in planning; the planning 
process; organization of services: fiscal 


management, including accounting, 
grantsmanship and  contractsmanship, 


and budgeting; financial management 
techniques; and interdisciplinary collabo- 
ration and consultation. 


The text concludes with an analysis of 
Research and Evaluation Issues within 
the field, and a chapter of Conclusion. 
79, 152 pp., 9 1L, $13.75 
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UNDERSTANDING AND COUNSELING ETHNIC MINORITIES "edited 
by George Henderson, Univ. of Oklahoma, Norman. (43 Contributors; This 
book will help readers understand and effectively counsel persons from di- 
verse ethnic backgrounds. Scientific and literary analyses are provided, and 
allective and cognitive approaches to counseling are discussed. Sections are 


included on African Americans, Mexican Americans, Puerto Ricans, Amer-> 


ican Indians, Chinese Americans, and Japanese Americans. For each group, 
the contributors focus on history, familial patterns, school achievement, bar- 
riers to occupational and educational goals, and strategies for optimizing self 
and group actualization. '79, 480 pp., 3 il, 19 tables, $824.50 


FOSTER FAMILY CARE: A Handbook for Social Workers, Allied Profes- 
sionals, and Concerned Citizens by Charles R. Horejsi, Univ. of Montana, 
Missoula. Employing a question-and-answer format, this book difyses such 
topics as the natural parents, behavioral contracting, programs of perma- 
nence planning, the child's reactions to foster care, and matching child need 
with toster parent capacity. Also discussed are the recruitment, selection, and 
retention of foster parents; legal concepts in foster care; special problems ot 
the American Indian child; and issues related to professional performance. 
'79, 392 pp., 1 Ibr $21.75 


ALCOHOLISM COUNSELING: Issues for aii Emerging Profession by Ste- 
phen K. Valle, Mount Pleasant Hospital, Lynn, Massachusetts. Foreword by 
Harold Hughes. Significant issues in the emerging prolession of alcoholism 
counseling are reviewed. The author discusses, among other topics, creden- 
tialing, professional. requirements, a helping model for counselors, ethics and 
values in counseling, supervision, confrontation. counseling the reluctant 
and resistant client, and termination of counseling. 79, 184 pp., 3 ii. $13.75 


MANUAL FOR THE ADULT NEUROPSYCHOLOGICAL EVALUA- 
TION by Dennis Swiercinsky, FA Hospital, Topeka, Kansas. This is a com- 
prehensive guide to neuropsychological evaluation using à standardized test 
battery. Detailed instructions for obtaining necessary equipment andjc the 
administration of a standard test battery are provided. Information is also pre- 
sented on the interpretation of test results and their integration with behav- 
ioral, laboratory, social, medical, and neurological data. Preparation of the 
tinal clinical report is explained and illustrated with a sample case report. 76, 
208 pp. (6 3/4 x 9 3/4), 19 iL, 13 tables, $16.75, spiral (vinyl) 


DIAGNOSIS AND REHABILITATION IN CLINICAL NEUROPSY- 
CHOLOGY by Charles J. Golden, Univ. of South Dakota, Vermilion. This 
hook offers a unique integration of the theoretical basis, experimental, re- 
search, and clinical and diagnostic processes of the emerging field of clinical 
neuropsychology. An initial discussion of the connection between brain struc- 
tures and overt behavior prepares the reader for later, more detailed analyses. 
The main section focuses on clinical test procedures and on ways in which 
psychological testing can be used to identify a brain disorder, localize the area 
ot a lesion, and determine underlying causes. A final section discusses factors 
in the recovery ol a patient. 78, 304 pp., 11 iL, 13 tables, $17.00 

ADULT ASSESSMENT: A Source Book of Tests and Measures ef Human 
Behavior by Richard S. Andrulis, The American College, Bryn Mawr, Penn- 
sylvania. Contribution by John Bajtelsmit. This comprehensive source book 
on adult behavior assessment. describes instruments for measuring adult be- 
havior and discusses current and critical issues in testing. Practical, de- 
scriptive information on over 150 assessment devices is presented along with a 
delineation of the process for identifying and selecting the suitable instru- 
ment for a given purpose. '77, 340 pp., $14.50, spiral (paper) 


MUSIC AND THE BRAIN: Studies in the Neurology of Music edited by 
Macdonald Critchley, National Hospital for Nervous Diseases, and R. Ad 
Henson, The London Hospital, both of London, England. Foreword by Sir 
Michael Tippet. (22 Contributors) Dealing with the neurological aspects of 
musical experience, this volume contains contributions on hearing, musical 
memory, synesthesia, psychology of musical talent, neurol ogical illness in 
performing musicians, music therapy, and a wide range of related topics. 77, 
476 pp., 59 iL, 6 tables, $34.00 
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CHILDHOOD MALIGNANCY: The Psychosocial Care of the Child and His 


Family 6y David W. Adams, McMaster Univ. Medical Centre, Hamilton, 


Ontario, Canada. Foreword by Alvin Zipursky. This text describes how one 
can heip the child and his family cope with the diagnosis, treatment, and 
outcome of malignancy. Anticipatory grief is employed as a model for an in- 
depth discussion of family reactions, and numerous examples are cited to 
show how children and adolescents are affected by treatment programs, long- 
term survival, and impending death. The book closes with a description of 
the impact of death on the family, including practical approaches to helping 
the family reinvest in daily life. '79, 184 pp.. 2 iL, I table, $14.50 


TEENAGE PREGNANCY: Research Related to Clients and Services by Jean 
E. Bedger, United Way of Metropolitan Chicago, Chicago, Illinois. (3 Con- 
tributa A decade of intensive research has resulted in this analvsis of adoles- 
cent behavior, family attitudes, and techniques used in working with 
pregnart teenagers. The author presents an evaluation of the effects of service 
programs, analyses of group programs, and a perspective of adolescents’ reac- 
tions. to birth control and abortion. '79, 224 pp. 43 tables, $16.75 


SEX EDUCATION FOR PHYSICALLY HANDICAPPED YOUTH by C. 
Edmunc Hopper and William A. Allen. Foreword by Dorothea D. Glass. The 
authors of this needed text provide information appropriate to handicapped 
teenagers on the basics of sex education, sexual and other fantasies, masturba- 
uon, the anatomy and physiology of sex, and getting the most enjoyment out 
of sex. Reproduction, venereal disease, lifestyles, genetics, homosexuality, and 
resources available to the handicapped and their families are also covered. '79, 
160 pp., 17 iL, $8.75, paper 


LAW, PSYCHOLOGY, AND THE COURTS: Rethinking Treatment of the 
Young and the Disturbed by Ellsworth A. Fersch Jr., Harvard Univ., Cam- 
bridge, Massachusetts, In this review of the interrelationship of law, psy- 
chology, and the judicial system, the author provides discussions on such 
M ret as punishing young criminals, awarding of custody, and facing ethical 
issues in court settings. Other chapters cover when to punish and when to 
réhabilitate, handling of young criminals, and application of the rethinking 
method. 79, 184 pp., 2 tables, $14.75 


SCIENCE OF PSE ESP and PK by Carroll B. Nash, St. Joseph's College, 
Philadelphia, Pennsylvania. This comprehensive, definitive work on para- 
psychology begins with a presentation of the development of the paranormal 
irom its prehistoric beginnings to the latest experiments. Succeeding chapters 
discuss the characteristics of psi, theoretical foundations of paranormal phe- 
nom@na, questionable and accepted psychic phenomena, principle techniques 
of psi experimentation, counterexplanations of psychic phenomena, and 
paranormal phenomena in animals and plants. 78, 308 pp., 14 tables, $16.95 


REFLEX EPILEPSY, BEHAVIORAL THERAPY AND CONDITIONAL 
REFLEXES by Francis M. Forster, Univ. of Wisconsin, Madison. This trail- 
blazing monograph deals exhaustively with all forms of reflex epilepsy, the 
littl: known as well as the common types. Basing his presentation on a 
detailed s:udy of an unusually large number of patients, the author carefully 
~ delineates. a method for determining selective behavioral types of therapy for 
treatment. ot specific forms of reflex epilepsy. Engrossing and informative 
"material is also presented on the possible relationship between reflex epilepsy 
and cond.tional reflexes and on electroencephalographic changes brought 
about by behavioral therapy. 77, 328 pp., 87 iL, 22 tables, $26.25 


PSYCHIATRIC PROBLEMS IN OPHTHALMOLOGY edited by Jerome T. 
Pearlman, UCLA School of Medicine, Los Angeles, California; George L. 
Adams, Baylor College of Medicine, Houston, Texas; and Sherwin H. Sloan, 
UCLA Scáool of Medicine, Los Angeles, California. (11 Contributors) Emo- 
tonal anc psychiatric difficulties related to ophthalmological problems are 
discussed. Reactions to the loss of sight; eye symptoms with no organic dis- 
ease; stress and strabismus; diagnostic and management ideas for children 
. hospitalized with strabismus, black patch psychosis, and status medicamen- 
- tosus; and psychiatric referral are a few of the topics considered. 77, 180 pp., 
29 1L, 4 tebles, $14.50 
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Their Use in 
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sini. (34 Contributors) The use of ë 
recollections (ERs) in psychotherapy is ; 
highly potent technique. When correct) 
interpreted, ERs often reveal very quick]: 
the basic core of a personality and als 
suggest important themes with which t 
therapist must deal in treating the clie 
This book. provides — for both thé novi 
and the experienced clinician and 
searcher — theoretical and practical i 
formation on how to effectively use a 
interpret ERs in therapy. | 


Important contributions te the literature, | 
dating from 1893 to the present, are in- 
cluded. A large amount of new material, f 
heretotore unpublished, focuses primarily | " e 
on "how-to" information — a major gap f 
in existing literature. Among these new fo 
contributions are specific techniques for _ 

interpretation and use of ERs with 
children, tor reduction of unwanted teel- 
ings of clients, and for enhancement of © 
vocational counseling. ee 


Major sections are as follows: 


e Theory and Background x me 
e Early Recollections as a Projective — 
Technique oe 
e Techniques of Interpretation 
e Use of Early Recollections in Psy-- 
chotherapy sov 
e Clinical Papers 
e Case Studies 
e Reader Practice 


Adler’s place today in the psychology of 
memory, hypnotic retrieval of early recol- 
lections, dealing with feelings via early 
recollections, early recollections im neu 
rouc disturbances, and early recollecti 
ol male homosexuals and schizophren 
and depressed patients are just a few of 
the fascinating subjects explored in the 
aforementioned sections. 


Special features for the reader are the. 
inclusion of the complete Manaster- - 
Perryman scoring manual end an anno- — 
tated bibliography which reviews and F- 
summarizes virtually every article dealing ~ 
with ERs which has not been reprinted in. f 
this text. ‘79, 400 pp., 4 il, 1) tables, 1 — 
$27.50 


“INSOMNIA OFTEN DOES NOi 
BUT IT ALMOST ALWAYS STANDS 


A focus on this somatic complaint may hinder 
exploration into underlying psychopathology’ 
Patients with insomnia often find it difficult to express and/or 
contro! their aggressive feelings. Sleep is seen as a loss of control and 
remaining awake helps alleviate this fear. Such patients frequently 
tend to focus on their insomnia, rejecting or denying the possibility 

of existing psychopathology. 

Psychotherapy, therefore, may be made more 
productive by the addition of a sleep medication 
for the insomnia. 


For relief of insomnia, 

sleep laboratory studies have proven 
Dalmane"(flurazepamHCl/ Roche) effective for 
just one night and effective through at least 
28 consecutive nights of administration. 


Results of six separate sleep laboratory studies have shown that Dalmane was 
significantly effective in improving sleep induction and maintenance during short, 
intermediate and longer-term use? Although the prolonged administration 
of Dalmane is seldom necessary, prolonged use should be accompanied by the 
appropriate patient evaluations, such as periodic blood counts and liver 
and kidney function tests. 


A double-blind study has proven Dalmane '(flurazepamHCl/Roche) 
effective for psychiatric patients with insomnia’ 
Forty-nine hospitalized male patients received either Dalmane or placebo. 
Compared to placebo, Dalmane reduced the time needed to fall asleep, reduced 
the number of awakenings and increased total sleep time? 














WHEN YOU DECIDE A SLEEP 
MEDICATION IS INDICATED 


DALMANE« 
flurazepam HCI / Roch 


30-MG AND 15-MG CAPSULES 


MORE PROVEN NIGHTS OF EFFICACY 


THAN ANY OTHER MEDICATION TESTED 
FOR INSOMNIA 










ig may suffice in some patients). 


Iderly-or debilitated patients. 


e 30-mg capsule h.s. — usual adult dosage 


e 15-mg capsule h.s. — recommended initial dosage 


IDER MARGIN OF SAFETY 


- T Dalmane offers a safety profile comparably higher than many other sleep 
- medications. There have been no reports of physical or psychological 


dependence when taken at recommended dosages. In controlled studies 


r 


- involving 2115 patients, the majority of side effects reported were of the 
-.. sedative-type generally expected with a sleep medication. As with al! medications 
in its class, Dalmane should be administered with caution to patients who are 
. addiction-prone. Patients should also be cautioned about possible combined 





- References: 


: effects with alcohol and other CNS depressants. 


| L Kales A, Kales JD; Humphry FJ Il: Sleep and dreams, chap. 2.3, in Comprehensive 
' Textbook ot Psychiatry/ll, edited by Freedman AM, Kaplan HI, Sadock BJ, ed 2. 

tc Baltimore, The Williams & Wilkins Company, vol 1, 1976, pp. 114-128 

| 4. Kales A, et al: Clin Pharmacol Ther 19:576-583, May 1976 

58. Jacobson A, et al: Psychophysiology 7:345, Sep 1970 

A. Data on file, Medica! Department, Hoffmann-La Roche Irc., Nutley NJ 


- Before prescribing Dalmane (flurazepam 
__ HCI/Roche), please consult complete 
|... product information, a summary of which 
follows: 
-.. Indications: Effective in all types of insom- 
* nia characterized by difficulty in falling 
> asleep, frequent nocturnal awakenings 
"and/or early morning awakening; in pa- 
«tients with recurring insomnia or poor 
sleeping habits; in acute or chronic medical 
situations requiring restful s'eep. Objec- 
tive sleep laboratory data have shown 
effectiveness for at least 28 consecutive 
nights of administration. Since insomnia 
js Often transient and intermittent, pro- 
longed administration is generally not 
»cessary or recommended. 
itraindications: Known hypersensitivity 
razepam HCI. 
ngs: Caution patients about possible 
jad effects with alcohol and other 
NS depressants. Caution against hazard- 
usoccupationsrequiringcomplete mental 
ertness (e.g., operating machinery, 



























^ Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 
mate) suggest increased risk of 


congenital malformations during 
the first trimester of pregnancy. 
Dalmane (flurazepam HCl/Roche), 
a benzodiazepine, has not been 
studied adequately to determine 
whether it may be associated with 
such an increased risk. Because use 
of these drugs is rarely a matter of 
urgency, their use during this period 
should almost always be avoided. 
Consider possibility of pregnancy 
when instituting therapy; advise 
patients to discuss therapy if they 
intend to or do become pregnant. 


Not recommended for use in persons under 
15 years of age. Though physical anc 
psychological dependence have not been 
reported on recommended doses, use 
caution in administering to addictian- 
prone individuals or thase who might 
increase dosage. 

Precautions: |n elderly and debilitated 
patients, it is recommended that the dos- 
age be limited to 15 mg to reduce risk of 
oversedatian, dizziness, confusion and/or 
ataxia. Consider potential additive effects 
with other hypnotics or CNS depressants., 
Employ usual precautions in patients who 
are severely depressed, or with latent 


ROCHE PRODUCTS INC. 
Manati, Puerto Rico 00701 


depression or suicidal tendencies, or with 
impaired renal or hepatic function. 
Periodic blood counts and liver and kidney 
function tests are advised during repeated 
therapy. 

Adverse Reactions: Dizziness, drowsiness, 


falling have occurred, particularly in 


lightheadedness, staggering, ataxia P 


elderly or debilitated patients. Severe 
sedation, lethargy, disorientation and 
coma, probably indicative of drug intaler- 
ance or overdosage, have been re- 
ported. Also reported: headache, heart- 
burn, upset stomach, nausea, vomiting, 
diarrhea, constipation, Gl pain, nervous- 
ness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU 
complaints. There have also been rare® 
occurrences of leukopenia, granulocy- 
topenia, sweating, flushes, difficulty in 
focusing, blurred vision, burning eyes, 
faintness, hypotension, shortness of 
breath, pruritus, skin rash, dry mouth, 
bitter taste, excessive salivation, anorexia, 
euphoria, depression, slurred speech, 
confusion, restlessness, hallucinations, 
paradoxical reactions, e.g., excitement, 


* 
e 


stimulation and hyperactivity, andelevated * E 


SGOT, SGPT, total and direct bilirubins 
and alkaline phosphatase. 

Dosage: individualize for maximum 
beneficial effect. 

Adults; 30 mg usual dosage; 15 mg may 
suffice in some patients. Elderly or debili- 
tated patients: 15 mg recommendec ini- 
tially until response is determined, 
Supplied: Capsules containing 15 mg or 
30 mg flurazepam HCI. 
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Raymond Glasscote 
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This carefully documented book reports a field study of ten programs, four in America : 
and six in England and Scandinavia, which serve as practical demonstrations. of i: 
creative mental health services for the elderly. They include: 
e a novel "Neighborhood Family" providing vigorous support to elderly residents o 
several trailer parks 
e. à high school for the elderly which sends its students abroad for study tips : 
"Human Development Project" that focuses on responding to the psychological 
(eod: of the elderly P4 
e a carefully coordinated system of "respite hospitalization," which. promotes i ie 
health of the eiderly while allowing maximum use of hospital beds and famil ly resource 
e a "Lucy Booth," patterned after the Peanuts comic strip, which provides 
access to many kinds of services SU 
e and many other innovative, successful approaches, up 
Each program is subjected to intensive scrutiny. The resulting document becomes 
handbook, and, as well, a forum through which some of the world's most. experienc 
practitioners of “the psychiatry of old age” present their views. | 
Dr. Wilma Donohue, director of the. International Center for Social Gerontology. 
characterizes this volume as "a masterful job of putting everything in re iet. mes 
guidelines for action are right here." : E 
190 pages. Casebound. Price $8.50. 
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| Address . 





Concerned about the very bad reputation that nursing homes have received from 


many quarters in recent years, the Joint Information Service set up a field study to - 
visit a systematically chosen sample ôf nursing homes, and board-and-care homes as ...| 
well, to see to what extent the care of and the quality of life for the patients differed p 


from the geriatrics units of state hospitals. Altogether, sixty nursing homes and 31 
board-and-care homes in ten locales were visited, in each case by the senior author 
accompanied by two mental health professionals. 

e The teams were surpised to learn that care and quality of life in many of the nursing 
and doard-and-care homes they visited were better—sometimes dramatically better— 
than that in the mental health facilities and often at lower cost. 

This unique publication provides an overview of all facilities visited plus vignettes 
of approximately half. Federal and state rules and regulations are also expertly syn- 
thesized into brief and readable style. 

148 pages. Casebound. Price $6.50 


Publication Sales Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send: |... copies of Creative Mental Health Services for the Elderly @ $8.50 per copy 


— —. Copies of Old Folks at Homes @ $6.50 per copy 
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_ sets (one copy of each volume) at the special combination price of $13.50 (a savings of $1.50 


iz over the regular combined price of $15.00) 
| ENCLOSED | Is TOTAL PAYMENT OF ae 
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DEPRESSION — 
EXPRESSES ~ ^ 
ITSELF 


SINEQUAN 


E 


depression he once experienced. 


Fe aena rly Ah of life. with convenient 


My energies ebbed, 


my will to live decreased, Once -Q -Oay 


and | found myself retreating 


from the activities of life to a h . x 
more introverted existence.” bo: OSAQE 


19O-MG 
CAPSULE 


Also availoble in: 

100-mg, 75-mg, 50-mg, 25-mg, 10-mg 
CAPSULES and ORAL CONCENTRATE, 
10 mg/ml, in 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg, may be 
administered on a once-a-day schedule without loss of 
effectiveness. 

t The 150-mg capsule strength is intended for x 

maintenance therapy only and is not recommended 

for initiation of treatment. 


















5ee Drief Summary on next page for information on 
contraindications, warnings, precautions and adverse 
reactions. 













he dosage, upto 150 mg per day, may be given" 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 
divided dosage schedule. up to 200 mg per day. 


PROMINENT SEDATIVE EFFECT (7 


which may help to relieve the difficulty in falling 
and staying asleep, and the early-morning 
awakening often associated with depression. 


ESTABLISHED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom 
panies clinical depression. 


USUALLY WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. lachy- 






orove patient compli ance. Hike 


cardia and hypotension have been reported 
occasionally. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consi- 
pation and urinary retention have been reported. 





. *The 150-mg capsule strength is intended for 
..fmaintencnce therapy only and is not recommended 
3 for initiation of treatment. 





Co BRIF SUMMARY 
“Oo SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 
* 5. Contraindications. Contraindicated in individuals who have shown hypersensitivity to the gug, 
oo and in patients with glaucoma or a tendency to urinary tees These disorders should be ruled 
o5 gut particulartyin older patients. Possibility of cross sensi tivity withother dibenzoaxepines should 
foc. Be Kept in mind. 
^ Warnings. The once-a-day dosage regimen of SINEQUAN (doxepin HCH in patiens with inter 
cnurrent Hiness or patients taking other medications should be carefully adjusted. This i$ 
cgspecially important in patients receiv ang other medications with anticholinergic effects. 
| v. Usage in Geriatrics: The use of SINEQUAN on a once-à- day dosage regimen in geriatric 

"pali ients shouic be adiusted die ly based on the patient's condition. 

s Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
charm to the animal fetus. Sing e yu s ho expenence in pregnant women recerming this drug, 
zsafety in pregnancy has not been estabis hed. There are no data with respect to the secretion of 

the drug in human milk and its effect on the nursing infant. 

Usage in Children: Usage in childrer under 12 years of age n 
: safe conditions for its use have not beer established 

2 MAO Inhibitors: Senous side effects and even death have been reported following the 
concomitant use of certain drugs with MAG inhibitors. Therefore, MAO inhibitors should be 

discontinued at feast two weeks prior to the cautious mdiatian of therapy with this drug The exact 

engin of time may vary and 1s dependent upon the particular MAO inhibitor being used, the 

engih of time has been administered and the dosage invalved. 

Usage with Alcohol: it should be borne in mound that alconol ingest ron may increase the 
anger inherent in any intentional or unmtentional SINEQUAN overdosage This is especially 

important in patients who may use alcohol excessively 

Precautions. Since drowsiness may occur witht e of hi $ drug. patents shoulc be warned of 

t possibility and cautioned against driving à cat or operat ing dangerous machinery while 
king this drug. 
atents should also be cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent usk im any depressed patient, and: may remain So sunt s significat nt 
provement has occurred, patients should be closely supervised during the early course of 
apy Preschptions should be written lor the smallest feasible amount. 

hould increased symptoms of psychosis Of shift to manic SAL Cd GOCUt, 
necessary to reduce dosage or add a major tranquilizer fo the dosage regimen 
Adverse Reactions. NOTE: some G o! the adverse e A noted below have not been 
specifically reported with with SIN EQUAN use. However, due to the close pharmacological 
similarities among (he tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects. Dry mouth, blurred vision, constipation, and urinary 
been reported. H they do not subside with continued therapy, or become severi 
"necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the m 
tends to disappear as therapy is continued. Other in 
confusion, disonentation, hallucinatiang, numbness, 
symptoms and seizures. 

. Cardiovascular: Cardiovascular effec 
" reported occasionally. 
Alerg: San rash, edema, photosensitization, and pruntus have occasionally cect 
Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone martow depression manifesting as agranulocytosis, teukopersa, thrombo- 
cytopenia, and purpura. 

Gastrointestinal; Nausea, vormiting, indigestion, taste disturbances, diarrhea. 
aphthous stor ahus have been reported. (See anticholinergic effects) 
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nost commonly noticed side effect 
trequentiy reported n side e 
paresthesigs, alaxia, and exi apyramidal 


is including hypotension and lachycardia have been 


ocurred. 








anorexia, and 








Endocnne Raised or lowered hodo, testicular swelling, gynecomastia in males, aniargement 
» of breasts and galactorrhea in the female, raising of lowering of blood sugar levels have been 


administration. 
nnus, weight gain, sweating, chilis, fahigue, weakness, Musing, 
occasionaily obs ;erved as adverse effects 


reported with | HE is 
Qkher Dizzmess 
alopecia. and Badoe E have been 


jaundice 
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EXTENDED RANGE 


OF DOSAGE STRENGTHS 
for flexibility in individualizing therapy. 










Dosage and Administration. For most patients i with iness of mild to moderate severity 
starting daily dose of 75 mg is recommended. Dosage may subsequently be Increased e 
decreased at appropriate intervals and according to individual response. The usual optimugn 
dose range is 75 maiday to 150 mg/day. "s 

in mare severely ii patents HidNe doces maybe required with subsequent gradualincreaSelo ag 
400 mg/day if necessary. Additional therapeutic affectis rarely to sed obtained by exceeding a 
dose of 300 mg/day. iy 

in patients with very mild symptomatoiogy of emotionat Symptoms accompanying ergamc 
disease, lower doses may suffice. Some of these patients have been controlled an doses as low 
as ES 50 mg/day. 

The total dady dosage of SINE QUAN (doxepin HC) may be given on a divided or once-a-day 
dosage scheduie. IF The once-a-day schedule is emp loyed t ne maximum recommended dose is 

150 mgiday This dose may be given at bedtime. The 150 mg capsule strength is intended for. 


ini AED therapy only and is not recommended for initiation of treatment e* 

Antianxiety effectis apparent before the antidepressant effect, Optimal antidepressact effect 
may! not be evident for two to three weeks e. 
Overdosage. 


A. Signs and Symptoms 
+ Aiki Drowsiness, stupor 
2 Severe: Respiratory depress 
tachycardias 
Also: urinary retention (bladder atonyl, decreased gas 
hyperthermia for hypothermiai, fh ypertension, arated putres 
B. Management and Treatment 
t. Mid. Observation and supportive therapy is all that s usually necessary 
? Severe; Medical mana get ment of severe Sí INEQUAM. overdosage consists of aggressive 
Sis aortic e therapy if the pat ient is conscious, gasio lavage. with R iate prec edi sns to 
prevent pulmonary aspeation, should be perfarmadeven tro ugh SINEQUAN Is tapidiv ahsorbed. 
The use of activated charcoal has been recommended, as has been con HINUOUS ga T 
with saline for 24 hours or more. An adequate airway shoutd be established in comatose pz guër 
and assailed ventilation used d necessary ERG monitoring may be required for Several days, 
since relapse after apparent recovery has been reported. Amhythimia: i RAUM ie 
appropr: aor Eas agent Ithas been reported that many ofthe i e 
n of ticyct antidepres sant poisoning in aduits may "be reversed by the Ow ata: 
aus administrat ion of 1 mg to 3t mg: of physcstiamine sal oy ete Because physostigmine is 
ina diy metabolized, the dosage should oe repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respirat ary died 
sion. Dialysis and forced diuresis generally are “ot of value in the management of cve: *dosage 
due to high tissue and protein binding of SINEQUAN. 


hiurred VI SIOn. exc hii Ve d: Yes EM pi mouth. 
gon, hypotension, coma, convulsions, cardiac anythmas and 








ae motdity (paralytic deus), 
hyperacuve (elle Kes, 



























Supply. ` SINEQUAN 1S ava ishie as capsules containing doxepin Ses PUE nilo: emg, 75 mg, 
and 100 mg doxepim: bottles of 100, 1000, and unit-dose packages of 1 00 (1 tOx 10's) Z5 mg and 
AG ma doxepin: bottles af 100, 1000, 5000, and unit-dose packages of 1 00 (10% 10's} 150 4 
doxepin: boltles of 50. S00. and unit-dose packages of 100 (10 x 10 $). SINEQU JAN O 














Concentrate (10 maim} is avadable in 120 mi bottles wih an accompanying droppe locate 
at 5 mg. 10 mg. 15 mg. 20 mg. and 25 mg. Each mi comans doxepin HC) equivalent to 10 mg 
doxepin. Just prior to at demioistrat on, SINEQUAN Oral Concentrate should be diluted with 
approximately 120 mt at walet, whole cr slammedg milk, o: orange. grapefrud, tamaic, rune of 
pineapple juice. SINEQUAN Oral Concentrate is not physically compatible with & number of J^ 
carbonated bever rages. For Dose patients requiring antidepressant therapy who are on 4 
methadone maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed — 
agether with Gatorade*, lemonade, orange juice. sugar water, Tang*, or water, Bul not with 
at BRE | uice. Preparation and storage of bulk déutions is mal re commended. 


More detailed professi SHEKH formation avadable on request ~ 
MÍET29 LABORATORIES DIVISION 
PFIZER INC. 










Cali — 


Treatment Center provides wide | | 
range of psychiatric services for Los | 
, Angeles area 











A CLIMATE OF PROFESSIONAL GROWTH 
FOR PSYCHIATRISTS... 


ACME 

-* Potential for university 
A5 appointment 
Research program—acute 
admissions 
Malpractice coverage 
Excellent benefit plans 
Tax-deferred investment plans 
Regular hours-—-limited OD 
No office overhead 
New staff Augmentations 
Near major universities and 
cultural attractions 
$48,972-$52,836 


* 
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Stan Nielsen. Chief 

Manpower Management and 
Development Branch 

2260 Park Towne Circle, P.O. Box 254829 
Sacramento, California 95825 

(916) 920-7157 









NEW ZEALAND 
WELLINGTON HOSPITAL BOARD 
- WELLINGTON CLINICAL SCHOOL OF MEDICINE 


PSYCHIATRIST 


WELLINGTON HOSPITAL 












Applicatiens are invited for the post of Psychiatrist at the Psychi- 
atric Unit situated in this 846 bed General Hospital. The Psychi- 
atric Unit has 40 inpatient beds, a Day Hospital and a very busy 
(8000 plus attendances per annum) Out-patient Department. 


Wellingtoa is the Capital City of New Zealand, centrally situated, 
and offers excellent educational, cultural and recreational activities. 


The appointee would be expected to contribute to both clinical 
supervision and formal training of psychiatric Registrars. Interest in 
teaching is essential as not only do 190 4th, Sth and 6th year 
Medical Students have the major part of their clinical experience in 
Psychiatry at the Unit, but there is an active Registrars Training 
Programme for the M.R.A.N.C.P. in which all Registrars are ex- 
pected to be involved. An interest in consultation/liaison psychi- 
atry would be an advantage. 








Although the post is a full time one, applicants for a less than full 
time post wishing to do a small proportion of part time private con- 
sullant practice outside the hospital will be considered, 






Salary. is in the specialist automatic scale $NZ19,621-3NZ25,364 
p.a. plus $365 general wage order allowance, with automatic annual 
ments. Higher Merit Gradings with strict limitations are possi- 
ble above the upper limits of the automatic scale. An additional 
uties supplement is paid up to a maximum of 10% of the basic 
dary to "ull time appointees. 














pplicants should obtain an application form and a copy of the 
onditions of Appointment from the Chief Executive, Wellington 
ital Board, P.O. Box 10245, Wellington, New Zealand. 














DSM-III: 
A NEW LOOK A 
PSYCHIATRIC 
DIAGNOSIS 


A LEADING FACULTY TEACHES: 
B New approaches to diagnosis using DSM-III 
M Characteristics of each DSM-III ciagnostie class 


B Diagnostic criteria for the most significant disorders i in 
each class: Affective Disorders * Schizophrenia * Neurotic | 
Disorders * Personality Disorders Child Psychiatry (pue 
@ Principles used in establishing psychiatric diagnoses | ; um P 
B How to translate DSM-II into DSM-III dH 







The format includes: lectures, workshops, clinical case. 
simulations, and learning and self-assessment exercises. 
related to the case presentations. 


FEBRUARY 22-23, 1980 — HYATT REGENCY HOTEL. 
HOUSTON, TEXAS tae es 


This program is supported by an educationa! grant from E 
Roche Laboratories. SEE ae Eea 
FOR ADDITIONAL INFORMATION CONTACT: 

Ms. Bobbi Taylor er 2 BEN 
APA Symposia Office: AV/MD Ms: Anne Kienzle | S D 
(800) 221-4468 (outside New York American Psychiatric oe 





State) association 
(212) 421-6900 (New York State (202) 797-4973 
only) 






As an organization accredited for CME, the APA designates | "s 
that this CME activity meets the criteria for 7 credit hoursin 
Category 1 of the PRA of the AMA, and the CME requirens 
of the APA, 


eb. 
I 
l E de 


REGISTRATION FORM FOR APA SYMPOSIUM 


DSM-III: 
A NEW LOOK AT PSYCHIATRIC 
DIAGNOSIS 


I will attend the symposium in: 
C Houston, February 22-23, 1980 


MAKE CHECK PAYABLE TO: 
DSM-HT: A New Look At Psychiatrie Diagnosis 
Send $50.00 registration fee and this form to: 

APA Symposia Office: AV/MD 

850 Third Avenue IHth floor 

New York, New York 10022 
Full refund, less a $15.00 administrative fee will be made TE 
WRITTEN notice of cancellation is received 12 Cays prior to the 
symposium. We are sorry we cannot accept telephone 
cancellations. 






Name Title 


Address 


Citv State Zip 
Phone ( ) 


E n 


















He is an American Heart Association 
Established Investigator, funded for five 
years to work on some phase of car- 
diovascular disease. He and his asso- 
ciates are researching ways to recognize 
a heart attack. before severe damage 
OCCUIS. 

His ultimate goal is to decrease the 
present toll from cardiovascular diseases. 
Of the four Americans that die every 
minute this year from all causes, two will 
die from these diseases. 

He is one of over 1,400 scientists sup- 
ported by the American Heart Association 
who are fighting for vour life. 

But we need more money for more 
research that may produce earlier detec- 
tion and better methods of treatment and 
prevention of cardiovascular diseases. 

When a Heart Association volunteer 
asks for your money, think of the 1,400 
scientific invesiigaters. Help them fight 
for your life. 


Please give generously to fhe 
American Heart Association $ 


WE'RE FIGHTING FOR YOUR LIFE 


AAR ; 






Before prescribing, see complete prescribing information in Rowell literature. The 
following is a brief summary. ; 


| WARNING 
| Lithium toxicity is closely related to serum lithium levels, and can occur at 
doses close to therapeutic levels. Facilities for prompt and accurate serum 
lithium determinations should be available before initiating therapy. | 
Indications: Treatment of manic episodes of manic-depressive illness. Maintenance 
therapy prevents or diminishes the intensity of subsequent episodes in manic- 
depressive patients with a history of mania. 


Warnings: Lithium should generally not be given to patients with significant renal or 
cardiovascular disease. severe debilitation or dehydration, sodium depletion, or to 
patients receiving diuretics. 


Lithium therapy has been reported in some cases to De associated with mOWMg0!C 
changes in the kidneys. | 


Caution patient and family to watch for diarrhea, vomiting, tremor, mild ataxia, drowsi- 
ness, or muscular weakness as signs of lithium toxicity, and to discontinue therapy 
and contact a physician should they occur. Patients receiving combined therapy with 
lithium and an antipsychotic should be monitored closely for early evidence of neuro- 
logic toxicity and treatment discontinued promptly if such signs appear. Caition 
patients about activities requiring alertness (e.g, operating vehicles or machinery). 


Lithium should not be used in pregnancy, especially during the first trimester, unless 
potential benefits outweigh possible hazards. 


Not recommended for children under 12. 


Precautions: Lithium tolerance is greater during the acute manic phase and decreases — . 
when manic symptoms subside. E 


Lithium therapy may lead to sodium depletion. Normal diet (including salt) and adequate >. 
fluid intake (2500-3000 mi) must be maintained, at least during initial stabilization — «> 
period. Protracted sweating or diarrhea can decrease tolerance, in such Cases, ` 

administer supplemental fluid and salt. "s 


Each tablet contains 40 mg of sodium chloride, equivalent to 15.7 mg of socium. 


Sweating, diarrhea, and concomitant infection with elevated temperatures may require 
temporary reduction or cessation of dosage. 


Adverse Reactions: Mild to moderate toxic reactions may occur at serum litnium 
levels from 1.5 to 2.5 mEq/L. and moderate to severe reactions at levels from 2.0 to 
2.5 mEq/L. Fine hand tremor, polyuria, and mild thirst may occur during initial th 

and persist. Transient and mild nausea and general discomfort also appear during 
initial therapy. These effects usually subside with continued treatment or temporar 
reduction or cessation of dosage. If persistent, discontinue dosage. . 


Diarrhea, vomiting, drowsiness, muscular weakness, and lack of coordination may be * 
early signs of toxicity and may occur at levels below 2.0 mEq/L. At higher levels. , be. 
ataxia, giddiness, tinnitus, blurred vision, and a large output of dilute urine may be 
seen. Serum levels above 3.0 mEq/L may produce a complex clinical picture, invclving 
multiple organs and systems. Serum levels should not exceed 2.0 mEq/L during 
acute phase. 


The following reactions appear to be related to serum lithium levels, including levels 

within the therapeutic range: Neuromuscular — tremor, muscle hyperirritability (faszicu- e” 
lations, twitching, clonic movements of whole limbs}, ataxia, choreo-athetotic move- 
ments, hyperactive deep tendon reflex; Central Nervous System—blackout sp@ils, 
epileptiform seizures, slurred speech, dizziness, vertigo, incontinence of urire or 

feces, somnolence, psychomotor retardation, restlessness, confusion, stupor, coma; 
Cardiovascular —cardiac arrhythmia, hypotension, peripheral circulatory collapse: 
Gastrointestinal ~ anorexia, nausea, vomiting, diarrhea; Genitourinary —- albuminuria, 
oliguria, polyuria, glycosuria; Dermatologic —drying and thinning of hair, alopecia. 
anesthesia of skin, chronic foilicwitis, exacerbation of psoriasis, xerosis cutis: y 
Autonomic — biurred vision, dry mouth: Thyroid Abnormalities — euthyroid goiter and/or 
hypothyroidism (including myxedema) with lower Ta and T4. Vat uptake may be elevated; .- 
EEG Changes — diffuse slowing, widening of the frequency spectrum, potentiation and ~ 
disorganization of background rhythm; EKG Changes — reversible flattening, isoelec- 
tricity or inversion of T-waves; Miscellaneous — fatigue, lethargy, transient scotomata, 
dehydration, weight loss, tendency to sleep. 


Reactions unrelated to dosage include: transient EEG and EKG changes, leukocytosis. 
headache, diffuse nontoxic goiter with or without hypothyroidism, transient hyper- 
glycemia, generalized pruritus with or without rash, cutaneous ulcers, albuminuria, 
worsening of organic brain syndromes, excessive weight gain, edematous swelling 
of ankles or wrists, thirst or polyuria, sometimes resembling diabetes insipidus. and 
metallic taste. A single case of a syndrome resembling Raynaud's has been reported. 


Dosage and Administration: Acute Mania — 900 mg b.i.d. or 600 mg Lid. (1800 mg 
per day) usually will provide serum lithium levels ranging between 1.0 and 1.5 mEq/L. 
Serum levels should be determined twice ser week until serum level and chnical g 
condition have been stabilized. TS 


Long-Term Control — 900 mg to 1200 mg per day in two or three divided doses usually 
will maintain serum lithium levels at 0.6 to 1.2 mEq/L. Serum lithium levels sould 
be monitored at least every two months. 


How Supplied: 300 mg peach-colored tablets, imprinted “ROWELL 7514" in red, 
are supplied in bottles of 100 and 1000. 
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^. low-Release Lithium 
\ Carbonate 300 mg. 
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Please see Preceding Page for brief 
summary of Prescribing information. 








^7. 5 . avaluable link s 


EN to the p" 


E resources of the 
American Psychiatric Association 


for institutions and agencies | 
concerned with the care E" 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, - 
articles, or other material of special interest to administrators or | 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and . 
mentally retarded. 





NAME — — 








Please send me information about membership in the Hospital & Community Psychiatry Service. | 


FACILITY . a wc — 











ADDRESS 








CITY STATE ZIP CODE 


ae Hospital ET 
Communil y 
hiairy 
" AMERICAN PSYCHIATRIC ASSOCIATION 
ervice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 


479AJP 
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The publication of an advertisement in this journal does 


x —— P 


^ 


MOVING? : 
PLEASE NOTIFY 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTELABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 


DEPARTMENT 





ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


Everybody - 
ows somebody 
who's been helped. 








The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every income level. 


'To help. In a thousand ways. Thanks to you " 4 
A neighbor. A relative. Maybe someone down the it works Y 
stfeet who's out of work. Or sick. Or in trouble. d Q7 J 


Chances are the United Way helps someone you know. HIR ALL OF US 
UnitedWay i! 


Maybe someday it’ll be helping you. 
& United Way A Public Service of This Magazine & The Advertising Council Ad i 


{ cmm = 
. = -— Ca s. 





A52 











HI ranxene c 
(CLORAZEPATE DIPOTASSIUM) 4306cB 
CAPSULES, 3.75, 7.5, and 15 mg 


.... TRANXENE-SD SINGLE DOSE TABLETS, 
^ 41.25 and 22.5 mg 


^ Brief Summary 





INDICATIONS — TRANXENE is indicated for the 
ymptomatic relief of anxiety associated with anxiety 
eurosis, in other psychoneuroses in which anxiety 
symptoms are prominent features, and as an adjunct 
in disease states in which anxiety is manifested. 


TRANXENE is indicated for the symptomatic relief 
WA of acute aicohol withdrawal. 


The effectiveness of TRANXENE in long-term use, 
that is, more thar 4 months, has not been assessed 
w by systematic clinical studies. The physician should 
reassess periodically the usefulness of the drug for 
the individual patiant. 


CONTRAINDICATIONS — TRANXENE is contraindi- 
‘cated in patients with a known hypersensitivity to the 
drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for 
use in depressive neuroses or in psychotic reactions. 


Patients on TRANXENE should be cautioned against 
engaging in hazardous occupations requiring mental 
alertness, such as operating dangerous machinery 
including motor vehicles. 


Since TRANXENE has a central nervous system 
depressant effect, patients should be advised against 
thé simultaneous use of other CNS-depressant drugs, 

and cautioned that the effects of alcohol may be 
increased. 


Because of the ack of sufficient clinical experi- 
ence, TRANXENE is not recommended for use in 
patients less than 18 years of age. 


Physical and Psychological Dependence: 
Withdrawal symptoms (similar in character to those 
noted with barbiturates and alcohol) have occurred 
i following abrupt discontinuance of clorazepate. Symp- 
toms of nervousness, insomnia, irritability, diarrhea, 


















abrupt withdrawal after long-term use of high dosage. 


Caution should be observed in patients who are 
. considered to have a psychological potential for drug 
dependence. 


Evidence of drug dependence has been observed in 
dogs and rabbits which was characterized by convul- 
sive seizures when the drug was abruptiy withdrawn 
or the dose was reduced; the syndrome in dogs could 
be abolished by administration of clorazepate. 


,, Usage in Pregnancy: 
An increased risk of congenital malformations asso- 
ciated with the use of minor tranquilizers (chlordia- 
zepoxide, diazepam, and meprobamate) during the 
first trimester of pregnancy has been suggested in 
several studies. TRANXENE, a benzodiazepine deriva- 
tive, has not been studied adequately to determine 
whether it, too, may be associated with an increased 





* 


| muscle aches and memory impairment have followed °° 


Anxiety symptoms dispelled, yet not drowsy by day. 


risk of fetal abnormality. Because use of these drugs 
is rarely a matter of urgency, their use during this 
period should almost always be avoided. The possi- 
bility that a woman of childbearing potential may be 
pregnant at the time of institution of therapy should 
be considered. Patients should be advised that if they 
become pregnant during therapy or intend to become 
pregnant they should communicate with their physi- 
cian about the desirability of discontinuing the drug. 


Usage during Lactation: 

TRANXENE should not be given to nursing mothers 
since it has been reported that nordiazepam is ex- 
creted in human breast milk. 


PRECAUTIONS — in those patients in which a degree 
of depression accompanies the anxiety, suicidal 
tendencies may be present and protective measures 
may be required. The least amount of drug that is 
feasible should be available to the patient. 

Patients on TRANXENE for prolonged periods 
Should have blood counts and liver function tests 
periodicaily. The usual precautions in treating patients 
with impaired renal or hepatic function should also 
be observed. 

In elderly or debilitated patients, the initial dose 
Should be small, and increments should be made 
gradually, in accordance with the response of the 
patient, to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS — The side effect most fre- 
quently reported was drowsiness. Less commonly 
reported (in descending order of occurrence) were: 
dizziness, various gastrointestinal complaints, ner- 
vousness, blurred vision, dry mouth, headache, and 
mental confusion. Other side effects included in- 
Somnia, transient skin rashes, fatigue, ataxia, geni- 
tourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and 
kidney function tests and of decrease in hematocrit. 

Decrease in systolic blood pressure has been 
observed. 


DOSAGE AND ADMINISTRATION 
For the symptomatic relief of anxiety: 
TRANXENE is administered orally. The capsules may 
be given in divided doses. The usual daily dose is 30 
mg. The dose should be adjusted gradually within the 
range of 15 to 60 mg daily in accordance with the 
response of the patient. In elderly or debilitated 
patients it is advisable to initiate treatment at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as 
a single dose daily at bedtime: the recommended 
initial dose is 15 mg. After the initial dose, the 
response of the patient may require adjustment of 
subsequent dosage. Lower doses may be indicated in 
the elderly patient. Drowsiness may occur at the 
initiation of treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg) may be admin- 
istered as a single dose every 24 hours. This tablet 
is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg 
capsules three times a day. TRANXENE-SD tablets 





Should not be usec to initiate therany. 

TRANXEN=-SD HALF STRENGTH tablets (11.25 
mg) may be administered as a single dose every 24 
hours. 


For the symptomatic relief of 

acute alcohol withdrawal: 

Recommended schegquie: 1st 24 hours, 30 mg 
TRANXENE iritially, followed by 30 to 60 mg in 
divided doses: 2nd 24 hours, 45 to 30 mg in divided 
doses; 3rd 24 hours, 22.5 to 45 mg in divided doses; 
4th day, 15 to 30 mg in divided doses. Thereafter de 
gradually recuce to 7.5 to 15 mg daily, and discon- = 
tinue as soon as condition is stable. Maximum daily 
dose is 90 mg. Avoid excessive reductions in total 
drug on successive days. 


DRUG INTERACTIONS — if TRANXENE is to be 
combined with other drugs acting on the central 
nervous system, careful consideration should be 
given to the pharmacology of the agents to te em- 
ployed. Animal experience indicates that TRANXENE 
prolongs the s'eeping time after hexebarbital or after 
ethyl alcohoi, increases the inhibitory effects of 
chlorpromazine, but does not exwbit monoamine 
oxidase inhibition. Clinical studies have shown in- 
creased sedation with concurrent hypnotic madita- 
tions. The actions of the benzodiazepines may be 
potentiated by barbiturates, narcotics, phenothiazines, 
monoamine oxidase inhibitors or ether antidepres- 
sants. 

If TRANXENZ is used to treat arxiety associated 
with somatic disease states, careful attention must 
be paid to possible drug interaction with concomitant 
medication. 


MANAGEMENT OF OVERDOSAGE — Overdosage is 
usually manifested by varying degrees of CNS de- 
pression ranging from slight sedation to coma. As in 
the management of cverdosage with any drug, it 
Should be borne in mind that multiple agents may 
have been taken. 

There are no specific antidotes for the benzodiaze- 
pines. The treatment of overdosage should consist of 
the general measures employed in the management of 
overdosage of any CNS depressant. Castric evacua- 
tion either by the induction of emesis, lavage, or 
both, should be performed immediately. General Sup- 
portive care, ncluding frequent mepitoring of the 
vital signs anc close observation of the patiert, is 
indicated. Hypotension, though rarelv reported, may 
occur with large overdoses. In such cases the use of 
agents such as Levophed® Bitartrate (levarterenol 
bitartrate injection, USP) or Aramine® Injection 
(metaraminol bitartrate injection, USP) shoulc be 
considered. 

While reports indicate that individuals have sur- 
vived overdoses of TRANXENE (clorazepate dipotas- 
sium) as high as 450 to 675 mg, these doses are not 
necessarily an accurate indication of the amourt of 
drug absorbed since the time interval between inges- 


tion and the institution of treatment was not always 


known. Sedation in varying degrees was the most 
common physiological manifestation ef TRANXENE 
overdosage. Deep coma when it occurred was usually 
associated with the ingestion of other drugs in 
addition to TRANXENE. 9073314 
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3.75, 7,5, and 

15 mg capsules 
11.25 and 22.5 mg 
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.. Lets you call most patients 
without oversedating them. 


= i As with all benzodiazepines, patients should be cautioned against hazardous 
tasks requiring mental alertness. See overleaf for brief summary. 





